WHEELS ON THE BUS

CLIENT INSURANCE FORM

Please provide the following information:

Child’s Name:  ______________________________
Address:




Daytime Phone: (        )
    Alt. Phone: (        )



Date of Birth: 

Sex:  Male  
     Female  




PCP:________________________        Phone number  _____________________             

            Is your child covered under an insurance plan OTHER than DDD/AHCCCS?  _____

    
This information is necessary even if services are NOT covered by your private 


insurance plan. 
  If yes, please complete the following information about the plan:


Insurance Plan Name or Program Name:



Insurance Plan ID# ____________________ Group # _______________________

Insurance Claims Address: 



Insurance claims phone number:



Insured Parent’s Employer:



Insured Parent’s Name:________________________ DOB: __________________

Parent’s ID # or social security number:__________________________________


Insured Parent’s Address (if different):


Daytime Phone: (        )

Alt. Phone:  (        )





Is there any secondary Health Benefit Plan? 
Yes:  
    No:  



If yes, please attach a second copy of this form with the other plan information filled out.  

I authorize Wheels On The Bus, Inc. to release information requested by the insurance 

company necessary for completion of a claim.  I understand that failure to supply private 
insurance information is Medicaid fraud.  Failure to supply Wheels On The Bus, Inc. 

payment received from insurance company is the equivalent of theft of services.  I agree

to supply Wheels On The Bus, Inc. with all Explanation of Benefit statements I receive 

from my private insurance plan for services provided by Wheels On The Bus, Inc.

             Signature: ___________________________________
