
HELEN MUSCOLO, MA, MFT 
Lic #37642 

3184 Old Tunnel Rd. Suite D 
Lafayette, CA  94549 

(925) 284 - 0618 

INSURANCE INFORMATION FORM 

Insured ID Number:  _____________________   Policy Group #:  ___________________ 

Insurance plan name (Blue Cross, Aetna, etc):  ________________________________ 

Insured’s name:  ___________________________________________________ 

Insured’s address: __________________________________________________ 
   Street address 
   _______________  __________  ________________ 
   City / State   Zip code  Phone  

Insured’s date of birth:  __________________ 

Patient’s name  (if different):  ________________________________________________ 

Patient’s address: _______________________________________________ 

   Street address 
   _______________  __________  ________________ 
   City / State   Zip code  Phone  

Patient’s date of birth:  __________________ 

Is there another health benefit plan? (yes or no):   _______ 

I authorize the release of any medical or other information necessary to process health 
insurance claims.  I authorize payment of medical benefits to the provider listed above. 

______________________________________   ________________ 
Patient or Authorized Person’s Signature    Date


