
Tamara	Bush	Allen	LLC	

								Tamara	Allen	Bush,	LPC-S,	CSAT-S, CMAT, ICGC-1

P.O. Box 885, Keller TX 76244 	817-713-7223						tamaraallenlpc@gmail.com			tamaraallenlpc.com

_________________________________________________________________________________________________________________________________________________

Insurance	Benefit	Verification	
Date:	_________________________________________	Verification:________________________________	

Patient	Name:	______________________________		DOB:	_________________________________________	

Insured’s	Name:	___________________________				DOB:	________________________________________	

Relationship:		______________________________		Employer:	___________________________________	

Insurance	Carrier:	________________________	 Primary/Secondary:	_______________________	

Mental	Health	Benefits	Carrier:	___________________________________________________________	

Phone:		__________________________________	 Fax:	__________________________________________	

Subscriber	ID:	_______________________________________________________________________________	

Group#:	______________________________________________________________________________________	

Effective	Date:	_______________________________________________________________________________	

Copay:		_______________________________________________________________________________________	

Deductible:	__________________________________	Amount	Met:	________________________________	

Benefits:	payable:	___________________________________________________________________________	

Visits	per	calendar	year:				_______________________	 Used	to	Date?	Y	N			How	many:____	

Precert/Authorization	Required:	_______________	 Precert/Auth#:	_____________________	

OTR:	_______						#Visits:	________________	 	 Effective	Dates:	_____________________	

Reference	name/#:	_________________________________________________________________________	

NOTES:	_______________________________________________________________________________________

*Disclaimer: If your insurance contracts billing to a 3rd party  (Multiplan) entity 

who wants to negotiate my contracted rate, you will be informed, and this will null 

my agreement to bill with insurance for that session and all others going forward. A 

cash pay option will be made available and you may use a super bill to file claims 

with your insurance yourself. 

___________  My initials indicate I have read and agree to the disclaimer.


