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Client Insurance Information
James C. Thomas, Psy.D.

10000 N.E. 7th Ave., Suite 100-H 





Vancouver Wa   98685
(360) 608-3611 




Today's Date: _________________

Please Complete Sections A, B and C.  

A.  Release of Information:

I hereby authorize Dr. James Thomas of NW Trauma Therapy to bill my insurance company for services rendered.  I further authorize release of any medical or other information necessary to process this claim.  

Client Signature: ______________________________________    Date: ___________________
B.  Client’s Name Insurance will be billed under:
Client’s Name:    _____________________________________   D.O.B. ___________      Age: ________


               First
                  Middle
  Last

Address: _____________________________________________________________________________ 
                                

Street





    State,   ZIP Code

Home Phone:  ________________________    Client’s Soc Sec No.: _____________________________
Employer: ____________________________________________________________________________
C.  Insurance Company Information:

Insurance Company: _______________________________________    Phone: ____________________
Policy Name: _____________________________________ Effective Date of Coverage: _____________

Policy Number: ________________________________    Group Number: _________________________

If insurance is under someone else’s name other than the client:

Primary Subscriber: ______________________________ Primary Soc Sec No.: ___________________

Primary D.O.B. ______________ Policy Number: ____________________ Group Number: __________

Primary Subscriber’s Employer: _________________________________________________________
D:  If there is a second insurance policy you wish me to bill, please complete:
Insurance Company: _______________________________________    Phone: ____________________
Policy Name: _____________________________________ Effective Date of Coverage: _____________

Policy Number: ________________________________    Group Number: _________________________

Primary Subscriber: ______________________________ Primary Soc Sec No.: ___________________

Policy Number: ______________________________    Group Number: __________________________
Primary Subscriber’s Employer: _________________________________________________________

D:  Preauthorization:

Pre Authorization Required?   Yes   No        Authorization Number: _______________________________
Medical Referral Required?  Yes     No             On File?   Yes     No
Percentage of Fee Covered:   _______%                     Number of Sessions Authorized: _________

Annual Deductible: $________   Amount Still to be Met:  $__________  Client’s Co-payment: $_________

