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INSURANCE FORM 
 

Name_________________________________     SSN____________________________ 
 
Address_______________________________     City_________________Zip________ 
 
Home phone (    ) _______________________     Work Phone (    )__________________ 
 
Are You (  ) Married (  ) Single (  ) Widowed        Date of Birth_____________________ 
 
Employer Name ________________________     Address_________________________ 
 
Spouse’s Name (if Married)_________________________________________________ 
 
Spouse’s Date of Birth_________________          SSN __________________________ 
 
If insurance coverage is under spouse’s employer, please furnish the following: 
 
Employer Name___________________________  Address________________________ 
 
Phone (    )______________________________    Work:( )full-time( )part-time( )Unemployed 
 
INSURANCE INFORMATION 
 
Insurance Company Name_____________________________________________________ 
 
Insurance ID#___________________________      Group #___________________________ 
 
Under whose name is coverage provided?_________________________________________  
 
Address to send claims________________________________________________________ 
 
Authorization for payment:  I authorize the release of any medical or other information necessary to 
process insurance claims.  I authorize payment of medical benefits to the provider herein for services 
and treatment received by me. 
 
Signature_______________________________Date________________________________ 
 
 


