Sharon Rukin, PhD, LCPC
7101 N. Cicero, Suite 203
Lincolnwood, Il 60712

If you choose to use your insurance, please fill out the following information

Responsible/Insured Party Information

Name: _________________________________ Date of Birth: _______________________

Home Address: ___________________________________________________________________

City: _____________________________________  State: ____________  Zip: _______________

Home Telephone #: __________________________________________________________

Name of Employer ____________________________________________________________

Relationship between insured party and client:  Spouse ___ Child ___ Self ___


Insurance Information

Name of Insurance Company: _________________________________________________

Member ID number/policy number:____________________________________________

Group or enrollment number: __________________________________________________
Do you have a yearly deductible:    Yes: ___  No: ___

If YES, what is the amount of your deductible? ______________________

Have you met your deductible for the year?  Yes: ___  No: ___

Do you have a mental health deductible?  Yes: ___ No: ___ Unsure: ___

[bookmark: _GoBack]Co-pay amount: _____________ (The copay amount should be paid at each session)

Claims mailing Address: ___________________________________________________

Is the client covered under any other health insurance policy: Yes: ___ No: ___
