
Whitebridge Pulmonary Care 
Insurance Information Form 

Date: June 23, 2025 

Please complete the following insurance information for our records. 

Patient Information 
Full Name: _______________________________________________ 

Date of Birth: _______________   Phone Number: _______________________ 

Primary Insurance 
Insurance Company Name: ____________________________________________ 

Policy Number: ____________________   Group Number: ____________________ 

Policyholder's Name: _________________________________________________ 

Relationship to Patient: ______________________________________________ 

Policyholder's Date of Birth: _______________   Phone: _______________________ 

Secondary Insurance (if applicable) 
Insurance Company Name: ____________________________________________ 

Policy Number: ____________________   Group Number: ____________________ 

Policyholder's Name: _________________________________________________ 

Relationship to Patient: ______________________________________________ 

Policyholder's Date of Birth: _______________   Phone: _______________________ 

Authorization 
I authorize Whitebridge Pulmonary Care to release any information required to process my 

insurance claims. I authorize my insurance benefits to be paid directly to Whitebridge 

Pulmonary Care. 

 

Signature: ______________________________________   Date: _______________ 
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