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Insurance Claim Information

Patient Name: ________________________________Social Security Number:______________________

Address: _____________________________________________________________________________

City: _____________________________________ State:__________________ Zip:__________________

Home Phone: ___________________ Work Phone: ___________________ Cel Phone :_________________

Date Of Birth:______________   Status (please circle):  Single  Married   Other  

Employed Full-time Student Part-time Student

Employer: _________________________________ Employer Phone : ______________________________

Employer Address: _______________________________________________________________________

Is Condition/Claim Related to Auto Accident?    Y     N      Date of Accident: ________________________

Insurance Company:_______________________________________________________________________

Insurance Company Phone: _____________________________________________Extn:________________

Name of Insured if other thanSelf: _________________________________ SS# _______________________

Address of Insured if other than Self:__________________________________________________________

Insurance Policy Number: ___________________________Claim Number :___________________________

Insurance Company  Representative handling claim: _______________________________________________

Is there a personal injury deductible on inusrance policy?    Y    N   If so, deductible amount  _______________

Have you retained an attorney?   Y   N

If yes, Name and Addressof attorney and/or law  firm:_____________________________________________
    

_______________________________________________________________________________________

Phone of Attorney: ________________________________________

Referred By: _____________________________________________

Physician’s Name : __________________________Physician’s Office Number : ______________________

In case of emergency contact: ________________________________________________________________

Relationship: ________________________________ Phone: ______________________________________

Payment Agreement:
I hereby acknowledge and understand that my provider of health care services is willing to provide insurance billing 
services on my behalf and for my convenience. I also understand that I am solely responsible for my medical bills 
and acknowledge that I shall be responsible for any unpaid balances, deductibles and co-pays, and for any other 
reasonable and customary charges that my insurance company does not pay on my behalf.

Signature:______________________________________________________ Date: ________________





Bodyscape Massage Therapy - Patient Body Status

Indicate areas of pain, numbness, tingling, or any other unusual sensation:


