BrainHealth Solutions

Insurance Eligibility & Service Referral Form

Patient Name Date of Birth Phone:

Home Address

Email Address

Insurance Company

Insurance Phone:

Member Insurance ID No. Group ID No.

Policy Holder Name Date of Birth

Policy Holder Relationship to Patient

Please CHECK all that apply and LIST details below:

Reason for treatment: Check one: New patient Returning patient

Signature below authorizes BrainHealth Solutions to disclosure information to your insurance company to
check benefits and if benefits are used, to bill the insurance company.

Date
Signature
Send this form and a copy of the
front/backoftheinsurancecardto
Bota4TMS@gmail.com
Print Name

3151 Airway Ave Building R, Costa Mesa, CA 92626
Office Phone: (949) 288-5377 Fax: (774) 209-4466
https://www.brainhealth-solutions.com/
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