
NOTE:   Th i s  form i s  u se d i n  l ie u o f  th e pat ie n t ’ s  s ig nat u re o n t h e “R e qu e st  fo r  Paym e nt ”  for m HC FA -15 00 a nd  
is ,  t he re for e,  a n e xt e ns io n o f  t hat  form .   An yon e who m is re p re s en ts  or  fa l s i f i es  e s se nt ia l  info rma t i on i n  
mak i n g c la ims  ma y,  upo n conv ic t io n,  b e s ub jec te d t o  f i ne  a nd  im p r i so nme n t  u nd e r  Fe d er a l  law.  

  906 W e b b St re et  S E  
  Lacey ,  WA   9 85 03  

Ann R. Howie, LICSW, ACSW  Vo ice:   3 60 - 493 -25 86  

  FAX:   36 0 -4 55- 13 18  

 

 

Authorization for Insurance Payment 
 

C l i e n t  I n s u r e d  

Cl ient ’ s  Name:  

 

Insured’s Name:  

Cl ient ’ s  Street  Address :  

 

Insured’s Street  Address :   
 

 

 

 
 

C l ient ’ s  Phone Number :  

 

Insured’s Phone Number:  

 

Cl ient ’ s  Socia l  Secur ity  Number :  

 

Insured’s Socia l  Secur ity  Number:  
 

Cl ient ’ s  Date o f  B irth :  

 

Insured’s Date o f  Bi rth :  
 

Cl ient ’ s  Employer :  Insured’s Employer :  

 

Insurance P lan/Program Name:  

 

Insured’s Group Number :  

 
I  u nd er s ta nd th at  I  am re spo n si b le  to  u nd e rs ta nd t he ty pe o f  in s ur anc e cov e rag e I  hav e.   I n  a dd it ion ,  I  know  
how ma ny v is i t s  a re  co ve re d a n nu al ly ,  my co -p aym en t  amo u nt ,  a n d my an n u al  d e d uct ib l e .   Sho u ld  I  e lec t  to  
us e my h ea lt h  i n su ra nce  be n e f i ts  to  p ay  for  p sy chot h era py,  I  u n d er sta n d  that  m y di ag no si s ,  sy m ptom s,  
h i sto ry ,  a nd su b sta nc e a bu s e ( i f  a ny)  w i l l  b ecom e pa rt  o f  my p erm an e nt  recor ds .   I  un de r sta n d tha t  my  
in s ura nc e com pa ny h as  t he r i g ht  to  acc e ss  a n d copy  a ny  a n d a l l  o f  th i s  i nf ormat i o n,  as  w el l  as  a l l  c l i n ic a l  
docu me n tat ion o f  my t re atm en t .   I  am awar e t h at  i n  som e cas e s  th i s  in forma t io n may b e s u bm i tt ed to  
in s ura nc e da ta ba se s  a n d/ or  to  em plo ye rs  wh e n th e y  ar e  th e p urc ha s er  o f  my  me dic a l/ me nt a l  h ea lt h  b e ne f i ts .  

De p en d in g u po n t he p la n ,  th e t he ra pi st  m ay s u bm i t  b i l l s  d i re ct ly  to  my in s u re r ,  or  we ma y ag r ee t ha t  I  am 
re s pon si b le  for  th is .   In  a l l  s i tu at ion s,  I  u n de rs ta nd th at  my co - paym e nt  i s  d ue a t  th e b e gi n ni n g o f  each  
se s s io n.   I n  th e ev e nt  t hat  my  i n su ra nc e de n ie s  cove ra ge  for  s er v ic e s  r en d er e d fo r  a ny  r ea son,  I  am  
re s pon si b le  for  p ay i n g t h e  out s ta nd i ng ba la nc e.  

I  r eq u es t  t ha t  pay me n t  o f  au t hor iz e d in s ura nc e be n ef i t s  be ma de  on my  b eh al f  to  Ann  R .  How ie  for  a l l  
se rv ice s  f u rn i sh e d by  he r .   I  a ut hor ize  a ny  ho l d er  o f  me nt a l  h ea lt h  i nfo rm a t io n a n d/or  me d ica l  i nfor mat io n  
abo ut  m e to  r e lea s e to  t he H ea lt h  Ca r e F in an c i ng Ad mi n is tra t io n a n d i ts  a g en t s  an y  i nfor mat io n n ee de d to  
de t erm i ne  t he s e be n ef i t s  or  th e b en ef i t s  pa ya bl e  for  re la te d s er v ic es .   I  fur t he r  a u tho r iz e  Ann  Ho wie  to  
commu ni cat e  w it h  my h ea lt h  in s ur anc e  comp an y a n d i t s  ag e nt s  to  o bta i n  in format io n ne e d ed  to  d et er m in e my  
be n ef i t s  or  to  o bt a i n  th e be n ef i t s  pay ab le  for  h e r  s erv ic es .  
 
 

Signature:  ___________________________________________________  D a t e :  _________________________________ 
 Cl ient/Parent/Guardian  


