Dx: ______________________ (office use only)

FINANCIAL INFORMATION FORM

Please PRINT CLEARLY and complete ALL the information below if you are using your insurance.  Failure to do so may result in the claim being returned; the client will be responsible for the full therapist fee for claims denied due to incorrect or incomplete information on this form.  By law, your therapist must collect copays at every session.

Client Name:  _________________________________________________________	Date of Birth:  ____________

Client Address:  _______________________________________________________	Phone:  __________________

Insurance Carrier/Plan: ___________________________________     Medisoure Client?     YES		NO

ID Number: ___________________________________________ 	Group Number: ______________________

Copay:  $_____________					    	    Individual Deductible:  $_____________

Address to mail claims (found on back of ID card):  ________________________________________________

							________________________________________________
							
Please indicate client’s relationship to the insured:    SELF	   SPOUSE     CHILD	      OTHER
		
Policy holder’s name if different from client:______________________________________________________

Policy holder’s full date of birth if different from client: ____________________________________________

Policy holder’s full address if different from client (street, city, state, zip):  

_________________________________________________________________________________________

Gender of policy holder:  		MALE		FEMALE	OTHER ____________________________

Policy holder’s Phone if different from client: ____________________________________________________

_________________________________________________________________________________________

[bookmark: _GoBack]I hereby authorize my therapist, Laura Thompson, LMHC to apply for benefits on my behalf for covered services rendered. I certify that the information I reported with regard to my insurance coverage is correct. I also authorize the release of any necessary information, including medical information if requested by the above named insurance company. I permit a copy of this authorization to be used in such instance. By signing below, I agree to pay all charges for services rendered by Laura Thompson, LMHC that are not covered by the above referenced insurance coverage. If it becomes necessary for Laura Thompson, LMHC to seek judicial action to enforce the above agreement, I agree to pay all collection fees and all attorneys’ fees of Laura Thompson, LMHC

Signature of Client/Parent/Guardian:  ___________________________________________________________

Therapist Signature (Witness):  ________________________________________________________________
