
Coverage Entitlement Verification 

Date: [Insert Date] 

[Your Name] 

[Your Title] 

[Your Organization] 

[Organization Address] 

[City, State, Zip Code] 

Email: [Your Email] 

Phone: [Your Phone Number] 

 

[Recipient's Name] 

[Recipient's Title] 

[Recipient's Organization] 

[Recipient's Address] 

[City, State, Zip Code] 

 

Dear [Recipient's Name], 

We are writing to confirm the entitlement to coverage for [Insert Patient's Name], regarding 

policy number [Insert Policy Number]. The following details summarize the coverage available 

as of [Insert Date]: 

• Type of Coverage: [Insert Type] 

• Coverage Start Date: [Insert Start Date] 

• Coverage End Date: [Insert End Date] 

• Covered Services: [Insert Services] 

• Plan Limitations: [Insert Limitations] 



Please feel free to reach out should you require any further information or clarification regarding 

this coverage verification. 

 

Sincerely, 

[Your Name] 

[Your Title] 

[Your Organization] 


