Joan Rockwell, LCSW

2915 Hunter Mill Road

Suite 14

Oakton, Virginia 22124

Insurance Form
Name:  _______________________________________   Phone Number: __________________________

DOB:  __________________________  SSN: _________________________    Gender:  ___F ___M  

Policy Holder:  _____________________________  Policy Holder’s Date of Birth:___________________

Relationship of Policy Holder to Client:       _____ Self        _____Spouse       _____Child

Primary Insurance Company:  _____________________________________________________________

Primary Insurance Company Address:  ______________________________________________________

City:  _____________________________________     State:  _________     Zip Code:  _______________

Primary Insurance Phone Number:  _________________________________________________________ 

Insured’s ID # (Primary Company):  ____________________________  Insured’s Group # (Primary Company):  ________________

Secondary Insurance Company:  ___________________________________________________________

Secondary Insurance Address:  _____________________________________________________________

Secondary Insurance Phone Number:  _______________________________________________________

Insured’s ID # (secondary policy):  _____________________________     Insured’s Group # (secondary policy:  _________________

Policy:  The contract you have with your insurance company is an agreement between you and them for services that are medically necessary.  It is your responsibility to understand your insurance policy which includes deductibles, co-payments, co-insurance, and covered services.  You are financially responsible for services your insurance plan will not cover.  A mental health diagnosis must be provided to your insurance company in order for them to provide benefits.
I am a participating provider for Carefirst, Anthem, and United Behavioral Health.  Some insurance companies have subsidiaries that are also covered.  It is up to you to find out if your insurance company will pay for sessions.  It is also your responsibility to provide me with the following information:  pre-authorization if required, the number of sessions your insurance company will cover, and your co-payment responsibility.  Your co-payment is due at the time services are rendered unless otherwise agreed upon before hand.  If you miss an appointment and fail to cancel 24-hours or preferably more hours ahead of time, you will be billed at my full fee of $120.00.  Insurance does not cover missed sessions.
I have read and understand the above information regarding how insurance is handled.  I hereby authorize Joan Rockwell, LCSW to submit insurance claims to the above noted insurance company(ies).  Further, I hereby authorize Joan Rockwell, LCSW to release any information needed to process my insurance claim(s).  I authorize the payment of all applicable insurance benefits go directly to Joan Rockwell, LCSW.  I permit a copy of this authorization to be used in place of the original.
Signature:  ______________________________________________  Date:  ________________________  

