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Notice of Change of Address/Insurance/Other
Client Name:  ____________________________________________________________DOB:____________________

Please indicate changes to your address or phone number.  
Effective Date of the Change:____________________
All correspondence will be made to the address and phone numbers provided unless otherwise noted.
Street Address:


City, State, Zip


Home Phone:  (______)


Work Phone:  (______)


Cell: (______)


Other Phone:  (______)


Emergency Contact Name:

Phone:  (______)


Insurance Change
( My insurance has changed – Please copy the card on both sides and bring it to the office.
( I no longer have insurance.

( My New Insurance Information:  (Please provide the insured’s information.  If the client is a child, the insured parent’s information is required.  Billing cannot be completed without this information.)

Insurance Company Name: _________________________ 

Name of the Plan



Insured’s Name: 

Insured's Birth Date:  


Insured’s Address if Different than Client’s: 


Insured’s ID # ______________________________   Group # _______________ Co-pay amount:


Insured’s Employer____________________________ Insured Social Security # 


Your insurance deductible amount? 
  
Was your deductible met for this year?     Y    N
Other
Please indicate any other important changes that are critical:  

____________________________________________
_____________________________________

Client Name






Date

____________________________________________


Parent/Guardian


Cindy R. Richman, M.A., L.P.C.


10 Boulder Crescent Street STE 102H


Colorado Springs, CO  80903


(719) 477-0550 Office (719) 471-7840 Fax








