Insurance Worksheet for Mental Health Benefits
Diana L. Soto, LMFT
Client’s Full Name: __________________________________________________

Client’s Address:____________________________________________________

Client’s Telephone:___________________________

Client’s Date of Birth:_________________________

Insured’s Name:_____________________________________________________

Insured’s ID number: _________________________________________________

Insured’s Address (if different):__________________________________________

Insured’s Date of Birth (if different):_____________________________

Client’s Relationship to Insured:   __Self
__Spouse   __Child   __Other

Client Status:   ___Single    ___Married   ___Other



___Employed   ___Full-time Student  ___Part-time Student

Name of Insurance:_____________________________________________________

Insured’s Policy Group or FECA number:__________________________

Insurance telephone number:___________________________________

Billing Address:________________________________________________________

Name of Employer:_____________________________________________________

Is there another health benefit plan?    ___yes     ___no

Today’s Date: ________________

Please check with your insurance company and fill in as much of the following as possible:

Is Diana Soto in their data base as a provider or do they cover all licensed marriage and family therapists? ______________

Number of sessions for Outpatient Mental Health per calendar year?  ______

What is the co-payment or co-insurance? (this is your responsibility due to the therapist at the end of each session) __________

What is your deductible?  ____________ Is there a separate mental health deductible?____  If so, how much is it?_________________

How much of your deductible has been met ? _______________

Do you need pre-authorization? _________ If yes, number of sessions authorized?____

Authorization number:_________________________

I authorize the release of any information necessary to process insurance claims.  I request that payments of benefits be made directly to Diana L. Soto, MS, LMFT.  I understand that managed care companies require my service provider to review my treatment verbally and/or in writing to obtain authorization of service.  I realize that occasionally managed care companies may require an on-site review of my chart.  I agree to pay all co-payments and deductibles at the time service is performed and that I am responsible for payment of services provided that are not covered by my insurance plan (this includes cancellations without 24 hours notice.)

Signature of responsible party:_________________________________________   Date:____________________

Witness: ________________________________________ 
                                       Date:____________________
