
 
 
PAYMENT OPTIONS (Please check one): 

___ Insurance 

___ Self – Pay 

___ EAP 

PRIMARY INSURANCE INFORMATION:  

Name of Insured: _____________________________________ Relationship to Patient: ________________________  

Address of Insured: _______________________________________________________________________________  

City: _____________________________________ State: ___________________ Zip: _________________________  

Home Phone: _____________________ Cell Phone: ____________________ Work Phone: _____________________  

Date of Birth: __________________________ Age: ________________ �Male �Female  

Social Security Number of Insured: _______________________________________  

 

Place of Employment of Insured: ____________________________________________________________________  

Address of Employer: _____________________________________________________________________________  

Phone Number of Employer: ________________________________________________________________________ 

 

Name of Insurance Company: _______________________________________________________________________  

Address of Insurance Company (to submit claims):_______________________________________________________  

City/State/Zip: ___________________________________________________________________________________  

Phone Number of Insurance Company: ________________________________________________________________  

Policy Number: ________________________________________ Group Number: _____________________________  

Effective Date: ________________________________________ Co-payment, if known: ______________________  

 

 

*If there is secondary insurance in place, please complete back of this page. 



 

 

 

SECONDARY INSURANCE INFORMATION:  

Name of Insured: _____________________________________ Relationship to Patient: _______________________  

Address of Insured: _______________________________________________________________________________  

City: ___________________________________________ State: ___________________ Zip: ___________________  

Home Phone: _______________________Cell Phone: _____________________ Work Phone: __________________  

Date of Birth: __________________________ Age: ________________ �Male �Female  

Social Security Number of Insured: _______________________________________  

 

Place of Employment of Insured: ____________________________________________________________________  

Address of Employer: _____________________________________________________________________________  

Phone Number of Employer: ________________________________________________________________________  

 

Name of Insurance Company: _______________________________________________________________________  

Address of Insurance Company (to submit claims):_______________________________________________________  

City/State/Zip: ___________________________________________________________________________________  

Phone Number of Insurance Company: ________________________________________________________________  

Policy Number: ________________________________________ Group Number: _____________________________  

Effective Date: _________________________________________ Co‐payment, if known: ______________________ 

 


