Insurance Information


Please call your insurance company to verify benefits and fill in all blanks
It is up to you to check with your insurance representative to determine what is reimbursable, at what percentage and if there is a deductible that needs to be met.  
Client name   _________________________  Date of birth   _____________________
Address ________________________     ________________    _______    ___________
                              Street


  City

        State
  
Zip

Phone number  _____________________ SS#   _________________________

Employeed Yes/No    



Married  Yes/No
Type of insurance  ____________________________________
Name of insured ______________________ Insured’s date of birth  _______________

Insured’s social security number   ___________________________________________

Policy number ________________________      Effective date ____________________

Deductible   ___________________________
  Amount met   ____________________

 % Insurance resp _____________________
 % Patient resp ___________________

# of visits allowed per year  ______________
  Copay Yes/No?  Amount ___________  
Are you required to get a preauthorization and/or referral to receive my services?  Yes/No

I understand that my insurance is an agreement between the insurance company and myself. I understand that Denise J Warner, LMHC will assist me in billing my insurance carrier. However, I am fully responsible for any payments due that are denied by my insurance company. I understand that my insurance company may require Denise J Warner, LMHC to reveal my diagnosis and treatment issues.

___________________________________________


_________________________

Signature






        Date
