
Patient Name:                                                                               Patient DOB:   
 ❒ Citizen of Micronesia, Marshall Island, or Palau ❒ Undocumented

 If Permanent Resident/Visa* 
 SSN:                                      Effective date of residency:                              Expiration date of residency:                        
 *

Please provide a copy of proof of residency (i.e. Perm resident card, Green card, and/or Visa)

 If citizen of Micronesia, Marshall Islands, or Palua do they have:
 ❒ Current Passport ❒ I-94 (Arrival Record)
 If Undocumented:  ❒  ITIN ❒ None
 Effective Date of ITIN:                                  Expiration date of ITIN:                                Please Provide proof ITIN

State Residency: Current state of residence:                                                 Length of residency in that state, in years:                             

Work Status:  



Is the patient receiving benefits from the Railroad Retirement Board? ❒ Yes  ❒ No
Is the patient currently incarcerated or in a halfway house?  ❒ Yes  ❒ No
Please provide any other details to summarize the patient’s situation:                                                                                                                                       
                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                

Patient Insurability Assessment
Complete in entirety and fax to 866-720-0766 to begin processing

© 2022 DaVita, Inc.

Path to insurability assessment determination (internal use only)

Completed by:                                                                                         Date:                                                                                                                                     

Determination: Medicare:  ❒ Eligible  ❒ Ineligible

 Medicaid:  ❒ Eligible  ❒ Ineligible

 Other:  ❒ Eligible  ❒ Ineligible

 


