April Forsbrey, LPC

Insurance Information

Insured Name:  __________________________________ Relationship:______________

Insured Date of Birth:  _________________________  Social Security #: ____________

Insurance Company Name:  _______________________________________________

Mail Claims To:  _________________________________________________________

Policy Holder’s Name:  ________________________Policy Holder’s DOB:_________

Policy Holder’s Address:__________________________________________________

Policy Holder’s Phone #:____________________________

Policy Holder’s ID#:  ________________________  Policy’s Group #:  ______________

Annual Deductible:  _________________________  Copayment:  __________________

If I file your insurance for you, please provide all necessary information.

IT IS ESSENTIAL TO REMEMBER:  Your insurance contract is between you and your insurance company.  It is your responsibility to make sure your insurance fulfills the provisions of the contract.  Any money not paid by insurance will be due from you at the end of each month.

RELEASE OF INFORMATION:  I authorize the counselor, or the assistant on her behalf, to release any information acquired in the course of my treatment, if requested, to my insurance company.

Signature of client, or parent (guardian) if minor:  _______________________________

IF I FILE YOUR CLAIM FOR YOU:  I authorize payment to be made directly to this office for service rendered.  I understand I am responsible for co-payment under the terms of my insurance contract.

Signature of client, or parent (guardian) if minor:  _______________________________

I understand that ultimately I am responsible for payment in full if my insurance company does not pay, or am fully responsible if I do not have insurance.

Signature of client, or parent (guardian) if minor:  _______________________________

