
Jeffrey Burch 1318 NW 20th Ave, #A4. Portland, OR 97209  (503) 224-9282  jeffrey@jeffreyburch.com

The following information is essential for me to submit your insurance billing

In addition to the following information please provide 
A.  a photocopy of both sides of your insurance card(s) 
B.  a physician's referral
C. ICD-9 diagnostic codes provided by your physician

Client's   Name

 ___________________ __________________ __________________
last.   first middle

Birthdate _________ ________ _________
day month year

Social Security Number _____ ____ _____

Mailing address

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

Home Telephone  (       )_____________________

Work Telephone  (       )_____________________

Cell  Phone       (       )_____________________

e-mail address      __________________________



Client's conditon is realted to

a. Employment      _____ current ____ pervious
___Yes ___No

b. Auto accident
___Yes ___No          In what state? ______

c. Other accident
___Yes ___No

Are you (circle one)

Single

Married

Other

Type of insurance  (circle one)
auto work comp medicare group health plan   other medical 

Insurance company name _______________________________________

Insurance plan name or program  _________________________________

Insurance company address for claims submission

________________________________________

________________________________________

________________________________________

Claims representative name  ___________________________

Claims representative phone  ___________________________



Policy Number ______________________________________

Claim number ______________________________________

Referring Physician Name _____________________________

Address ________________________________________

  ________________________________________

________________________________________

Telephone   (______)_____________________________

Diagnosis number (s)   _________________________________

Date of injury / illness __________________________________

If the client has had the same or similar illness in the past give first date:

_________ ________ _________
day month year

Client's relationship to insured

____self   ____spouse ____child  ____other

Client Status

_____Single  _____Married    _____Other

_____Employed  ___Part time student           ___Full time student

Dates client unable to work in current occupation

From __________ __________ _________
day month year

to __________ __________ _________
day month year



Hospitalization dates related to current condition

From __________ __________ _________
day month year

to __________ __________ _________
day month year

If the client is not the primary insured on this policy please complete  this section
-

Insured's name ____________________ _____________ ____________
 Last First     Middle

Insured's address

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

Social security number   _____ ____ _____

Date of Birth     ______ _______ _____
day month year

Employers name or school ___________________

Insurance plan  ____________________________

Is there another health benefit plan?    _____Yes      ____No

If  yes, complete the  following:



Other insured's name    ______________     ________________     ____________
   Last First Middle

Other insured's policy or group number   ______________________________

Other insured's  date of birth    ________ ________ ________
   day month year

Employer's name or school name _____________________________________

Insurance plan name or program name ________________________________

CLIENT or authorized person's signature
I authorize the release of any medical or other information necessary to process insurance 
claims for me.    I also request payment of government benefits either to myself or to the 
party who accepts assignment.

_________________________________________ ________________
signed date

_________________________________________
printed name

INSURED or authorized person's signature
I authorize payment of medical benefits to the undersigned physician or supplier for 
services described on claim forms the physician or supplier may submit on my behalf.

_________________________________________ ________________
signed date

_________________________________________
printed name


