
 

Insurance Update Form 

Client’s Name:________________________________________ Clients DOB: _____________________ 

Insurance Identification Number: ________________________________________________________ 

Plan Name (top of card):_______________________Group Number :___________________________ 

Subscriber’s Name ______________________________Subscriber’s DOB: _______________________ 

Subscriber’s Relationship to Client: [  ] Self [  ] Spouse [  ] Child [  ] Other 

Affinity counselors are only in network with Blue Cross Blue Shield of Texas PPO. If you are covered by 
Blue Cross Blue Shield Health Select, or Anthem Blue Cross, your mental health may be covered by a 

third party that Affinity is not in-network with. 

If you wish to use insurance, you are responsible for providing this agency with accurate and complete 

information. This agency does not guarantee that your insurance or other coverage will pay your claim. 

You are responsible for the account balance and for deductions and co-payments required by your 

insurance. Please be aware that your contract with your health insurance company requires that this 

agency provide the company with information relevant to the services you receive. At a minimum, we 

are required to provide a clinical diagnosis. This information will be a part of the insurance company 

files. We make every effort to release only the minimum information necessary for the purpose 

requested.  

You are responsible for making sure that at all times Affinity has the most up to date insurance 

information, if there have been changes to your coverage let Affinity know as soon is possible to make 

sure there are not rejections from Blue Cross Blue Shield. You may call or notify your provider at any 

time to update insurance information.  

By signing bellow, I acknowledge that I have provided the most complete and up to date information regarding 

my Blue Cross Blue Shield Coverage. I acknowledge that I will be responsible for all charges not covered by Blue 

Cross Blue Shield. In the event that my coverage is cancelled or changes I will notify Affinity Counseling Center in 

a timely manner. 

 

Name: __________________________________________ Relationship:__________________________ 

 

Signature: _______________________________________  Date: ___________________________ 


