
Client	
  Billing	
  Information 

Client	
  Name:	
     

Address:	
   

City:	
   	
   	
   	
   	
  

Zip	
  Code:  

Phone	
  Number:	
   

Diagnosis	
  code:	
  	
  

DOB:	
   	
   	
   	
   	
   	
   	
   Male/Female:	
   	
  

SS#	
  :	
   	
   	
   	
   	
   AND/OR	
  	
  Driver	
  License	
  #	
  :  

 

Insurance	
  Company	
  Name:  

If	
  Commercial	
  Insurance	
  –	
  Claims	
  Address	
  :  

Contract	
  #	
  :	
   

Group#:	
   

Subscribers	
  Name:	
   

Relationship	
  To	
  Patient:	
  	
  

Subscribers	
  DOB:   

Employer:	
    

 

Secondary	
  Insurance	
  Company	
  Name: 

If	
  Commercial	
  Insurance	
  –	
  Claims	
  Address	
  :  

Contract	
  #	
  :	
   	
  

Group	
  #:	
   	
  

Subscribers	
  Name:	
  	
  

Relationship	
  To	
  Patient:	
   	
  

Subscribers	
  DOB:	
   	
  

Employer:	
   	
  


