Dori Luke, MSW, LCSW,  Self-Full Psychotherapy, PC
Insurance Application for Therapy
CLIENT INFORMATION:

Last Name: _____________________First Name: _________________ M.I. : _______

DOB: _____________________     Sex :     M    F

Address: _______________________________________________________________

City: __________________________   State: __________________  Zip:___________

Employer: ___________________ Home Phone: ____________ Work Phone:________

POLICY HOLDER INFORMATION:

Last Name: _____________________   First Name: __________________ M.I.: ______

DOB: _____________________     Sex:    M    F

Address:_______________________________________________________________

City: __________________________   State: __________________  Zip:___________

Employer: ___________________ Home Phone: ____________ Work Phone:________

Relationship to Client:_____________________________________________________

PRIMARY INSURANCE COMPANY INFORMATION:

Name of Insurance Company:______________________________________________

Address to Mail Claims:___________________________________________________

______________________________________________________________________

______________________________________________________________________

Phone Number for Authorization:____________________________________________

Policy Number/ ID Number: ________________________________________________

Authorization Number: ___________________________ Group Number:____________

# Sessions Authorized: ______________ Mental Health Co-Pay:___________________

Insurance calendar/deductible year: __________________________________________

I authorize the release of any psychological information necessary to process my insurance claims. I authorized direct payment of healthcare benefits to Dori Luke, MSW, LCSW for any professional services provided her.  The signatures below are effective for the length of time that I am in treatment with Dori Luke, MSW, LCSW, and for as long as it takes for the claims to be processed. 

_____________________________


______________

Signature





Date

________________________________

________________

Witness





Date

