































Client’s Telephone:  X ___________________________

Medicaid?      (Yes        ( No    If yes, Number ____________________  


Please sign in both places and complete the requested information below if you want us to file your health insurance.  If you have questions, please ask the clerk for an explanation. 

RELEASE OF INFORMATION

I authorize release of any medical or other information necessary to process health insurance claims.

X_______________________________________


X_________________________________

     Client/Insured or Authorized Person



      
    
                       Date

ASSIGNMENT OF BENEFITS

I authorize the release of medical insurance benefits to the Sample County Health Department for medical services provided.  NOTE:  Any balance left unpaid by the insurance company is the client’s responsibility and will be billed based on the current sliding fee scale.
X_______________________________________


X___________________________________

          Client/Insured or Authorized Person



  
 
                        Date

*********************************************************************************************

Insured’s Name:X ___________________________

DOB:X______________________________



   (person whose name the policy is in)

Effective Date of Insurance (when did it begin): X ___________________________________________
Insured’s address:  ________________________________________________

Insured’s Telephone : X_________________________       SS/ITIN#:  X _______________________________

Insured’s Employer:X _____________________________  
   Work Phone No: X ____________________

Insured’s Relationship to the Patient being seen today:  X   Self    Parent     Spouse      Other ________________
Ins. Co No: ______________________                 





Ins. Co. Name: _______________________





THIRD PARTY INSURANCE RELEASE FORM


_____________ COUNTY HEALTH DEPARTMENT





Place


Patient Address 


Label Here





Place 


Patient Name


Label Here











THIS FORM NEEDS TO BE FILLED OUT IN ITS ENTIRETY BY CLIENTS OF THE ________________ COUNTY HEALTH DEPARTMENT IF THEY WANT A CLAIM TO BE FILED WITH THEIR HEALTH INSURANCE COMPANY.  PLEASE NOTE THAT WHEN A CLAIM IS FILED, AN EXPLANATION OF BENEFITS (EOB), WHICH INCLUDES SERVICES RENDERED AND DIAGNOSIS, WILL BE SENT TO THE INSURED’S HOME ADDRESS BY THE INSURANCE COMPANY.  THIS MAY INCLUDE STD AND FAMILY PLANNING SERVICES.      


    (Pt. Initials)X __________________ 








