Insurance Information Sheet

Name: ________________________________________________________________ 

Name of Insurance Company: ______________________________________________

Name of Insured: _________________________________________________________

Address :________________________________________________________________

Date of Birth: ___________________________________________________________

Insurance ID Number: _____________________________________________________

Before or after the name of the insured on your insurance card, there may be a number.  Please be sure to include this with the ID number.

Group Number: __________________________________________________________

Name of Patient: _________________________________________________________

(if different than insured)

Address: ________________________________________________________________

Date of Birth: ____________________________________________________________

Mental Health Benefits

Deductible: _______________________________________________

Number of visits covered per year: _____________________________

Number of visits used to date: _________________________________

Copay: ___________________________________________________

Benefits Year Start Date: _____________________________________

_______   Yes, I give my permission to have Elizabeth of Blatt Medical Billing Service Inc. contact me directly about my insurance benefits.  Here is a phone number she can use to contact me: ________________________________

_______   It is okay for Elizabeth to leave messages at that number.

_______   No, I do not wish to be contacted by Elizabeth.

I understand that by submitting this information, I am giving Celia Hartnett and Blatt Medical Billing Service Inc. permission to contact my insurer, provide them with diagnostic information, and arrange for payment to be made directly to Celia Hartnett for the services I receive.

I know it is my responsibility to pay for therapy if my insurance benefits do not cover the cost.  If I have to meet a deductible, it means I will pay for sessions until that deductible is reached.  If my coverage runs out, I will pay for any sessions that occur after my allotted visits are finished.  I understand that insurance will not cover any session I miss or cancel without 24 hours notice and that I am responsible for payment.

If I have an outstanding balance, I will receive a bill in the mail sometime after the 15th of the month.  Questions about the bill may be directed to Elizabeth at Blatt Medical Billing Service Inc., who I can reach by calling (919) 848-2406.   If paying for therapy becomes a problem because of financial hardship, I know I can talk about it with Celia during a session and we can work out a payment plan.

