Insurance Information
	Health Insurance Information:
	

	Name of Insured ________________________________________________________
	Insured’s Date of Birth ____________________

	Name of Insurance Company _______________________________________________
	Insured’s ID number _____________________

	Address ______________________________________________________________
	Group Number _________________________

	City ________________________
	State ______
	Zip Code __________________
	Phone Number _________________________


	Automobile Accident & Insurance Information:
	

	Name of Insured ________________________________________________________
	Date/time of accident ____________________

	Brief description of accident: _______________________________________________________________________________________

	Your Personal Automobile Medical Coverage:
	Policy number __________________________

	Name of Insurance Company _______________________________________
	Claim number __________________________

	Address ______________________________________________________
	Adjuster’s name _________________________

	City ________________________
	State ______
	Zip Code _______________
	Phone Number _________________________

	Third Party Liability Information:
	

	Name of Third Party _____________________________________________________
	Policy number __________________________

	Name of Insurance Company _______________________________________________
	Claim number __________________________

	Address _______________________________________________________________
	Adjuster’s name _________________________

	City ________________________
	State _____
	Zip Code ___________________
	Phone Number _________________________


	Worker’s Compensation Information:
	

	Name of Insured ________________________________________________________
	Date/time of Injury ______________________

	Brief description of accident: _______________________________________________________________________________________

	Name of Insurance Company _______________________________________________
	Claim number __________________________

	Address _______________________________________________________________
	Adjuster’s name _________________________

	City ________________________
	State _____
	Zip Code ___________________
	Phone number __________________________


	If you have retained an attorney:
	

	Name of Attorney _______________________________________________________
	

	Address _______________________________________________________________
	

	City ________________________
	State _____
	Zip Code ___________________
	Phone number __________________________


I certify that I, and/or my dependent(s), have insurance coverage as described above and assign directly to Beth Markham, L.Ac. all insurance benefits, if any, otherwise payable to me for the services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I authorize the use of my signature on all insurance submissions.

The above named practitioner may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for the purposes of obtaining payment for services and determining insurance benefits or the benefits payable for related services.  
_________________________________________________
______________________________________________
________________
Printed name of Patient or Responsible Party


Signature of Patient or Responsible Party 


Date signed
