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INTERFACE-SAMARITAN COUNSELING CENTERS (ISCC) 

 

PAYMENT INFORMATION 

 
Client Name _________________________________ ISCC FILE # _________________________________ 

 

Guarantor/Person Responsible for Payment ____________________________________________________  

 

Date of Birth ________________________ Relationship to Client __________________________________ 

 

Address ____________________________ Home Phone __________________  OK to Leave Message? Y N 

(if different from client) 

 

City/Zip ___________________________  Cell Phone ___________________  OK to Leave Message? Y N  

 

E-mail: ____________________________  Work Phone __________________  OK to Leave Message? Y N 

OK to send message? Y N 

INSURANCE INFORMATION 

 

Insured’s Name ___________________________________ Date of Birth ___________________________      

 

Relationship to Client______________________________________________________________________ 

 

Name of Medical Insurance Co. _____________________________________________________________  

 

Insurance Mailing Address _________________________________________________________________ 

  

City/Zip ______________________________________   Insurance Phone __________________________    

 

Group #______________________ Policy # ________________________ ID#________________________ 

 

Is Pre-authorization required? Y N  Authorization Code ___________________________________ 

 

Start Date of Authorization _____________________ EAP?  Y N 

 

End Date of Authorization  _____________________ Total # Sessions Authorized _________________ 

 

Secondary Insurance (if applicable) ___________________________ Insurance Phone ________________ 

 

Insured’s Name ____________________ DOB_______Relationship to Client________________________  

 

Group #______________________ Policy # ________________________ ID#_________________________ 
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INSURANCE AUTHORIZATION 

 

I hereby authorize Interface-Samaritan Counseling Centers to release information concerning my 

condition and treatment to my insurers as necessary to obtain verification, authorization, and/or 

payment for clinical services. 

 

 

    _______________________________  __________________ 

    Signature of Client/Legal Guardian  Date 

 

 

INSURANCE ASSIGNMENT 

 

I hereby assign to Interface-Samaritan Counseling Centers all payments for clinical services provided to 

my self or my dependents.  I understand that I am responsible for any deductible, copayments, and 

charges not covered or paid by my insurers.   

 

 

__________________________________  __________________ 

    Signature of Client/Legal Guardian  Date 

 

 

GUARANTOR AUTHORIZATION 

 

I authorize Interface-Samaritan Counseling Centers to disclose to and/or obtain from the Guarantor of 

my account any and only information pertaining to payment for services.  

 

 

__________________________________  __________________ 

    Signature of Client/Legal Guardian  Date 

 

 

SIGNATURE ON FILE 

 

A copy of this authorization and assignment shall be considered as valid as the original, and this 

“signature on file” shall be considered current unless rescinded in writing. 

 

 

__________________________________  __________________ 

    Signature of Client/Legal Guardian  Date 

 

We want to work with you to make the business of your therapy efficient and affordable.  Please be sure 

to notify us immediately of any changes in your insurance policy or benefits. 


