
Insurance Information

Child's Name: _____________________________ DOB: __________________________________ 

Address: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

Caregiver #1 Name:_____________________________________________________________________
Caregiver #1 Phone Number:______________________________________________________________
Caregiver #2 Name:_____________________________________________________________________
Caregiver #2 Phone Number:______________________________________________________________

Insurance Carrier:______________________________________________________________________
Primary Cardholder:____________________________________________________________________ 
DOB:___________________________________  SSN:_________________________________________ 
Group Number:________________________________________________________________________ 
Member ID:___________________________________________________________________________ 
Secondary Cardholder:__________________________________________________________________ 
DOB: ___________________________________ SSN: _________________________________________ 
Group Number: ________________________________________________________________________ 
Member ID: ___________________________________________________________________________ 
Referring Physician: ____________________________________________________________________ 

Office Use Only 

Effective Date: ___________________________ Co-Pay: ______________ Co-Insurance: ____________ 

In-Network Benefit: __________________________ Deductible: ________________________________ 

Out-of-Network Benefit: ______________________ Deductible: ________________________________ 

Out-of-Pocket Maximum: _________________________________     Lifetime Maximum Yes  No Benefit 

Limits: __________________________________________    Pre-Authorization Required Yes  No Initial 

Contact: ________________ 2nd Attempt: ________________ 3rd Attempt: _________________ 
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