
I (we) obtained counseling services from Pat Tebbs-Gates LPC, LCDC 
6502 Bandera Rd, Ste 200-C, San Antonio, TX 78238   210-521-9330  
Services were out-patient services at her offices. 
SERVICES paid at time of session (see invoice below). reimbursement directly to indicated person below.  
Insured’s Name: __________________________________________________________ DOB: _________________________________  

Daytime Phone #: (      ) ____________________________________________________ Today’s Date: __________________________
Client Name:  ____________________________________________________________ DOB: _________________________________ 

Policy ID #: _____________________________________________________________ Group #: _______________________________

Employer of Insured: _____________________________________________________________________________________________

Address (Street) :________________________________________________________________________________________________
City: ___________________________________________________________________________ State:  ______ Zip: _______________
If you have any questions, please contact (policy holder, spouse, etc.) at: 
Name: ________________________________________________________________________________________________________

At (telephone #): (         ) ____________________________________________ or (       ) ______________________________________
Insured/Client SIGNATURE:_______________________________________________________________________________________
**************************************************************************************************
ATTACH Receipt from Mrs. Tebbs-Gates’ office HERE 


Before mailing this page/invoice to your insurance carrier, 
make a copy of this entire page for your files and future reference

IF you fax the this information, be sure to keep a 
‘fax verification receipt’ of the time/date/phone the fax was sent.
That receipt might be important at a later date to confirm when you sent the fax.
Optional (but recommended): Insurance card copy here.





Simplify!  Save time & fill out this form once!


1. Fill in the form completely below.  �2. Tape copy of your insurance card here.


3. Make copies of this page. Place extra copies in manilla folder.


4. Keep ‘master copy’ available in case you run out of copies.


5. Each time you have a session, attach your receipt to a copy of this form (& make a copy of the form with your receipt for your files.)


6. Pre-address several envelopes (or peel-off labels) to your insurance company.  Put those envelopes & these form in an easily accessible file so it’s easy to mail claims immediately, speed reimbursement & keep central file for easy reference on what has and hasn’t been reimbursed).





Insurance Name_____________________________________________________________��Address ___________________________________________________________________��City _______________________________________________________________________��State Zip  __________________________________________________________________





OR IF FAXED, FAX #: ________________________________________________________








