Riverside Psychotherapy
Susan Sikes
3914 St. Elmo Avenue, Suite C

Chattanooga, TN  37409
INSURANCE APPLICATION
CLIENT INFORMATION

Last Name: _________________First Name: __________________M.I. _____

SS#: ___________________Date of Birth: __________Sex:  Male__ Female __

Address____________________________________________________________

City: _____________________________State:_________ Zip Code__________

Home Telephone: _____________________   Work Telephone_____________

Employer: ________________________Address_________________________ 

POLICY HOLDER INFORMATION
Last Name: _____________________First Name: __________________M.I. _____

SS#: ___________________Date of Birth: __________       Sex:  Male__ Female __

Address_____________________________________________________________

City: _______________________________State:_________ Zip Code__________

Home Telephone: _____________________   Work Telephone_____________

Employer:________________________Address_________________________

Relationship to Client: (Check one)      Self ___ Spouse___ Child___ Other____

PRIMARY INSURANCE COMPANY INFORMATION

Name of Insurance Company: ____________________________________________ 

Address______________________________________________________________

City: _________________________________State:_________ Zip Code__________

Policy Number/ID: ___________________________   Group Number: _____________

Authorization Number: ________________________Plan/Program: _______________      

# Sessions Authorized: _________________            Mental Health Co-Pay: _________

SECONDARY INSURANCE COMPANY INFORMATION

Name of Insurance Company: ___________________________________________ 

Address_____________________________________________________________

City: ________________________________State:_________ Zip Code__________

Policy Number/ID: _________________________   Group Number: _______________

Authorization Number: ________________________Plan/Program: _______________      

# Sessions Authorized: _________________            Mental Health Co-Pay: _________

1. Please complete all of the information above.

2. If for any reason you do not wish insurance filed, or if you neglected to supply insurance information you will be charged the full fee of $95 for the initial intake session and $85 for each 50 minute session after that.

3. The insurance company is billed for the full $95 or $85 fee, depending upon whether it is your initial or a subsequent session. If the amount you and the insurance company pays totals more than the amount owed, you will be reimbursed for the excess.

4. Please, pay your co-pay at the time of each session.

I authorize the release of any medical information necessary to process the claim. I authorize payment of medical benefits to Susan Sikes @ Riverside Psychotherapy. 

SIGNED: ×___________________________________________________ Date: ×________

