
Anna M. Adams Psy.D. 

Center for Social Emotional Wellness Ltd. 

_____________________________________________________________________________________ 

_____________________________________________________________________________________

355 W. Dundee Road, Suite 200 Buffalo Grove, IL 60089 Phone: 847-541-4878 

 

Insurance Release 
Insurance Waiver: 

☐ I will NOT be using insurance.  __________________________  __________________ 

         Signature     Date 
 
If you are using insurance as a form of payment, please fill out completely.  This information is necessary 
for us to submit insurance claims on your behalf.  Failure to provide complete information may result in 
denied claims.   

Patient Name: ______________________________________             Date of Birth____ /____ /____ 

Relationship to insured (Policy Holder): ☐ Self   ☐ Spouse   ☐ Child   ☐ Other: _________________    

Policy Holder Name: ___________________________   

Policy Holder DOB:  ____ /____ /____    Policy Holder Soc Sec #:_____ / ____ / _____ 

Policy Holder Address:__________________________________________________________________ 

City: ______________________      State: ___________________ Zip Code: __________________ 

Policy Holder Phone: _____________________     Policy Holder Employer:________________________  

Policy Holder Employer Address: _________________________________________________________ 

City: ______________________      State: ___________________ Zip Code: __________________ 

 
Primary Insurance Company: ____________________________________________________________  

Member ID: _____________________________ Group:_________________________________ 

Plan Address: _________________________________________________________ 

City: ______________________      State: ___________________ Zip Code: __________________ 

Type of Coverage: ☐ Single   ☐ Family     Type of Plan:  ☐ PPO   ☐ HMO   ☐ EAP    

  
I authorize the release of any information obtained during treatments that is necessary to support any 
insurance claims on this account and secure any payments due to the assignee or myself.  I authorize the 
payment of benefits directly to Anna M. Adams Psy.D. Center for Social Emotional Wellness Ltd. who 
accepts assignment.  I understand that I am responsible for all charges, regardless of insurance 
coverage.  If this release is not signed, you will be responsible for full payment at the time of service. 
 
_____________________________  ____________________  
Patient/Parent/Guardian Signature  Date 
 


