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	INSURANCE INFORMATION
	150 Foal Drive, Roswell, GA 30076

Phone:  678-665-2926

Fax: 770-650-9696

www.bigstridetherapy.com
bernie@bigstridetherapy.com


PATIENT INFORMATION


Name: _____________________________________________ DOB: ______________________________

Address: ________________________________________________________________________________
Phone Number: _________________________________________ Email: ___________________________
Social Security Number: _____________________________ Referring Physician: ______​​​​_________​​​​_____
Physicians Address: _________________________________ Fax Number: __________________________

Primary Diagnosis: _______________________________________________________________________

Secondary Diagnosis: _____________________________________________________________________
INSURANCE INFORMATION


Primary Insurance: _____________________________________Phone Number: ______________________
Address: _________________________________________________________________________________
Policy Holder: _________________________________________ DOB: _____________________________
Policy Number: __________________________________ Account Number: __________________________

Secondary Insurance: ___________________________________ Phone Number: ______________________
Address: _________________________________________________________________________________

Policy Holder: _________________________________________ DOB: _____________________________
Policy Number: __________________________________ Account Number: __________________________

Other PT, OT or SLP providers: _______________________________ Are they billing Medicaid?  ________

Please attach a copy of your insurance card, front and back, and Medicaid form, if applicable
*I authorize the release of any information necessary to process insurance claims to Big Stride Therapy.
*I authorize the payment of insurance claims to be released to Big Stride Therapy.
*I understand I am financially responsible for claims not paid by insurance for services provided by Big Stride Therapy.
Responsible Party: _____________________________________________ Date: ______________________

