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Instructions: 

1) Please fill out all information; otherwise we will not be able to bill insurance.
2) If you have more than one insurance provider, Tricare will always be considered secondary. 
3) WE REQUIRE THAT ALL FAMILIES WHO WANT US TO BILL INSURANCE OBTAIN PRIOR AUTHORIZATION FROM THE INSURANCE COMPANY.

PATIENT INFORMATION

	Name:                                                                             Home Phone:   

	Address:

	City:                                                                               State:                 Zip:

	Date of Birth:                                                                 Gender:  M    F      

	Social Security #:                                                           Diagnosis:


RESPONSIBLE PARTY INFORMATION

	Name:

	Address (if different from above):

	City:                                                                               State:                 Zip:

	Home Phone:                                                                 Work Phone: 

	Social Security #:                                         Relationship to Patient:  Self /Spouse/Parent/Other:


PRIMARY INSURANCE 

	Insurance Co.:                                                                                  Phone:  

	Address: 

	City:                                                                                State:                 Zip:

	Policy Holder’s Name: 

	Policy Holder’s ID#:                                                       Date of Birth: 

	Policy and/or Group #: 

	Employer:

	Relationship to Patient:      Self          Spouse          Parent          Other: 

	Amount or % of co-pay:                                              Deductible:

	Cost share:                                                 Pay Grade (TRICARE):

	Diagnosis Code:                          CPT Code:                        Rate to bill insurance:                         


                                                        *grey area completed by May Institute staff, please fill in co-pay and all other sections
SECONDARY / OTHER INSURANCE

	Insurance Co.:                                                                                  Phone:  

	Address: 

	City:                                                                       State:                 Zip:

	Policy Holder’s Name: 

	Policy Holder’s ID#:                                                                        Date of Birth: 

	Policy and/or Group #: 

	Relationship to Patient:      Self          Spouse          Parent          Other: 


I authorize May Institute, Inc. to file claims with the insurance provider listed above.  I understand that I am financially responsible for all charges, whether or not they are covered by my insurance policy.

_______________________________ (patient/policy holder and/or  responsible party)           _________________
Signature
          






         
       
    Date

_______________________________

Printed Name
