
Fresh Perspectives Counseling 
2111 Dickson Drive, Suite 22 

Austin, TX 78704 
http://www.fpcounseling.org 

 
INSURANCE INFORMATION 

	
Full Name (as it appears on insurance card): __________________________________ 
 
Insurance Provider: ___________________________________________________________ 
 
Policy/ID Number: ____________________________________________________________ 
 
Group Number: ______________________________________________________________ 
 
Provider Phone Number: (on back of card) ____________________________________ 
 
Mental Health (MH) Phone Number: (on back of card) ________________________ 
 
Do you know if you have a co-pay? If yes, how much? ________________________ 
 
Do you know if you have a deductible? If yes, how much? _____________________ 
 
 
Are you the policy holder?  
     
If YES, you do not have to complete the rest of the form. 
 
If NO, name of policy holder: _________________________________________________ 
 
Birthdate of policy holder: ____________________________________________________ 
 
Address of policy holder (If different from yours):  

______________________________________________________________________________

______________________________________________________________________________ 

 

Phone number of policy holder: ______________________________________________ 


