Client Health Insurance Documentation 

Waterloo Counseling Center

Check one of the boxes below:
 FORMCHECKBOX 
   I verify that at this time I have no health insurance. 

__________________________


________________________

Client Signature




Date

__________________________


________________________

Witness Signature 




Date 

___________________________________________________________________

 FORMCHECKBOX 
   I am currently covered by health insurance. 

·  Therapist copies both sides of health insurance card.
· Client completes this information and signs Assignment and Release.

Health Insurance Company Name: ______________________________________

Name of Insured Individual: ___________________________________________

Are you a dependent of Named Insured? 
 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No

Employer Name: _____________________________________________________

Individual Policy Number:______________________________________________

Covered Individual’s Social Security Number: __________-_______-___________

Group Plan Number: __________________________________________________

Authorization #: ______________________________________________________

Assignment and Release: I hereby authorize my insurance benefits be paid directly to the provider of service. I understand I am financially responsibility for non-covered services.  I also give my permission for release of medical records information for the filing of my insurance claims. 

__________________________


________________________

Client Signature




Date

__________________________


________________________

Witness Signature 




Date 
Insurance Updated 11/8/11

