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INSURANCE INTAKE INFORMATION
Date:                    ___________________
Patient Name:    __________________________________________________________________
Mother:               __________________________________   Father:  ________________________
Address:              __________________________________________________________________
                              City:_______________________________  Zipcode: _______________________
Email Address:  __________________________________________________________________
Date of Birth:     ___________________________ Age: ___________  Gender: ________________
Telephone:         (H)________________________ (Cell) ___________________________________
Contact in Case of Emergency:  Name:  ________________________  Phone#_________________
Primary Insurance Company:  _______________________________   Phone#_________________
ID# ____________________________________________________    Group#_________________
Subscriber Name:  ________________________________________   DOB: ___________________
Secondary Insurance Company:  _____________________________  Phone#__________________
ID# ____________________________________________________    Group#__________________
Subscriber Name:  ________________________________________    DOB: ____________________
*Please read and sign below:
I directly assign all ABA benefits to ABEDI, Inc.  I understand that I am financially responsible for all charges whether paid by my insurance provider or not.  I authorize ABEDI, Inc. to release all information necessary to secure the payment of benefits.   I give ABEDI, Inc. permission to discuss personal health information with my insurance carrier.  I understand that fees for service and insurance co-pays are payable upon services rendered, unless other arrangements are made in advance.  It is my responsibility to pay any deductible or co-insurance amount.
Name of Parent/Subscriber (Please print)______________________________________________________________________
Signature: _________________________________________________ Date: ________________________________________
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