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Rebecca A. Thomas, PsyD & Associates, P.C.
RESPONSIBLE PARTY & INSURANCE
Primary Insurance: ____________________________________________
Insured Name (on card)________________________
Insured DOB___________

Insurance ID#__________________________   Group #___________________

Other insurance?  Yes    No    If yes, please list:__________________________
Relationship to Patient:__________________
Phone#:____________________

Employer:____________________________
Phone#:____________________

Name of Responsible party (If different than above):__________________________

Relationship to Patient:__________________  Phone#:____________________

Employer:____________________________  Phone#:____________________

Please provide a close relative or emergency contact not living in above address:

________________________________________________________________
Name




Address




Phone

I hereby authorize Rebecca A. Thomas, PSYD & Associates, P.C. to release to my insurance company or its representative, any information regarding my treatment, including diagnosis, necessary to process my insurance claim.

I hereby assign all my rights to benefits payable by my insurance company to Dr. Rebecca A Thomas and thereby authorize and request my insurance company to pay my benefits directly to Dr. Rebecca A Thomas.

All insurance information has been listed correctly.  I understand that if I have any other health insurance coverage, including an HMO, that is not listed above, any charges not covered by the listed insurance, will be my responsibility.  I understand my co-payment and deductible are due at the time services are rendered.  I understand I will be billed for appointments not canceled 24 hours before the scheduled time.   I here by understand I am responsible for all charges incurred during the course of treatment, including any psychological testing or other service not previously stated.

I agree to pay interest at the rate of 33% annum on any unpaid balance if the matter is referred to an attorney for collection and I agree to be responsible for any reasonable attorney fees incurred by Dr. Rebecca A Thomas. 
_________________

_____________________________________


Date






Signature
