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Client Insurance Form 

 
Today’s Date: ________________ _______ 
 
Your Name: ______________________________________________  
 
Date of Birth: ______________________  Social Security #: __________________________________ 
 
Address: ____________________________________________________________________________________________ 
 
Employer: ____________________________________           Marital Status: ______________________________   
 
Are you a student?   Yes    No      If yes,    Full-time   or    Part-time 
 
Insurance Provider Name: ________________________________________________________________________ 
 

ID #: ____________________________________ Group #: ___________________________________ 
 

Insurance Phone #: ____________________________________________ 
 

Co-pay: ___________________________  Deductible: ________________________________ 
  

Other Coverage Information: _____________________________________________________________ 
 
Relationship to Policy Holder (if different from self):__________________________________________ 
 
 Policy Holder’s Name: ________________________________________  
 
 Policy Holder’s Date of Birth: ________________________________ 
 
 Policy Holder’s Social Security #: ____________________________ 
 
 Policy Holder’s Home Phone: ________________________   Cell Phone: _______________________ 
 
 Policy Holder’s Address:__________________________________________________________________ 
  
 Policy Holder’s Employer/School: _______________________________________________________ 
 
Is the problem related to employment?  Yes    No   
Is the problem related to an auto accident?  Yes    No  
Is the problem related to another accident?  Yes    No 
 
Referring Doctor: __________________________________________________________________________________ 
 
Primary Care Doctor (if different from above): _________________________________________________ 
 
 
Do you have Secondary Insurance Coverage?     Yes    No  (if yes, please complete 
reverse side) 
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Secondary Insurance Provider Name: _____________________________________________________ 

 
ID #: _______________________________  Group #: _____________________________________ 

 
Insurance Phone #: __________________________________________________________________________ 

 
Co-pay: ___________________________  Deductible: __________________________________ 

  
Other Coverage Information: _______________________________________________________________ 
 
If Secondary Policy Holder is different from Policy Holder of primary insurance, 
please provide the  
following information: 

  
 Name: __________________________________      Date of Birth: ___________________ 
 
 Social Security #: ______________________       
 

Home Phone: _______________________   Cell Phone: ________________________ 
 
 Address:______________________________________________________________________________ 

  
  Employer/School: ___________________________________________________________________ 
 
  
 
 


