Practice  Improvement Resources, LLC / Texas Recovery Support

5959 West Loop South, Ste 430  /  Bellaire, Texas 77401

Phone 832-498-7071 / Fax 713-349-0392

Insurance Claims Payment Information

(*Please Print All Responses)

Client's Name 





Pt's Date of Birth

__________________________________

________________________

Client's Address (complete/full)   ________________________________________________





       ________________________________________________

Client's Telephone #s

h : _____________________
w / c : ____________________

Client's Relationship to the Insured (Self/Spouse/Child/Other)    _______________

Client's Status (Single/Married/Other)    _______________

Client's Employ/School Status (Employed/Full-time Student/Part-time Student) _________________

Insurance Company/Plan Name  ___________________________________

Insured's ID #
______________________
      
Insured's Group #  __________________



Insured's Name  (if different from client) __________________________________________

Insured's Address  (complete/full)   _________________________________________





          _________________________________________

Insured's Telephone #
 _______________________





Insured's Date of Birth   ______________________
Insured's Gender      M        F

Insured's Employer or School Name
______________________________________________



Phone Number for Insurance Company (back of card)  ____________________________

Authorization #  _______________________________      Co-Pay Amount __________





If there is a  Deductible, what is the amount? / Has it been met? _________ / _________

_________________________________________________________________________________

MC
    Visa

Discover
Amex

(*CC info required to hold an appointment*)

Credit Card Number: _________________________     3-digit from backside of card: _______

Name on the Card: _________________________________________   Exp Date: __________

