PATIENT INFORMATION for beyond therapy pediatric group



Please provide a copy of current Insurance and Medicaid cards.

I authorize the release of any health information necessary to process claims.  
Signature: ________________________
     Date: _______
CHILD’S INFORMATION


Name:   _________________________________	Date of Birth:  _____________


Social Security #:_________�����________________	Male / Female


Address:_____________________________________________________________  


Doctor’s Name:  __________________________	Telephone #:  ______________





Parent or Guardian: _____________________________________________________    Telephone #:  Home ______________     Work _____________  Cellular____________


Employer:  ________________________________________





IMPORTANT:  To assure timely reimbursement please provide accurate insurance information


PRIMARY Insurance Company:  _____________________________________________


Insurance ID Prefix and Number: ______ - _______________________	


Group # (if applicable):________________    Telephone #:  _________________________


Subscriber’s Name:  ______________________ Subscriber’s Date of Birth: _________


Subscriber’s SSN:  _______________________	Relationship to patient:  ___________


Subscriber’s Address:___________________________________________________





SECONDARY Insurance Company: _________________ Number: __________________


Subscriber Name/DOB/SSN: ______________________________________________





Medicaid Information #:  _______________________	  


Is another insurance payor before your Medicaid?	Yes / No  


Have you obtained a CMN?  Yes / No





TO HELP MAKE THE MOST OF YOUR INSURANCE BENEFITS, PLEASE ANSWER THE FOLLOWING:





DOES YOU INSURER LIMIT THE NUMBER OF THERAPY VISITS?  	YES    NO    


Number of allowed visits #_____	


Has your child received therapy elsewhere this year?  YES    NO       Where? _____________


Date of last therapy session: ___________








Updated:  11/13/2008

