
Mental Health/Behavioral Health
Insurance Benefits Verification Form

This form is designed to minimize the chances that your sessions will not be covered by your insurance, 
as you are ultimately responsible for payment of your sessions. In order to insure that your sessions will be 
covered under your insurance policy, you will need to contact your insurance company by calling the 
phone number on the back of your insurance card listed for either Behavioral Health or Mental Health.  
In the event that there is not one listed, call the customer service number and ask the representative to 
speak with someone regarding your Outpatient Mental/Behavioral Health Benefits.

This form, along with the intake form, needs to be completed and returned before your first visit. You 
can fax it to 850-361-4272, email to wyettedonovan@cox.net, or mail it to the address listed above. If 
you did not fill out this form before your first session, please ask the insurance company to BACKDATE  
the initial authorization (if one is required) to the date of your first session.

Please complete an insurance verification form for each insurance company you plan to use.

Questions for your Insurance Provider

	 1. Do I have mental/behavioral health coverage?			     YES		   NO
	 If YES, continue to 2. If NO, other payment arrangements must be made.

	 2. Is Wyette Donovan, MSW, LCSW an in-network provider?		    YES		   NO
	 If YES, go to In-Network Benefits section. If NO, Go to question 3.

	 3. Do I have Out-of-Network benefits?					       YES		   NO	
	 If YES, go to Out-of-Network Benefits. If NO, other payment arrangements must be made.

In-Network Benefits

	 A) What is my co-pay amount?						      $__________________

	 B)  Do I have a deductible?						        YES		   NO			

	 C) If YES, What is the deductible amount?				    $__________________

	 D) Have I met the deductible?						        YES		   NO

	 E)  If NO, Amount left?							       $__________________

	 If you have not met your deductible, you will be expected to pay for your sessions until
	 you do meet your deductible.

wyette donovan msw lcsw

1521 N. 14th Avenue, Pensacola, FL 32503 . 850.375.5630 . fax 850.361.4272 . wyettedonovan@cox.net



Out-of-Network Benefits

	 A) What % of the fee am I responsible for?				    __________________%

	 B)  Who are insurance payments sent to?				     Provider    Client

	 C) Do I have an Out-of-Network deductible?				      YES		   NO  

	 D)  If YES, What is the deductible amount?				    $__________________

	 E)  Have I met the deductible?						        YES		   NO

	 F)  If NO, Amount left?							       $__________________

	 If you have not met your deductible, you will be expected to pay for your sessions
	 until you do meet your deductible.  Also, please understand that if you are
	 Out -of-Network, you will be responsible for any amount not paid by your
	 insurance company.   

Services Covered

	 A) Please verify that the following services are covered.

		  CPT 90801 – Initial Assessment					       YES		   NO
		  CPT 90806 – Individual Therapy					       YES		   NO
		  CPT 90847 – Family Therapy					       YES		   NO
	
Authorizations
	
	 A) Do I need an authorization?						        YES		   NO
	
	 B) If YES, Authorization #_____________________________________
	
     	 Authorization Valid from  ___________________  to _________________
	  			              Month/Day/Year	    Month/Day/Year

	 # of visits authorized ______________    # of visits already used _____________

Claims Address
	
	 To what address should my provider send claims?
	 _____________________________________________________________________________________
	 _____________________________________________________________________________________

I have verified benefits for my appointment. By signing below, I assume financial responsibility for services 
provided by Wyette Donovan, MSW, LCSW.

_________________________________________________________________		 __________________________
Signature of Client or Person Assuming Financial Responsibility		  Date


