
CHANGE / UPDATE OF INFORMATION 
 

____ BV    ____BVA     ____CW     ____ GLL     ____GLU     ____GR     ____ HL     ____ PT     ____ TG     ____ VC 

 

 

Date:  __________________  Name of person providing information:  _________________________________ 

Client Name:  ________________________________________    Date of Birth: _______________________ 

Provider:  ______________________________________     Account #:  ______________________________ 

Home Phone:  ________________________________       Message Okay?  YES  NO 

Work Phone:  _________________________________       Message Okay?  YES  NO 

Cell Phone:  __________________________________       Message Okay?  YES  NO 

Address:  __________________________________________________________________________________ 

____________________________________________________________________________________________ 

 

*Insurance Name:  ____________________________  *ID Number:  _______________________________ 

*Group Number:  _____________________________  *Phone Number:  ____________________________ 

*Subscriber:  _________________________________  *Employer:  _________________________________ 

Address:  ___________________________________________________________________________________ 

Effective Date of Insurance: _________________________  Circle one:    Primary       Secondary 

Is there another active insurance policy? YES  NO 

Reason for Change:         Additional Policy    All EAP used 

                  Old Policy no longer active 

      Other ______________________________ 

**Please note:  If you have a new insurance company, please present your new insurance card at time of 

appointment.  Thank you. 

 

 

 

 

 

Confidentiality Statement: 

The information contained in this facsimile message is legally privileged and confidential information intended only for the use of the addressee 

listed on this cover sheet.  If the reader of this message is not the intended recipient, you are hereby notified that any dissemination, distribution or 

copy of this telecopy is strictly prohibited.  If you have received this facsimile in error, please notify us immediately by telephone at 503-233-5405 

and return the original message to P.O. Box 82819, Portland, OR 97282 via the US Postal Service.  We will reimburse any costs you incur in notifying 

us and returning the message to us.  Thank you.         8/2011 

For Office Use:        

_________ Client phoned in           ___________ Appt. Set:                     __________ Copy of Insurance Card 
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