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We provide the benefit of filing PRIMARY INSURANCE ONLY for our clients.  If benefits have not been checked before the initial appointment, the client will be responsible for paying the full contracted rate for their insurance company. 
PRIMARY INSURED’S INFORMATION
Name: ________________________________________Relationship to Client:______________

Address: ______________________________________________________________________

Date of Birth: ____________    SS# (must complete to file insurance): _______-_____-__________

Insured’s Employer: _____________________________________________________________

COUNSELING MENTAL HEALTH BENEFITS OR MEDICAL BENEFITS FOR NURSE PRACTITIONER

Insurance Company: ___________________________________________________________

Mental Health Company (if different): ______________________________________________

Phone #: _________________________ 

Do you have a deductible? YES NO   How Much? _________________ Is it met?   YES   NO

Co-pay amount or % you must pay? _____________Number of visits allowed per year: _______

Do you need a pre-cert or authorization number? _____________ Number: _________________

Start Date: ______________End Date: _____________Total # of sessions authorized: ________

ASSIGNMENT OF BENEFITS
I authorize all insurance payments to be made to the designated provider or Center for Counseling and Family Relationships. This assignment will remain in effect until revoked by me in writing. I understand that this order does not relieve me of my obligation to pay balances for unpaid sessions by my insurance company after billing or for any balance due after payments are made by the insurance company. It is the patient’s responsibility to provide our office with the correct insurance information to file claims with the insurance company. Claims not paid due to incorrect information will then become the patient’s responsibility.
If you are more than 15 minutes late for your appointment, you will be responsible for the self-pay fee for the session, which is not reimbursable by insurance. I understand that I am financially responsible to Center for Counseling and Family Relationships for the charges incurred by myself and/or my dependents.

Client or Legal Representative: _________________________________________ Date: _____________
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