
CLIENT INFORMATION – PART IV – INSURANCE FILING INFO 

(Please fill this out even if you are planning to submit claims yourself.  This information 
allows me to follow up with any reimbursement problems.  Thank you.) 

 

Insured Name:_____________________________________________     DOB:________________ 

SS#:_____________________________________________________ 

Policy Holders:____________________________________________     DOB:________________ 

SS#:_____________________________________________________ 

 

Insurance Type (circle one or fill in other blank): 

     CHAMPUS     CHAMPUSVA      FECA       MEDICAID      MEDICARE       Group     

Other:___________________________________________________________________________ 

 

Circle one:   HMO    PPO    Other:____________________________________________________ 

 

Insurance Company:_______________________________________________________________ 

Insurance Claim Mailing Address:____________________________________________________ 

Phone #:___________________________________ 

 

Plan Name:_______________________________________________________________________ 

 

ID#:___________________________________    Policy #:________________________________ 

Group #:_______________________________ 

 

******************************************************************************** 

Secondary Policy?     Yes     No          (If yes, fill out below) 

 

Insured Name:___________________________________________     DOB:__________________ 

Insurance Company:_______________________________________________________________ 

Policy #:_________________________________     Group #:______________________________ 

Employer:_______________________________________________________________________ 

Plan Name:_______________________________________________________________________ 

 

 


