361-992-9624
Alan T. Fisher, Ph.D., P.C.

             Psychologist                           

  5656 South Staples Suite 302

Corpus Christi, Texas 78411

INSURANCE ASSIGNMENT
DATE_______________________

NAME________________________________________________________________________

                        (First)                                              (Middle)                                      (Last)

SOCIAL SECURITY #:________________________DATE OF BIRTH:______________AGE:_______

PHONE:  Home (_____)_____________ Work (_____)_______________ Cell (____)_______________

IF A MINOR, PLEASE GIVE THE FOLLOWING INFORMATION:

FATHER’SNAME:_______________________________________________________________

                                                  (First)                                              (Middle)                                      (Last)

PHONE:  Home (_____)_____________ Work (_____)_______________ Cell (____)_______________

FATHER’S SOCIAL SECURITY #:________________________DATE OF BIRTH:______________

MOTHER’SNAME:_____________________________________________________________

                                                  (First)                                              (Middle)                                      (Last)

PHONE:  Home (_____)_____________ Work (_____)_______________ Cell (____)_______________

MOTHER’S SOCIAL SECURITY #____________________DATE OF BIRTH:__________________

I hereby authorize the release of any medical information necessary for the processing of insurance claims. I hereby assign all medical benefits to which I am entitled, to Alan T. Fisher, Ph.D.  This assignment will remain in effect until revoked by me in writing.

___________________________________         _____________________________________

Signature                                                               Signature (Parent or Guardian in case of Minor)

I understand that Dr. Fisher will bill my insurance company as a courtesy but the responsibility for payment is mine.  I agree that if my insurance company does not remit payment to Dr. Fisher within 60 days, that I will pay my account.

___________________________________         _____________________________________

Signature                                                               Signature (Parent or Guardian in case of Minor)                           
