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Applied Behavioral Concepts, Inc
Insurance Billing Inquiry

Child’s Name: _______________________________	DOB: ______________________
Diagnosis: _____________________	_____	 	Gender: ______________________
Name of Primary Insured: ____________________	       Phone: ______________________
Parent/Guardian DOB: ______________________	Gender:__________________________
Address: __________________________________________________________________
City: ____________________	State: _________	Zip: _________________
Primary Contact: ____________________________ Relation to Child: ____________________
Email: ____________________________________________________________________
Primary Insurance
Insurance Provider: _______________________________________________________
Please provide a copy of the front and back of the insurance card.
Policy number: _______________________________ 	Group Number: ________________
Case Manager: _______________________________	Other Contact: _________________
Is there a secondary insurance provider?		Yes			No
Secondary Insurance
Insurance Provider: _______________________________________________________
Please provide a copy of the front and back of the insurance card.
Policy number: _______________________________ 	Group Number: ________________
Case Manager: _______________________________	Other Contact: _________________
- - - - - - - - - - - - - - - - - - -  - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
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