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Insurance Information Form 
 
 
 
Patients Name ______________________________________________________ 

 
Date of Birth     ______________________________________________________ 

 
Social Security Number _______________________________________________ 

 
The Name of Your  
Medical Insurance Company_____________________________________________ 

                          Example = (Medicare, Blue Cross Blue Shield, Cigna, Harvard Pilgrim etc.) 
 
Please check off you medical plan type if known 

 
HMO____PPO ____POS____ Other____ 

 
Please fill in the Claim Address for your Insurance: 
 (Normally found on the back of the insurance card) 
 
Address _____________________________________________________________ 
  
City, State, Zip code ____________________________________________________ 
 
The Insurance Co. Customer Service Telephone # ____________________________ 
 
Your Insurance Identification Number ______________________________________ 
                    
The Group Number (if Applicable) ___________________________________________ 
  
Your Office Visit Co-pay Amount (if Applicable) $________________________________ 
 
The Effective Date of Insurance ____________________________________________ 
 
Relationship to Subscriber of the insurance ___________________________________ 
            Example (Spouse, Dependent Child, Civil Union Life Partner)  
 
Subscriber's Name ______________________________________________________ 
 
Subscriber's Date of Birth _________________________________________________ 
 
Primary Care Provider ____________________________________________________ 


