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Insurance Information 
Patient Name: __________________________________________________________________ 

Person Completing This Form: _____________________________________________________ 

Medicaid Number: 
 

Medicaid/HMO Phone Number: 

Name of Primary Person on Insurance: 
 

Special Needs Coordinator Name/Phone #: 
 
 

Primary Insurance 

Type of Insurance (General health, dental, vision, etc): __________________________________ 

Insurance Company: ____________________________________________________________ 

Policy and Group Number: _______________________________________________________ 

Guarantee Name and Company: ___________________________________________________  

Phone # and Website: ___________________________________________________________ 

Case Manager: _________________________________________________________________ 

Is a prior authorization needed? ____________________________________________________ 

Email and Fax: _________________________________________________________________ 

Secondary Insurance 

Type of Insurance (General health, dental, vision, etc): __________________________________ 

Insurance Company: ____________________________________________________________ 

Policy and Group Number: _______________________________________________________ 

Guarantee Name and Company: ___________________________________________________  

Phone # and Website: ___________________________________________________________ 

Case Manager: _________________________________________________________________ 

Is a prior authorization needed? ____________________________________________________ 

Email and Fax: _________________________________________________________________ 

** Note: We also recommend keeping a copy of the insurance card in your care binder. 


