
Verification of Benefits (VOB) Form 

Patient Information 

Name: Age:

Address: Birth Date:

Due Date: 

Home Phone: Last Menstrual Period (LMP): 

Cell Phone: First Pregnancy:  yes  no 

Email: Prior C-Section:  yes  no 

Social Security Number: Place of Service:  home  birth center  hospital 

Insurance Information 

Primary Insurance Company: Secondary Insurance Company: 

Plan Name: Plan Name: 

Effective: Effective:

Member ID: Member ID: 

Group Number: Group Number: 

Insurance Address: Insurance Address: 

Insurance Phone: Insurance Phone: 

Subscriber Name: Subscriber Name: 

Relationship to Subscriber: Relationship to Subscriber: 

 self   spouse  child  other  self   spouse  child  other 

Subscriber Date of Birth: Subscriber Date of Birth: 

Subscriber SSN: Subscriber SSN: 

Sex:  male  female Sex:  male  female 

Notes: 
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