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PERMISSION TO BILL

CLIENT NAME:_________________________  DATE OF BIRTH:_____________  CLIENT #:______________
Dr. Tousignant has permission to bill my insurance company(s):

PRIMARY Insurance Company_____________________________ 

# Member_________________________
# Group______________________________

Guarantor:   Name, address and SS# (if different than client) 

______________________________________________________________

______________________________________________________________

______________________________________________________________

Referral Needed? 
N
Y 

Preauthorization Required?  N
Y

SECONDARY Insurance Company_____________________________ 


# Member_________________________

# Group______________________________

Guarantor:   Name, address and SS# (if different than client) 

______________________________________________________________

______________________________________________________________

______________________________________________________________

Referral Needed? 
N
Y 

Preauthorization Required?  N
Y
for out-patient psychotherapy, assessment and/or consultation services.  I understand that No Shows and late cancellations are not paid for by my insurance company and there is a fee for them.  I am responsible for any portion of my bill that my insurance company does not cover such as deductibles, copays, percentage fees, and non-covered services- for any reason, even after services are provided.  IT MY RESPONSIBILITY TO PAY ATTENTION TO INSURANCE REQUIREMENTS AND CHANGES.  I understand Dr. Kim Tousignant or a billing/collection agency may do that billing. 
_______________________________________


______________

Client Signature







Date

__________________________   ______________________    
____________

Signature of Authorized Person         Basis for Authorization 
Date





(Relationship to Client)      

_______________________________________


______________

Witness







Date

REVISED 8/1/13






