INSURANCE INFORMATION
Name of Insurance Company:


Address:


Phone #:  (          ) 


Subscriber Name (person whose name the insurance is under):


Date of Birth:


Relationship to Patient:


Insurance Identification #: ____________________   Group #: 


Employer: _________________________________   Address:


Do you have another health plan?


Have you contacted your insurance about you benefits?


Number of visits authorized: ___________    Authorization #:


Co-Pay amount: ___________     Annual Deductible: ____________

Person responsible to payment of bills: 


Address (if different):


EMERGENCY INFORMATION

Name: 


Address:


Phone #:  (          ) 


Relationship:


I give the staff of Foxborough Counseling Associates permission to provide diagnostic and treatment information to my insurance company for the purpose of administration or provision of benefits and expenses. 

Patient Signature:


For therapist use only:  DX

