Patient Name ______________________________
Date _____________________________________


Insurance Fact Sheet

Please fill out this form with the details of your insurance coverage along with a copy of the front and back of your insurance card.

Insurance Company ________________________________________________
Insurance Company’s Phone Number __________________________________
Subscriber/Member’s Name and DOB _________________________________
ID/Subscriber Number ______________________________________________
Group Number ____________________________________________________
Annual Deductible__________________________________________________
Copay/Co-insurance amount _________________________________________
Please note if there is a difference in your coverage if in-office or virtual counseling:
____________________________________________________________________
_____________________________________________________________________


For payment not covered by your insurance company, do you prefer?  Please circle.

                                           Credit/Debit Card      Venmo       Check

We will verify coverage as well, but we require that the client also verifies coverage.

I understand that ultimately I am responsible for fees unpaid by my insurance company.
Signed: ___________________________   Guardian, if minor _______________________

