
Michelle Malloy M.S., MFT 
1107 East Chapman Ave #203 

Orange, CA 92866 
(714) 837-8997 

 

CLIENT INSURANCE INFORMATION 
   
If you plan to use insurance coverage for your care, please complete the requested information 
form below. Please remember that regardless of your insurance coverage, you are solely 
responsible for any charges incurred. Be prepared to provide a copy of your insurance card so 
that we can better follow-up on your coverage and benefits information.   
 
Name of Insurance:______________________________________________________ 
 
 
Telephone of Insurance:__________________________________________________ 
 
 
Name of Insured (self, parent, spouse):______________________________________ 
 
 
Insured’s Social Security No.:______________________Date of Birth______________ 
 
 
Group Number (if applicable):______________________________________________ 
 
 
Name of Primary Client (if different from insured):______________________________ 
 
 
Client’s Social Security No.:______________________Date of Birth________________ 
 
 
Insurance Claims Address:_______________________________________________________ 
 
 
Is pre-authorization or pre-certification required to use your insurance?     Yes   /   No 
 
 
Phone Number for pre-auth/pre-cert:_________________________________________ 
 
 
Pre-auth/pre-cert number:_________________________________________________ 
 
 
Please discuss any relevant insurance information (i.e. you are anticipating a change in coverage, 
etc.): 
______________________________________________________________________ 


