Dr. Dana McCall, L.M.F.T.
Information for insurance claims

Patient’s name: _______________________________________________________
Insurance company: ___________________________________________________
Insured’s Place of employment: _________________________________________
Insurance identification number: ________________________________________
[bookmark: _GoBack]Group #: _____________________________________________________________
Patient’s Date of birth: _________________________________________________
Insured’s date of birth and name:_________________________________________
Address, state, zip, and phone number of insured:  _________________________
_____________________________________________________________________
Patient’s relationship to the insured: _____________________________________
Do you have a deductible?  Amount:______________________________________
What is your copayment? _______________________________________________
Do you need prior authorization for sessions? ______________________________
Number of sessions allowed by your insurance carrier? ______________________

(Office  use only:)
Procedure code: _____________  Diagnosis code: ___________________________
Authorization Number and date: __________________________________________

