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Counseling for Individuals. Couples. Youth  INSURANCE INFORMATION FORM

i

W you are using isurance, you will nol be ekgible for a reduced fee.  All services will be charged at our usual and cusiomary fee a5 noled on your
ice sgreement. Your insurance may or may not pay a part of the cost of therapy. You will be responsible for what your insurance does not
covet, including but not necessarily imited to your annual deductible, co-payment or sefvices not authorized or covered under your policy. We will

bifl any secondary policy from the date information on said secondary policy is provided. It is the agency policy that if information s not provided
untit a later date, we wilt begin billing from the date information is provided only. Any retroactive secondary insurance bifling will be your
responsibility. Secondary insurance plan information may be provided on the backside of this form. Knowingly providing false or inaccurate
information may be considered insurance fraud. Please present your health card to your therapist so that a photocopy may be made. if you
are unable to provide us with adequate information with which we can bill your health insurance, all charges will be billed directiy to you.

Medicare Champus ChampVA Group Plan FECA/Black Ofher
0 a Q Q 0 a
Patient information
PATIENT'S Nome (Lost. Rrst. Middie Inihal): PATIENT'S Social Security #:
Address: PATIENT'S Birthdote:
sexx O mole O Femoie
Ci Stote: lip:
ty Q single O moamed O Other
ieiephone Number {including oreo code):
O Employed Q frstudent O PTstudent
Primary Insurance information
INSURED 'S Nome [Last, First, Micdie inihol): Health Plon ID#:
Adar Insuronce Company:
o
Ci State: lip: Policy Plan Nome:
y
Teiephone Number [with orea code): ) Group Number.
INSURED'S Socxal Security #: Insured's Employer {Company Name):
INSURED'S Bethoote: insrance Telephone Number:
Insurance Cloims Address:
Sex: QO male O remale

Pofient's Relotionship 1o Insured: O sett 0O spouse g chid QO siep Chid Q Omer

is there onother Heolth Benefit Plan? (L) YES (if yes, please complete backside of this form) Q ~o

# mheve ore ony chonges to the above information. please let your theropist know s s00n as possibie. Use of msuronce requares us o relecse o diognosis 1o
YOUr msuonce company, Some rswronce componies requye oddiional information. We cannot guaraniee that information relecsed o other parkies will

remoin conhagenticl.
PATIENT'S O AUTHORIZED PERSON'S SIGNATURE:
Jouthorize the exchange of any medicol or other information INSURED'S of AUTHORIZED PERSON'S SIGNATURE:
necessory 10 process this ciacim or 1o determine eligibiity, 1 outhorize poyment of medical benefits 10 St Eilor, MA, LMFT

Inciuang number of ovolobie sessions. | ako request payment
of banefits sither 10 myseif or the part who accepts assignment

Sgrea: Date: Signed. _ Dote:

AcCourit Humber Diognosis: Thergpist Signature:

Pinne Turn Over 16 Compinte S8condory INronce nfomahion o Revised 10/04
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