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2007 / 2009 Cedar Avenue The Learning Gym Phone 310-546-6500
Manhattan Beach, CA 90266 SOl & ADD Counseling & Testing Center Fax 310-546-8929
Dr. Valerie Maxwell, Director

Insurance Questionnaire / Payment Agreement

In order to determine what insurance benefits you have available, we require you to contact your
insurance company at the phone number listed on your insurance card, and ask (and enter below) the following
information. Failure to fill this form out COMPLETELY will disable us from billing your insurance
provider for services rendered. It is your responsibility for any outstanding balance. Psychological
Services and Therapy is a confidential process to which we are legally and ethically bound. However, if you file
for insurance benefits or reimbursement, please be aware that your confidentially may be compromised.

Once you have filled this form out, please return as soon as possible. Please, ask the following questions.

“I AM CALLING TO CHECK MY PSYCHOTHERAPY BENEFITS.”

(Be sure you are transferred to the mental health department, not medical)

1. Is Dr. Valerie Maxwell a provider under my plan? Yes / No
2. Deductible (if none, enter “0”): $
a. (If#2is not 0) Has the Deductible been met? Yes / No

3. Do | need an authorization for mental health? Yes / No

a. (If#3is Yes) What is the authorization number?

b. (If you have an authorization #) How many sessions are authorized to start?

c. What is the start and end dates of the authorized sessions? Start End

4. \What is the maximum number of sessions I’m authorized to use?
5. What is my co-payment?

6. Address to sent Mental Health Claims: 7. Address to send Treatment Reports (to Insurance Co):

8. Phone # Called: Date of Call:

I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO PAY FOR SERVICES NOT COVERED BY MY
INSURANCE, WHETHER BECAUSE | FAILED TO OBTAIN AUTHORIZATION, DENIAL, OR
LIMITATION OF BENEFITS, CO-PAY, ETC. | HEREBY UNDERSTAND THAT IF | HAVE AN
OUTSTANDING BALANCE, | WILL MAKE ARRANGEMENTS TO PAY THE AMOUNT DUE.

Signature Date

Print Name Client Name (Print)



