
HEALTH INSURANCE INFORMATION 

PATIENT INFORMATION: 

Name 

Address 

City    State   Zip 

Data of Birth 

Telephone Email 

Sex ☐Male ☐Female 

Patient’s Relation to Insured    ☐Self              ☐Spouse          ☐Child    ☐Other 

Health Insurance Provider Name 

Insurance Plan Name 

Insurance ID#  

Group ID#  

Name  

Signature Date 

Therapist’s Signature Date 
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