
                                LIVING WELL COUNSELING & CONSULTING
                     

Healing For The Mind, Spirit & Body


	PATIENT’S INFORMATION
	GUARANTOR’S INFORMATION

	NAME:      
	NAME:          

	
	

	ADDRESS:    
	ADDRESS:  

	
	

	PHONE #:   
	PHONE NUMBER:  

	Email Address:`                                    SS#:
	Email Address:`

	D.O.B.                                                    SEX:  ____M    ____F
	D.O.B.                                                                SEX:  _____ M   ____F

	
	SS#:

	
	

	____Single              ___Married             ___Divorced      ____Other
	Recipient ID# / Member ID#:

	
	GROUP #:                                             PLAN ID: 

	Relation to Insured __Self   ___Spouse ___Child  ___Step-child  ___other     
	DATE VERIFIED:                                     Authorization Required? Y/N _____

	Employed Y/N              F/T Student Y/N               P/T Student Y/N  
	EDI TRACE #:   

	
	

	DIAGNOSIS:  
	INITIAL CONTACT TO CONFIRM INSURANCE

	NOTES:  
	Authorization #:                        EMPLOYER’S NAME (EAP):  

	
	INS. TYPE/NAME:                 

	
	PHONE #:                   

	
	DATE VERIFIED:            

	
	CONTACT PERSON:                             

	 
	EFFECTIVE DATE:__/__/__      CO-PAY: Y/N _____

	
	DEDUCTIBLE_______________   MET?  Y/N _______

	
	# OF SESSIONS PER YEAR:

	
	

	
	CLAIM INFORMATION

	
	CLAIMS ADDRESS:     

	
	

	
	PHONE #:     

	
	

	DATE
	AUTHORIZATION#
	CPT CODE
	PAYMENT TYPE
	PAYMENT
	BALANCE DUE

	
	Assessment
	90791
	
	
	

	
	Individual
	
	
	
	

	
	Individual
	
	
	
	

	
	Individual
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