
INSURANCE INFORMATION FORM

Patient Name: _________________________________________________ DOB: ___________________

SS# _______________________________ Phone Number: _____________________________________
Primary Care Physician: _____________________________ PCP Phone Number: __________________

Referring Physician: _____________________________ Phone Number: _____________________________

Appointment: ______________ Therapist: ____________________________________________________
Imaging Studies: ___________ Date: _____________ Location: _____________________________________

Date of Injury or Date of Onset:_______________________________________________________________

Primary Insurance: _____________________________________ Phone Number: ____________________

Insurer Address: ________________________________________________________________________

ID Number: ___________________________________________ Group Number: ______________________
Effective Date: ______________________________ Termination Date: ____________________________

Pre-Cert Required: ___________ Authorization or Referral Required: _______________________________

Number of Visits Authorized: ______________________________________________ Co Pay: ____________
Contact Name/Date/Time: ___________________________________________________________________

Deductible: __________  Deductible Met: ___________________  Insurance Pays: ______________________

Out of Pocket: ____________________________ Life Max: _____________________________________

Secondary Insurance: ____________________________________ Phone Number: ____________________

Insurer Address: ________________________________________________________________________
ID Number: ___________________________________________ Group Number: ______________________

Effective Date: ______________________________ Terminated Date: ____________________________

Pre-Cert Required: ___________ Authorization or Referral Required: _______________________________
Authorization #: ________________________ Contact Name/Date/Time: ____________________________

Deductible: _______________________________  Deductible Met: _________________________________

Insurance Pays: ________________ Out of Pocket: ____________________ Life Max: ___________________

Notes: __________________________________________________________________________________

_____________________________________________________________________________________________
______________________________________________________________________________________________

301 Highway 71 West, Suite 106
Bastrop, TX  78602

(512) 321-9659
Fax (512) 321-1226


