	[bookmark: _Hlk489015794]Counselor’s Name :________________________________
Live Life Counseling
Client Information/ Consent for Insurance Billing
CLIENT INFORMATION:
	NAME___________________________________	SS#________________________
	ADDRESS_________________________________	DOB_________________
	CITY/SATE________________________________	ZIP__________	SEX: M___  F___
	HOME#_____________________________	CELL#_______________________
NAME OF RESPONSIBLE PARTY :
	NAME___________________________________	SS#__________________
	ADDRESS_________________________________	DOB_________________
	CITY/SATE________________________________	ZIP__________	SEX: M___  F___
	HOME#________________________	CELL#_______________________
PRIMARY INSURANCE
	INSURANCE:______________________________	PHONE#________________________
	ADDRESS:_________________________________	CITY/STATE_____________     ZIP________
	POLICY #_________________________________	INSURED'S NAME ____________________
	GROUP #  _______________________________	INSURED'S DOB _____________________
SECONDARY INSURANCE 
	INSURANCE:______________________________	PHONE#________________________
	ADDRESS:_________________________________	CITY/STATE_____________     ZIP________
	POLICY #_________________________________	INSURED'S NAME ____________________
	GROUP #  _______________________________	INSURED'S DOB _____________________
I authorize Dr. Charyl Durbin, LPC with Live Life Counseling and their billing service to file and receive payment of Mental Health benefits. I understand that I am responsible for payment. I consent to the release of any medical and psychological information necessary to process my claims. 
I agree this authorization will cover services rendered until this authorization is revoked.
I agree that a copy of this authorization form may be used in place of the original. I understand that there will be a charge for all missed appointments and        appointments not cancelled within 24 hours of appointment time.
PATIENT'S SIGNATURE ______________________________________      DATE ______________
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