
Insurance Information & Authorization Form

If I am in-network with you plan, I am happy to bill your insurance for your therapy. Your insurance may or may not pay part or all of the cost of your therapy. You will be responsible for what your insurance does not cover, including any annual deductible, co-payment, missed appointments, or services not covered under your policy. Please provide me with your health insurance card for photocopying. 

Client Information

Top of Form

	Client’s Full Name (Last, First, Middle Init.)
	Client’s Social Security #

	Address
	Client’s Date of Birth
	Gender
    M    (          F    (

	City                              State              Zip
	Phone Number (Including Area Code)

	  Single   (    Married   (     Other   (
	Employed  (     Unemployed  (    Student  (


Bottom of Form

Primary Insurance Information

	Insured’s Name (Last, First, Middle Init.)
	Insured’s Social Security #

	Address
	Insured’s Date of Birth


	Gender
   M    (          F    (

	City                             State               Zip
	Phone Number (Including Area Code)

	Health Plan ID #
	Insurance Company

	Insured’s Employer (Company Name)
	Policy Plan Name & Group Number

	Insurance Company Phone Number
	Insurance Company Claims Address

	Client’s Relationship to the Insured
       Self    (           Spouse    (          Child    (          Step Child    (           Other    (

	Is there another Health Insurance Plan?

                    Yes                           No


I authorize the exchange of any medical or other information necessary to process this claim and/or determine eligibility. I request payment of benefits to Kim Brotherton, LICSW.

Signature:







Date:





Secondary Insurance Information & Authorization Form

I am happy to bill your insurance for your therapy. Your insurance may or may not pay part or all of the cost of your therapy.  You will be responsible for what your insurance does not cover, including any annual deductible, co-payment, missed appointments, or services not covered under your policy.  Insurance billing is not guaranteed for dates of service prior to receipt of your insurance information.   Please provide me with your health insurance card for photocopying.

Client Information

Top of Form

	Client’s Full Name (Last, First, Middle Init.)
	Client’s Social Security #

	Address
	Client’s Date of Birth
	Gender
    M    (          F    (

	City                              State              Zip
	Phone Number (Including Area Code)

	  Single   (    Married   (     Other   (
	Employed  (     Unemployed  (    Student  (


Bottom of Form

Secondary Insurance Information

	Insured’s Name (Last, First, Middle Init.)
	Insured’s Social Security #

	Address
	Insured’s Date of Birth


	Gender
   M    (          F    (

	City                             State               Zip
	Phone Number (Including Area Code)

	Health Plan ID #
	Insurance Company

	Insured’s Employer (Company Name)
	Policy Plan Name & Group Number

	Insurance Company Phone Number
	Insurance Company Claims Address

	Client’s Relationship to the Insured
       Self    (           Spouse    (          Child    (          Step Child    (           Other    (


I authorize the exchange of any medical or other information necessary to process this claim or determine eligibility, including number of available sessions.  I also request payment of benefits to Kim Brotherton, LICSW.

Signature:







Date:





Kim Brotherton, LICSW, BCD, 1429 North 45th Street, Seattle, WA  98103 (206) 353-4928


