EAP/Health Insurance Information

Signature on File Authorization

Employee Assistance Program (EAP) Information
	EAP Company                                                                                            Phone:



	Address: 



	Authorization #:                                                                                          # of sessions:



	EAP Policyholder:                                                                                      DOB:



	Employer




 Health or Mental Health Insurance information
	Health Insurance Company                                                                        Phone:



	Address: 



	Authorization #:                                           # of sessions:                         Copay:



	Policyholder (If same as client, please write self)                                       DOB:



	Policyholder’s address (If same as client, please write same)                  Phone:



	Identification number:                                 Group number:                      SS#




I authorize Randi Weber Thoma, LPC as my agent in helping me to obtain payment from my EAP/health insurance provider.  Included in this authorization is for the release of any medical or other information necessary to process these claims and for payment to be made directly to Randi Weber.  I also will permit a copy of this authorization to be used in place of this original.

The following consequences might occur if I refuse to sign this authorization:  (1) If the authorization is to demonstrate to a health plan that a service should be paid for, the health plan may refuse to pay for it; and (2) If the authorization is sought by an insurer because I am seeking enrollment or eligibility, the insurer may deny me the coverage I am seeking.  I understand that a health plan may not refuse payment or benefits if I refuse to authorize disclosure of certain psychotherapy notes.

Signature: ________________________________________ Date: ________________

Policyholder’s name (please print): 

_______________________________________________ 

Name of person receiving services (please print): 

_______________________________________________
