Billing Information
Please fill out the following information completely – you are responsible for contacting your insurance company to clarify mental health benefits as specified below, before your first session.
Patient Name:
_______________________
Date of Birth: ____________________
Parents’ Names: ______________________________________________________
Address: ____________________________________________________________
Phone: ______________________________________________________________
Insurance: __________________________
Subscriber Name: _________________
Address: ___________________________
Subscriber’s Employer:  ____________


  ____________________________   Identification#:___________________


  ___________________________
 Group#:_________________________

Phone:  ____________________________

Referral required for mental health services?

□ Yes

□ No
Preauthorization required?



□ Yes

□ No
Benefits 
Provider is:  □ In-network 
□ Out-of-network

________ sessions per calendar year paid at _______%.

# of sessions used this calendar year:_______

Please specify if your insurance covers the following:

90846 Family psychotherapy (without patient present) □ Yes

□ No

90847 Family psychotherapy (with patient present)
    □ Yes

□ No

□ Copay amount: __________

□ No copay

□ Deductible $_______ ($______met)
□ No deductible

