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Insurance Intake Supplement Insurance Intake Supplement Insurance Intake Supplement Insurance Intake Supplement –––– No information will be sold, rented or shared with  No information will be sold, rented or shared with  No information will be sold, rented or shared with  No information will be sold, rented or shared with 
outside parties without your consoutside parties without your consoutside parties without your consoutside parties without your consent in the event of medical or billing necessity.  Your ent in the event of medical or billing necessity.  Your ent in the event of medical or billing necessity.  Your ent in the event of medical or billing necessity.  Your 
privacy is important to me!privacy is important to me!privacy is important to me!privacy is important to me!    

    

Please fill out in entirety.Please fill out in entirety.Please fill out in entirety.Please fill out in entirety.    
 
Patient’s Name ______________________________________ Birth date _____/_____/_____ Circle: M   F 

Address  ____________________________________________________ SS# _______ _____ _______  

City _______________________ State _____ Zip   _________ Phone (H)    _______________________  

Employer ___________________________________________ Phone (W) _______________________ 

************************************************************************************* 

Referring Physician Name/Phone ______________________________________ Date of Injury________  

Physician Diagnosis____________________________________ ICD 9____________________________ 

Condition Related to:  Employment _____ Auto Accident _____ Other accident _____  

************************************************************************************* 

Insured’s Name _____________________________________ Insured's Birth date ___/___/___ 

Address ________________________________________________________ SS# _______ ____ _______ 

City ________________________ State _____ Zip _________ Phone (H)___________________________ 

Employer's Name ____________________________________________ Phone (W) _________________  

************************************************************************************* 

Insurance Company __________________________________________ Phone ____________________ 

Address _____________________________________ City _______________ State ____ Zip __________ 

Adjuster’s Name __________________________________ Phone ________________________________ 

Policy # ________________________ Group # _____________________ Member # _________________ 

Claim # ________________________ ID# __________________________ 

Type of Insurance: Group _____ PIP/Auto _____ Worker’s Compensation _____ 

Is there a supplemental health benefit plan? _____ 

 

TTTThe responsibility for the cost for each massage therapy session is the client's. Whatever portion of the he responsibility for the cost for each massage therapy session is the client's. Whatever portion of the he responsibility for the cost for each massage therapy session is the client's. Whatever portion of the he responsibility for the cost for each massage therapy session is the client's. Whatever portion of the 
session(s) session(s) session(s) session(s) denieddenieddenieddenied by a third party payer is the client’s responsibility.  (Please Initial)____  by a third party payer is the client’s responsibility.  (Please Initial)____  by a third party payer is the client’s responsibility.  (Please Initial)____  by a third party payer is the client’s responsibility.  (Please Initial)____     
        
Release (12): Authorized signature: I authoriRelease (12): Authorized signature: I authoriRelease (12): Authorized signature: I authoriRelease (12): Authorized signature: I authorize the release of any medical or other information necessary ze the release of any medical or other information necessary ze the release of any medical or other information necessary ze the release of any medical or other information necessary 
to the medical treatment of my condition and to process this claim. I also request payment of medical to the medical treatment of my condition and to process this claim. I also request payment of medical to the medical treatment of my condition and to process this claim. I also request payment of medical to the medical treatment of my condition and to process this claim. I also request payment of medical 
benefits either to myself or to this medical provider.benefits either to myself or to this medical provider.benefits either to myself or to this medical provider.benefits either to myself or to this medical provider.    
    
    
Signature___________________________________ Date _________________  


