
 
 

  
Insurance Information 

 

Please complete all information as legibly as possible, and provide a copy of insurance card(s) 

 
PRIMARY INSURANCE 

 

 

________________________ 
Name of Primary Insurance 

 

 
 

________________________ 

Policy Holder’s Full Name 
 

 

 

________________________ 
Policy Holder’s DOB 

 

 
 

________________________ 

Policy Holder’s SSN 
 

 

 

________________________ 
Policy Holder’s Employer 

 

 
 

________________________ 

Relationship to Client 

 
 

 

________________________ 
Policy/Contract/ID/Claim Number 

 

 
________________________ 

Group Number/Tricare – Active, 

Retired/Medicare A, B, or C 

 
 

 

 
SECONDARY INSURANCE 

 

 

________________________ 
Name of Primary Insurance 

 

 
 

________________________ 

Policy Holder’s Full Name 
 

 

 

________________________ 
Policy Holder’s DOB 

 

 
 

________________________ 

Policy Holder’s SSN 
 

 

 

________________________ 
Policy Holder’s Employer 

 

 
 

________________________ 

Relationship to Client 

 
 

 

________________________ 
Policy/Contract/ID/Claim Number 

 

 
________________________ 

Group Number/Tricare – Active, 

Retired/Medicare A, B, or C 

 

Smiths Station and Phenix City Psychological 
2061 Panther Parkway • Smiths Station AL, 36877 

Phone: 334-577-4978 • Fax: 334-408-4518 

Email: NBofficeSSPCP@gmail.com 

mailto:sspcp2010@gmail.com
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