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INSURANCE POLICY INFORMATION 
 
 
Will you be submitting bills to your health insurance company for reimbursement? 
 
       ❏ Yes          ❏ Maybe         ❏ No 
 

If you answered Yes or Maybe, continue below.  Otherwise, your form is complete. 
 
 
Patient Relationship to Insured:      ❏ Self    ❏  Spouse   ❏  Child    ❏ Other 
 
If you answered Self,  skip to Section 2,  otherwise fill out both Sections 1 and 2. 
 
********************            Section 1 - Insured Information         ******************* 
 
        Insured’s Name _____________________________________________________ 

          Address  _____________________________________________________ 

          Address  _____________________________________________________ 

     City _____________________________ State _______Zip__________ 

  Phone  _______________________Work Phone____________________ 

  Date of Birth ____/___/____  Social Security Number_____________________ 

 Marital Status  ________________Gender     ❏ Male      ❏ Female 

   Employer or School   _____________________Employment Status_______________ 

 
******************       Section 2 - Insurance Policy Information      ****************** 
 
 Insurance Company  _____________________________________________________ 

          Address  _____________________________________________________ 

          Address  _____________________________________________________ 

     City _____________________________ State _______Zip__________ 

     Plan Name ______________________________________________________ 

          Policy Number ____________________   Group Number____________________ 


