
INSURANCE INFORMATION

Client’s Name: ______________________________________________________________  DOB: __________________ 

Client Address: __________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Phone: ____________________________________________________________________________________________________ 

Insured’s Name: ______________________________________________________________  DOB: __________________ 

Relationship to Client: __________________________________________________________________________________ 

Insured’s Address: ______________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Phone: ____________________________________________________________________________________________________ 

Insurance Company: _______________________________________________________  EAP:           Yes          No 

Sessions authorized: ________________________    Copay:             Yes            No   Amount ________________ 

Insured’s ID Number: ___________________________________________________________________________________ 

Insured’s Group/Policy Number: ______________________________________________________________________ 

Authorization Number: ____________________________________________________ ____________________________ 

Billing Address of Insurance Company: _______________________________________________________________ 

____________________________________________________________________________________________________________ 

 I, ________________________________________________________, authorize Thoughtful Counseling LLC to 

file claims with the above insurance for services provided. 

Print Name: ________________________________________________________________ Date: __________________ 

Signature: ________________________________________________________________________________________________ 

PLEASE PRINT LEGIBLY
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