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Secondary Insurance Information

| ¥ yoe Nave & secondary health insurance plan that you would like us to bilf on your behalf, piease compiete Lhis page. Please note that agency policy is

. ma we well bl @ secondary policy only from the date the information is provided on, we will not retroactively bill any secondary policy. We will, however,

| e you with the necessary snformation in order that you may bill your secondary policy yourself. You are responsible for the portion not paid by
extes your Primary or Secondary policy  Knowingty providing false or inaccurate information may be considered insurance fraud. Please present your
neaith 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

till your health insurance, afl charges will be billed directly to you

wehcoe Champus ChompVA Group Plan FECA/Black Other
Q a a a a Q

WEURED § eame (Lot Frst, amecdie Indiol) Health Plan ID#:
I a SOrEs Insurance Company:

Lt Stote g, Pohcy Plon Name:
Tedepihon: Muner [wiih oreo code) Group Number
PGRED S Soook Secunty # Insured’s Employer {Company Nome):
T #20 € Brinacte Insurance Telephone Number.

Insurance Claims Address:

! Sex ad wgle 3 Female
Fotent s Reiotionship o insured: O sei O spouse Q chid 3 step Child QO Other

¢ mwaee e O0w OHONGEs 10 ihe obove micrmation, please lef your theropist know os soon as possible. Use of insurance requires us 1o release a diognoss o
vong CRSONCE COMPOnY  Some msuronce comporses requre oddifional information. We cannct guarantee that information released to other porhes wi!
remain confidential. ‘

PATIENT'S o AUTHORIZED PERSON'S SIGNATURE:
authoree he exchiange of ony mediical or ofher information INSURED'S or AUTHORIZED PERSON'S SIGNATURE:
necEeisory 10 process this clkoim or 1o determine efigibility, | authorize payment of medical benefits 1o § Efler, MA,

sy rumier of ovoiiable sessions. 1also request payment

of b neits enher 1o myself or the part who occepis assignment.

e Date: Signed Date. i
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