Insurance Agreement SEASONS

for Counseling Services

counseling of michiana

Client Name: Date of birth:

Is client covered by insurance?: _ Yesor___ No

Primary subscriber's name: Subscriber’s date of birth:
Address (if different from client) Phone number:
Name of primary insurance: Subscriber's SSN:

Policy number: Group number;

Employer name and address:

Employer phone number:

Client’s relationship to subscriber: ~ Self _ Spouse __ Child/dependent Other:

Seasons Counseling of Michiana does not process secondary insurance.
If you wish to submit on your own and are in need of supporting documents,
please contact our office at (574) 277-0274.

Signature and Consent

| agree to the policies of Seasons Counseling of Michiana described in the Counseling and Fee Agreement. | understand
that | am responsible to obtain pre-authorization when my insurance company requires it. | hereby authorize the release
of all information with respect to myself or the client named above which may be requested by my insurance company in
order for them to determine coverage. | certify that the above information in support of this claim is true and correct. My
insurance benefits will be paid directly to the Center. | understand that my policy is a contract between myself and my
insurance company. Charges incurred are my responsibility. | understand that | am responsible for charges that are not
reimbursed by my insurance company.

| authorize payment of medical benefits to Seasons Counseling of Michiana for services described.

Client/guardian signature Date

We appreciate your confidence in our team and strive to provide exceptional service.
We are here to help.

17195 Cleveland Road, South Bend IN 46635 | www.seasons-counseling.org | P: (574) 277-0274 | F: (574) 271-7202
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