
Insurance Information 

Name: _________________________________________  Date of Service:_________________ 

Address:________________________________________ Date of Birth:___________________ 

              _________________________________________ Phone Number:_________________ 

Client Social Security Number:__________________________________ 

Primary Insurance Company:______________________________________________ 

Primary Insurance Address:_______________________________________________ 

                            _______________________________________________ 

Primary Insurance Phone Number:_________________________________________ 

Primary Insurance Authorization No.:_______________________________________ 

Primary Insurance ID Number:____________________________________________ 

Primary Insurance Group Number:________________________________________ 
 
 

Secondary Insurance Company:__________________________________________ 

Secondary Insurance Address:___________________________________________ 

Secondary Insurance Authorization No.___________________________________ 

Secondary Insurance Phone Number:_____________________________________ 

Secondary Insurance ID Number:________________________________________ 

Secondary Insurance Group Number:_____________________________________ 

Relationship to Insured:_______________________________________ 

Referring Physician (if applicable):___________________________ Phone:_________________ 

Referring Insurance Company (if applicable):__________________________________________  

Phone Number:_____________________________________ 

 

Employee Assistance Program (EAP) Name:_______________________________________________ 

EAP Authorization Number:_______________________________________________________ 

EAP Contact:__________________________________ Phone Number:____________________ 


