Advanced Medical Massage NW
450 Port Orchard Blvd Suite 390, Port Orchard WA 98366
Office:360-440-8060/Fax: 360-603-0895

Insurance Information
[bookmark: _GoBack]
Patient Name: __________________________________________ Today’s Date: __________________

Address:_____________________________________________________________________________

City: ________________________ State: ____ Zip: ___________ Date of Birth: ____ - ____ - ________

Home Phone: _________________ Cell Phone: _________________ Work Phone: _________________

Social Security # ______________________________ Date of Injury: ________________________ Sex: ____ M ____ F
Health Insurance Auto (PIP) L&I
Insurance Company Name: _______________________________________ Phone: _________________

Address: _______________________________________ City: ____________________ State: _______ Zip: __________
ID/Claim #: __________________________ Group/Plan #: _______________________
Contact Name: ____________________________________________________________________________________
Plan / Program Name: ________________________________________________________________________________
If different from above:
Name of Primary Subscriber: ________________________________________________________________________

Address: _________________________________________ City: ___________________ State: ______ Zip: ______
Phone: _____________________ SS#: ____________________ Date of Birth: ____ - ____ - _______

Your relationship to the Primary Subscriber: ___ Spouse/Partner ___ Child ___ Other
Sex: ____ M ____ F
Employer: _____________________________________________________________________________________
Payment Agreement
Prescriptions for Massage Therapy are required. Once my insurance coverage has been verified, Advanced Medical Massage NW will bill directly to and accept payment from the insurance company. I understand that if my insurance company denies the claim(s), I will be responsible for payment of the session(s) in full. I agree to pay all collection costs, including but not limited to, reasonable attorney fees, late charges and litigation costs in the event of any violation of this agreement (including failure to make required payments when due).
I hereby authorize the release of my medical records to my insurance company for the express purpose of payment for my medical bills incurred in this office.
I hereby authorize the insurance company or attorney to remit payment directly to this office.

Patient Signature: ____________________________________ Date: ____________________
