Joan Rockwell, LCSW, PLLC
2915 Hunter Mill Road, Suite 14, Oakton, Virginia 22124

703-919-9594

joanrockwell.lcsw@gmail.com

Insurance Information
Name:  _________________________________________________     Phone Number: ___________________________________

DOB: ________________________________    Gender: __________ Marital Status: ____________ ___________
Policy Holder: _____________________________________________ Policy Holder’s DOB: _______________________
Relationship of Policy Holder to Client:   FORMCHECKBOX 
 Self   FORMCHECKBOX 
 Spouse   FORMCHECKBOX 
 Domestic Partner   FORMCHECKBOX 
 Child   FORMCHECKBOX 
 Other ____________________
Employer Name: ____________________________________________________________________________________________

Primary Insurance Company:  ________________________________________________________________________________

PO Box or Street: __________________________City: _____________________ State: ________ Zip Code: ________________
Phone Number: ____________________________ Effective Date: ___________________ Expiration Date: _________________
Subscriber ID:  ________________________________________________     Group Number: _______________________________________
Authorization Required:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     If yes, authorization number: ____________________________________________

Policy Holder: _____________________________________________ Policy Holder’s DOB: ______________________________
Relationship of Policy Holder to Client:   FORMCHECKBOX 
 Self   FORMCHECKBOX 
 Spouse   FORMCHECKBOX 
 Domestic Partner   FORMCHECKBOX 
 Child   FORMCHECKBOX 
 Other ____________________

Secondary Insurance Company:  _______________________________________________________________________________
Address:  ___________________________________________________________________________________________________
Phone Number: _______________________________ Effective Date: ________________ Expiration Date: __________________
Subscriber ID: ____________________________________     Group Number: _________________________________________ 
Authorization Required:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     If yes, authorization number: ____________________________________________

Policy Information:
· It is your responsibility to understand your insurance plan’s terms, including coverage, deductibles, co-pays, co-insurance, and if pre-authorization is required. Please contact your insurance carrier to verify if I am an in-network provider and to gather information regarding your payment responsibility. You will find two documents on my website under “Forms” to assist you with this process. For in-network providers open: “Questions to Ask Your Insurance (Iin-network), and for out-of-network open “Questions to Ask Your Insurance (Out-of-Network). 
· If you are dually insured, please be sure to include both insurance companies. Failure to do so may result in unexpected financial expenses and significant time lost in an effort to resolve. You will be responsible to cover any sessions that your insurance companies deny.
· If you miss an appointment or cancel an appointment less than 24-hours in advance, you will be charged a missed appointment fee or late cancelation fee of $75.00. Insurance does not cover missed appointments or late cancelations.
I have read and understand the above information regarding how insurance is handled.  I hereby authorize Joan Rockwell, LCSW to submit insurance claims to the above noted insurance company(ies). Further, I hereby authorize Joan Rockwell, LCSW, PLLC, to release any information needed to process my insurance claim(s).  I authorize the payment of all applicable insurance benefits go directly to Joan Rockwell, LCSW, PLLC.

Signature:  _______________________________________________________  Date:  ___________________________________  
