
FILING INSURANCE FOR DR. SANDRA SHACHAR’S CLIENTS
· Most insurance companies cover my services, even though I do not participate as an “in-network provider.”  I am an “out-of-network”/OON  provider, meaning once you satisfy your annual  OON medical expenses deductible, your insurance MAY reimburse you for a portion of my services.   IT IS YOUR RESPONSIBILITY TO CLARIFY WHAT YOUR OON DEDUCTIBLE AND RATE OF REIMBURSEMENT ARE UNDER YOUR PLAN.  

· Many clients who have high deductibles and/or high co-pays prefer to pay for their care personally instead of filing with their insurance for reimbursement.  Many clients also prefer to pay for their care personally so that their information remains confidential.  I cannot guarantee the confidentiality of your records or insurance information once they leave my office.  
· Filing an insurance claim requires that the insured have a mental disorder/behavioral health diagnosis, such as depression, anxiety, ADHD, etc.   Since the Affordable Health Care Act was implemented, having a “pre-existing condition” no longer prevents you from being insured.  However, if you choose to use your insurance for reimbursement, I am required to give you a diagnosis which will be on your health records permanently.   If you seek life or disability insurance, there can be a stipulation that the policy will not insure you if you or your beneficiaries claim a benefit due to your death or disability because of a pre-existing condition.  You will need to check “yes” whenever asked on such insurance applications if you have had counseling, as well as on some job applications, especially those that require a security clearance.  
· If any of these issues concern you, you may choose to not use your insurance.  If you choose to have your insurance reimburse you, I can file claims electronically for you with most plans.  If your plan will not allow electronic filing with My Clients Plus, the HIPPA-compliant system I use, I will provide you with a paper invoice.  
If you would like to use your insurance for reimbursement, please complete the following information and sign at the bottom:

Your full, legal name: ___________________________________________

Insurance company: ______________________________________ 

Insurance’s Provider Phone number:_____________________________________

Your Employer/School: _______________________________

Your Insurance ID: _______________________________________

Insurance Group Number: _______________________________ 

Your Social Security Number:__________-______-_________________

Your Date of Birth: ___________/______________/______________

Your relationship to the Primary Insured (circle one):


Self   


Spouse  

Child 

If not yourself, name of the Primary Insured: 

___________________________________

Address of the Primary Insured,  if different from your own: 

Social Security of the Primary Insured: _________-______-_______________

Date of Birth of the Primary Insured:  ________/_________/_____________

Employer of the Insured: ________________________________________

PLEASE SIGN & DATE AT THE BOTTOM OF THE NEXT PAGE 

Is there Secondary Insurance?  If so, please complete the following: 

Name of Insured: ___________________________________________

Social Security of Insured: _____________-_____________-_______________

Insured’s Address if different from your own or the above insured: 

_______________________________________________________________________________

Insurance company: ______________________________________ 

Insurance’s Provider Phone number:_____________________________________

Insured’s Employer/School: _______________________________

Insured’s Insurance ID: _______________________________________

Group Number: _______________________________ 

I authorize Dr. Sandra Shachar to file insurance claims for me:
PRINTED LEGAL NAME: 

______________________________________________________
SIGNATURE:   __________________________________________________________
DATE: _____________________________________________
