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Client’s/Patient’s Legal Name:  ___________________________________________________________________   Date: _______________ 
                                                                       First                         Middle                           Last 
 
Mailing Address:  _________________________________________________________________________________________________________ 
                                                     Street                                                  City                          State                              Zip  Code    
 
Home Phone:  __________________________________________________        Cell Phone: _________________________________________ 
 
E-mail Address: ___________________________________________________________________________________________________________ 
 
PRIMARY Insurance Company:_______________________________________________________________ID#________________________ 
 
Policy Holder/Insured:  ___________________________________________________________________________________________________ 
 
Insured’s Date of Birth:  __________________________________________________  Insured’s SSN:  ______________________________ 
 
Insured’s Relationship To Client/Patient: _______________________________________________________________________________ 
 
 
SECONDARY Insurance Company:______________________________________________________ID#____________________________ 
 
Policy Holder/Insured:  __________________________________________________________________________________________________ 
 
Insured’s Date of Birth:  _________________________________________________Insured’s SSN:  ________________________________ 
 
Insured’s Relationship To Client/Patient :  ______________________________________________________________________________ 
 
 

Insurance Authorization 
 
I hearby authorize Psychological Associates, P.A. to release to my insurance carrier or its representative any information 
needed concerning treatment rendered to me that is necessary to process an insurance claim.  I also authorize and 
request payment of insurance benefits to be paid directly to Psychological Associates, P.A.  This authorization is 
voluntarily given with understanding and knowledge of purpose. 
 
 

 
_______________________________________________________________________________    ____________________________________________ 
    Signature of Insured                                                                                                   Date 


