
Insurance Information for Hospital 

Admission 

Date: [Insert Date] 

To Whom It May Concern, 

This letter serves to confirm the insurance information for the hospital admission of: 

Patient Name: [Insert Patient Name] 

Insurance Provider: [Insert Insurance Provider] 

Policy Number: [Insert Policy Number] 

Group Number: [Insert Group Number] 

Effective Date: [Insert Effective Date] 

Please ensure that all necessary billing and authorization procedures are followed according to 

the terms of the insurance policy. If you have any questions or require additional information, 

feel free to contact our office at [Insert Contact Number]. 

Thank you for your cooperation. 

Sincerely, 

[Your Name] 

[Your Position] 

[Your Institution] 

[Contact Information] 


