
Susan Lurie, MD Psychiatry — Patient Insurance Information Form

Patient Name___________________________	Patient SS #___________________________

Address_______________________________           DOB____________

             _______________________________	Insured Name_______________________________ Insured DOB________________

Phone: (h)_____________________________	Relationship to patient________________________
          
            (w)_____________________________	Insured Employer____________________________

            (c)______________________________	Code/Fee/Diagnosis___________________________

Insurance Company ___________________________    Phone #_________________________

Subscriber #_________________________________	    Group #____________________


AUTHORIZATION TO RELEASE INFORMATION
     
I authorize the release of the above provided information and any medical information necessary to:  1) provide for adequate professional 
coverage in the absence of the primary doctor, 2) to verify insurance coverage and 3) to file a claim for insurance benefits related to 
professional services rendered.
	
Patient Signature______________________________________________ Date____________________

Responsible Party_____________________________________________  Date____________________


AUTHORIZATION OF ASSIGNMENT OF BENEFITS

I authorize direct payment of insurance benefits from ____________________________________________  to Susan Lurie, MD for                							          Insurance Company
professional services rendered.

Patient Signature_______________________________________________ Date__________________


FOR OFFICE USE ONLY
	    
                                                         In Network                     Parity                      Out of Network             Contact/Date: __________________

DEDUCTIBLE                       ____________________   _____________      ___________________      Mailing Address:
	
INSURANCE PAYS              ____________________   _____________      ___________________       _____________________________
 
COPAY/COINSURANCE     ____________________   _____________      ___________________       _____________________________

YEAR MAXIMUM               ____________________   _____________       ___________________       _____________________________

LIFETIME MAXIMUM        ____________________   _____________       ___________________      Ptn Notified ________  

NETWORK__________________         ___ IN                                         ___OUT                                    Dr. Notified _________

Precertification/Ongoing Cert Required?___YES                                       ___NO                                      

MCO Name_______________________ Phone #_______________________Contact__________________________
  Authorization #                          # of Visits                 Date Range                CPT Code                    Notes	
                                                        Auth'd
[bookmark: _GoBack]________________________  ______________    _______________   ______________   ____________________


