
NOTE:    Th is   form   i s  used   in   l i eu  of   the  pat ient ’s   s ignature  on   the   “Request   for  Payment”   form  HCFA ‐1500  and  
i s ,   therefore ,   an   extens ion   of   that   form.     Anyone   who   misrepresents   or   fa ls i f ie s   essent ia l   in format ion   in  
making  c la ims  may,  upon  conv ic t ion ,  be  sub jected   to   f ine  and   impr i sonment  under  Federa l   l aw.  

    906  Webb  Street  SE  
    Lacey ,  WA      98503  

Ann R. Howie, LICSW, ACSW   Voice :    360 ‐493 ‐2586  

    FAX:    360 ‐455 ‐1318  

 
 

Authorization for Insurance Payment 
 

C l i e n t   I n s u r e d  
Cl ient ’s  Name:  

 

Insured’s  Name:  

Cl ient ’s  Street  Address:  

 

Insured’s  Street  Address:    
 

 

 

 
 

Cl ient ’s  Phone  Number:  

 

Insured’s  Phone  Number:  

 
Cl ient ’s  Socia l  Secur ity  Number:  

 

Insured’s  Social  Secur ity  Number:  
 

Cl ient ’s  Date  of  Birth:  

 

Insured’s  Date  of  Birth:  
 

Cl ient ’s  Employer:   Insured’s  Employer:  

 
Insurance  Plan/Program  Name:  

 

Insured’s  Group  Number:  

 
I   unders tand   that   I   am   respons ib le   to   unders tand   the   type   of   insurance   coverage   I   have.     In   add i t ion ,   I   know  
how  many   v is i t s   are   covered   annua l l y ,  my   co ‐payment   amount ,   and  my   annua l   deduct ib le .     Shou ld   I   e lect   to  
use   my   hea lth   insurance   benef i ts   to   pay   for   psychotherapy ,   I   understand   that   my   diagnos i s ,   symptoms ,  
h is tory ,   and   substance   abuse   ( i f   any)   wi l l   become   part   of   my   permanent   records .     I   unders tand   that   my  
insurance   company   has   the   r ight   to   access   and   copy   any   and   a l l   of   th i s   i n format ion ,   as   wel l   as   a l l   c l in i ca l  
documentat ion   of   my   t reatment .     I   am   aware   that   in   some   cases   th i s   in format ion   may   be   submit ted   to  
insurance  databases  and/or   to  employers  when   they  are   the  purchaser  of  my  medica l/menta l  hea l th  benef i ts .  

Depend ing   upon   the   plan,   the   therap is t  may   submit   bi l l s   di rect ly   to   my   insurer ,   or   we  may   agree   that   I   am  
respons ib le   for   th is .     In   a l l   s i tuat ions ,   I   understand   that   my   co ‐payment   i s   due   at   the   beg inn ing   of   each  
sess ion.     In   the   event   that   my   insurance   den ies   coverage   for   serv ices   rendered   for   any   reason ,   I   am  
respons ib le   for  pay ing   the  outs tand ing  ba lance .  

I   request   that   payment   of   author i zed   insurance   benef i ts   be   made   on   my   beha l f   to   Ann   R.   Howie   for   a l l  
serv ices   furn ished   by   her .     I   author i ze   any   ho lder   of  menta l   hea l th   in format ion   and/or  medica l   in format ion  
about  me   to   re lease   to   the   Heal th   Care   F inanc ing   Admin is t ra t ion   and   i t s   agents   any   in format ion   needed   to  
determine   these   benef i ts   or   the   benef i t s   payable   for   re la ted   serv ices .     I   fur ther   author ize   Ann   Howie   to  
communicate  with  my  heal th   insurance  company  and   i t s  agents   to  obta in   in format ion  needed   to  determine  my  
benef i ts  or   to  obta in   the  benef i ts  payab le   for  her  serv ices .  
 
 
S ignature:  ___________________________________________________  Date :  _________________________________ 
  Cl ient/Parent/Guardian  


	Authorization for Insurance Payment

