
	
  
	
  
	
  

Insurance	
  Information	
  
	
  

	
  
Insurance	
  Company	
  Name:_________________________________________________________	
  
	
  
Subscriber	
  Name:____________________________________________________________________	
  
	
  
Patient	
  Name	
  (covered	
  by	
  policy):_________________________________________________	
  
	
  
Member	
  ID:___________________________________________________________________________	
  
	
  
Group	
  ID:______________________________________________________________________________	
  
	
  
Contact	
  Phone	
  Number:______________________________________________________________	
  
	
  
Mental	
  Health	
  Insurance	
  Company	
  Name	
  
	
  (if	
  different	
  from	
  above):____________________________________________________________	
  
	
  
Contact	
  Phone	
  Number:______________________________________________________________	
  
	
  
	
  
	
  
Annual	
  Deductible:____________________________________________________________________	
  
	
  
	
  
Patient	
  Co-­‐Pay:________________________________________________________________________	
  
	
  
	
  
	
  
How	
  many	
  Therapy	
  Sessions	
  are	
  you	
  allowed	
  per	
  year?	
  
	
  
	
  
Are	
  there	
  any	
  limitations	
  to	
  your	
  plan?	
  
	
  
	
  
Are	
  there	
  out	
  of	
  network	
  benefits?	
  
	
  
	
  
If	
  so,	
  how	
  much	
  does	
  patient	
  get	
  reimbursed	
  per	
  session?	
  
	
  

1315 Walnut Street, Suite 806 
Philadelphia, PA, 19107 

(215) 545-3700 fax (215) 545-3711 
karyn@positivechangeforfamilies.com	
  


