
 
 

INSURANCE INFORMATION 
PLEASE PRINT CLEARLY: This information needs to be accurate to 
avoid rejection of the insurance claim made on your behalf. 

 
 

Name of Insurance Plan (on card) ____________________________________ 
 

Address of Insurance Plan ______________________________________ 

______________________________________ 
 

Phone Number of Insurance Company (on card) _________________________ 
 

Name of Insured ________________________________________ 
 

Address of the Insured Street ________________________________ 

City and State_________________________________ 

Zip Code_________________________________ 

Phone 
Number 

_________________ Insured’s Date of Birth ______________ 

 
ID # ____________________________Group #_____________________ 

Employer ______________________ 

******************************************************** 

Name of Patient ________________________________________ 
 

Address of the Insured Street ________________________________ 

City and State________________________________ 

Zip Code________________________________ 

Phone 
Number 

__________________Patient Date of Birth_____________ 

 
Patient Status q Single q Married q Other 

q Employed q Full Time Student q Part Time Student 

************************************ 
I authorize release of any information needed to process my insurance claim. 

 
Your Signature _______________________ Today’s date________________ 

 
************************************ 
I authorize payment of medical benefits to Gloria Waite for services provided to me. I 
understand that I hold the responsibility of payment, if the insurance company does not 
make payment for these services. 
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Your Signature _____________________________ Today’s Date_______________ 


