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AUTHORIZATION FOR INSURANCE BENEFITS 

 
  Name of client______________________________________________________________________ 
 
  Name of PRIMARY INSURANCE CARRIER____________________________________________ 
 
 Claims address______________________________________________________________________ 
 
  POLICYHOLDER:   Name____________________________________________________________  
  
      Date of Birth_______________ Telephone number_________________________________________ 
  
  Address___________________________________________________________________________ 
 
 Employer__________________________________________________________________________ 
 
 Insurance ID no.________________________  Group no.___________________________________                                
 
 Name of SECONDARY INSURANCE CARRIER_________________________________________ 
 
 Claims address______________________________________________________________________ 
 
  POLICYHOLDER: Name_____________________________________________________________   
  
 Date of Birth_______________ Telephone number_________________________________________ 
  
  Address___________________________________________________________________________ 
 
 Employer__________________________________________________________________________ 
 
 Insurance ID no.________________________  Group no.___________________________________                                
 
☐	I, ________________________________, authorize payment of insurance benefits from the  
          (Name of Client or Policyholder) 
companies named above to Steven M. Blankman, Ph.D. for all services provided by Dr. Blankman. 
 
☐  I authorize the release to the above insurance companies and their pertinent business partners of any 
information necessary to determine benefits, process claims for Dr. Blankman’s services, and administer the 
health insurance plan. 
 
I certify that the above policies are my only health insurance coverage that would apply to services provided by 
Dr. Blankman. 
 
_____________________________________________                                  __________________ 
             (Signature of Client or Client’s Parent)                                                      (Date) 
 
 
_____________________________________________                                  __________________ 
                   (Signature of Policyholder)                                                              (Date) 


