
Phone Intake/Billing Information/Insurance Verification Form

There are two parts to this form:

Part 1:  Phone Intake 

Part 2:  Billing Information and Insurance 

All staff members who may have occasion to take phone intakes should keep a supply of forms handy.  All staff also have the ability to type directly into this form via the version saved in the [name of directory].

Part 1:  Phone Intake (all fields should be filled in on the first phone call.)

· Screens callers,

· Routes clients to the correct therapist/service, and

· Reminds the caller to remind the client/parent to bring in legal proof of custody (unless this is an intact family) and also proof of all household income.  Prompts for requesting these items are on the form.  Secretaries need to make copies of these items for the file at the client’s first visit.

Part 2:  Billing Information and Insurance Verification (BIIV)

· Gathers information we need to verify insurance coverage (so that we know who, where, when and how to bill),

· Provides our billing staff with information needed to bill,

· If the billing Secretary is the person filling out the phone intake, he/she should also fill out necessary information on the BIIV at the same time,

· If the billing Secretary is not the person filling out the phone intake, he/she will need to call the client (unless the client is not insured) to gather the information on the BIIV so that she can verify insurance, and

· If the client has insurance, the Secretary must fill out every field in “Primary Insurance” and “Primary Insurance Verification” sections on the second page of the BIIV.  If the client has more than one insurance carrier, every field in the applicable sections (primary, secondary) must also be filled out.

Depending on the Secretary workload and size of the Therapist caseload in each office, the Secretary must decide when to verify insurance coverage of new clients.  Some offices perform this task on the day of service, and some offices perform this task before scheduling an appointment, or between the scheduling date and the appointment date.

[Organization’s Logo]
	

	REMINDERS

 FORMCHECKBOX 
 Bring proof of income      FORMCHECKBOX 
 Bring proof of custody (if applicable)

	Intake time and date:      

 FORMTEXT 
     

 FORMTEXT 
     

	Intake Questionnaire mailed:      

 FORMTEXT 
          FORMCHECKBOX 
 Will come in early to complete

	


Phone Intake & Billing Information Insurance Verification Form

	Today’s Date:
	     
	Clinic Name:
	     
	Program Name:
	     

	

	Referral Source:   FORMCHECKBOX 
 Yellow Pages      FORMCHECKBOX 
 Relative/Friend      FORMCHECKBOX 
 Received Postcard      FORMCHECKBOX 
 Received Letter

	
	 FORMCHECKBOX 
 Physician      FORMCHECKBOX 
 School      FORMCHECKBOX 
 County Social Worker      FORMCHECKBOX 
 Clergy      FORMCHECKBOX 
 Court System      FORMCHECKBOX 
 EAP or Work

	
	 FORMCHECKBOX 
 Newspaper      FORMCHECKBOX 
 United Way      FORMCHECKBOX 
 Website      FORMCHECKBOX 
 Other (specify)
	     

	

	Does the problem you’re wanting help with have to do with _________________________ issues?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

(Individual offices may change this text for local needs (i.e., pre or post adoption , sexual abuse, RAD, SAFE, etc)

	

	Caller’s Name:
	     
	Relationship to Client:
	     

	

	Client Name:
	     
	Age:
	     
	Sex:
	     
	DOB:
	     

	

	SSN:
	     
	Home Phone:
	(    )      
	Work Phone:
	(    )      

	
	(include area code)
	
	(include area code)

	

	Address (street, city, zip):
	     

	

	Who has legal guardianship:
	     
	DOB:
	     

	
	(Reminder to bring in proof of custody i.e. divorce decree or custody order if applicable)

	

	If child is a minor, indicate with whom he/she resides:
	     

	

	Relationship to Client:
	     
	Is this a foster home situation?
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	

	Previous [org’s name] services used?     FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
	If yes, when?
	     

	
	

	Previous therapy?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	When:
	     
	Where:
	     

	

	Payment Information:
	 (No matter which payment box is selected, all clients must have a fee amount entered – taken from the Fee Agreement)

	

	 FORMCHECKBOX 
 Insurance      FORMCHECKBOX 
 Medicaid       FORMCHECKBOX 
 Medicaid HMO       FORMCHECKBOX 
 EAP       FORMCHECKBOX 
 Self Pay     Fee:
	     

	

	Insurance Name:
	     
	Phone Number on Card:
	     

	

	Subscriber Name:
	     
	DOB:
	     
	Relationship to Client:
	     

	

	Identification Number:
	     
	Group # / Employer:
	     

	

	Address to mail claims (street, city, zip):
	     

	

	Guardian/Person Responsible for Account Balance:



	

	Name:
	     
	Relationship to Client:
	     

	

	Address (Street, City, Zip):
	     

	

	Home Phone:
	(    )      
	Work Phone:
	  (    )      
	

	
	(include area code)
	
	   (include area code)
	

	


	Presenting Problem/Concern/Issues:

	     

	
	
	
	

	Therapy seeking?      FORMCHECKBOX 
 Individual      FORMCHECKBOX 
 Family      FORMCHECKBOX 
 Play      FORMCHECKBOX 
 Couples      FORMCHECKBOX 
 Outpatient      FORMCHECKBOX 
 In-Home

	

	Therapist preference?      FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Either

	

	Intake Taken By:
	     
	Appointment Date & Time:
	     

	

	Therapist Assigned:
	     
	Office’s Consulting Doctor:
	     


	Primary Insurance Verification:

	

	Name of Contact at Insurance Co:
	     
	Date called:
	     

	

	Yearly Benefits:
	     
	Effective Date:
	     
	Lifetime Max:
	     

	

	Benefits (In-Plan):
	     
	Benefits (Out-Of-Plan Provider):
	     

	

	Deductible:  FORMCHECKBOX 
 Yes
	Amount:
	     
	 FORMCHECKBOX 
 No
	Deductible Met:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Pre-auth Required:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	

	Authorization Number (if required):
	     
	Authorized Number of Sessions:
	     

	

	Secondary Insurance Verification:

	

	Name of Contact at Insurance Co:
	     
	Date called:
	     

	

	Insurance Name:
	     
	Phone Number on Card:
	     

	

	Subscriber Name:
	     
	DOB:
	     
	Relationship to Client:
	     

	

	Identification Number:
	     
	Group # / Employer:
	     

	

	Address to mail claims (street, city, zip):
	     

	

	Yearly Benefits:
	     
	Effective Date:
	     
	Lifetime Max:
	     

	

	Benefits (In-Plan):
	     
	Benefits (Out-Of-Plan Provider):
	     

	

	Deductible:  FORMCHECKBOX 
 Yes
	Amount:
	     
	 FORMCHECKBOX 
 No
	Deductible Met:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Pre-auth Required:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	

	Authorization Number (if required):
	     
	Authorized Number of Sessions:
	     

	

	Alternative Person Responsible for Account Balance:

	

	Name:
	     
	Relationship to Client:
	     

	

	Address (Street, City, Zip):
	     

	

	Home Phone:
	(    )      
	Work Phone:
	(    )      
	

	

	Any Additional Notes:
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