New Insurance Information Form

Today’s Date / /
Insurance effective date: / /
Policy Holder:
Replaces previous insurance? YES  NO (Please circle one)
Employer of the Insured:
Insured’s DOB: / / SSN:

Phone Number (w/area code):

List all children covered by this insurance. (Patients of IMH Pediatrics only)

Name (first and last) DOB Relationship Primary/
to Insured Secondary

**Please give your insurance card to the receptionist to copy**
**Please inform the receptionist if you have more than one insurance™*



