
    
     
 

8301 NE Hazel Dell Ave      Vancouver, WA 98665       ph (360) 696-3800       fax (360) 696-0906  
 

 
INSURANCE BILLING INFORMATION 

 
Today’s Date:___________________ 
Patient Name:___________________________________________________________ 
Address:_______________________________________________________________ 
City:_________________________________________State:__________Zip________ 
Date of Birth:____/____/____  F____  M____  
Social Security#______-______-______ 
 
Patient Relationship to insured:  
Self_____  Spouse_____  Child_____  Other_____ 
Group Plan or Program:__________________________________________________ 
Insurance Company:_____________________________________________________ 
Insured’s ID Number:____________________________________________________ 
Insured’s Policy Group Number:___________________________________________ 
Address:_______________________________________________________________ 
City:_________________________________________State:__________Zip________ 
 
 
If the insured is different from above patient: 
Insured’s Name:_________________________________________________________ 
Insured’s Address:_______________________________________________________ 
City:_________________________________________State:__________Zip________ 
Insured’s Date of Birth:______/______/___________       F_______  M______ 
 
Is patient’s condition related to: 
Employment?     Yes_____  No_____ 
Auto accident?   Yes_____  No_____ 
Other accident?  Yes_____  No_____  
 
If Accidental Injury: 
Accident or injury date:________/_________/_____________ 
State where accident took place:________________________ 
Claim number:_____________________________________ 
 
 


