Today’s Date or Effective Date:_________________

Insurance Information

Client Name:__________________________________________________
Client Date of Birth:_____________________________________________
Name of Insurance:_____________________________________________
Insurance Billing Address:________________________________________
Insurance Phone #:______________________________________________
Subscriber Name and Relationship:_________________________________
Address:______________________________________________________
Phone Number:_________________________________________________
Subscriber Date of Birth:_________________________________________
Subscriber ID#:________________________________________________
Group #:______________________________________________________
Subscriber’s Employer:__________________________________________
------------------------------------------------------------------------------------------------------------

Insurance Confirmation Date:______________
Deductible:_____________________________  Used:___________________________

Co-Pay Amount:__________________________________________________________

Number of sessions:_________________ Preauthorization needed?   Yes   No    Obtained

Restrictions:_____________________________________________________________

_______________________________________________________________________

Confirmation:________________________________ Date:_______________________

