LORETTA FREDERICKS, LCSW
_____________________________________________________________________________________
                                                                        Patient Insurance Information

Name: ____________________________________________________
Date of Birth: ___________________________

Insurance Company Name: ___________________________________  Member ID# _______________________

Plan Name/Type: ____________________________________________Insurance Co. Phone: _________________

Subscriber’s Name (if other than patient): _______________________________ 
Subscriber’s Date of Birth:  ____________
Relation to Patient:  (circle one)      Spouse     Child

SUPPLEMENTAL INSURANCE (TO MEDICARE)
Insurance Company Name: ___________________________________   Member ID# _______________________

Plan Name/Type: ____________________________________________Insurance Co. Phone: _________________

