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Insurance Liability Form
for Provider’s Records


Consumer Name: 


  DOB: 

Consumer Parent/Guardian: 

Cell Phone: 

Home Address: 

Home Phone: 

City, State, Zip: 

Work Phone: 

Insurance Policy Holder: 



Holder’s Employer: 

Holder’s DOB: 


Insurance Name: 



Policy Number: 

Group #: 

Effective Date: 

Termination Date: 

Claims Address: 



Insurance Co. Customer Service Phone #: 



Insurance Co. Prior Authorization Phone #: 



Physician’s Name & Phone #: 





I authorize the release of any information necessary to file a claim to my insurance company.  I authorize payment of benefits to name of provider.  If sent to me, I will give copies of Explanation of Benefits and payments received from my insurance company to named provider of services provided.

Insured’s Signature:
Date:

____________________________________________
_________________________________

Consumer Information





We also need to have a copy of your insurance card, front and back.





Insurance Information:





Authorization to Bill Insurance








