
Client Name 

Kuna Counseling Center
145E Deer FlatRd,; Kuna,Jdaho.83634-1323 

208 22� 001

Insurance/Medicaid Information Sheet 

Birth Date 
-----------

-MM--oo-v-v -

Print Parent or Guardian Name Phone Number 
---------- ----------

Client Address 
-------------

Emergency Contact __________ _ 

Emergency Phone 
------------

Primary Insurance Company ____________ ID number _________ _ 

MedicaidQYes QNo If yes, list Medicaid Number: 

If Medicaid is your only insurance please skip to signature line - if not, we need Primary
insured name and date of birth 

lnsured's Name 
----------

Birth Date 
------

Gender:□ Male 0Female 

Primary lnsured's Social Secur-ity-l''Jumber--
----------

I authorize the release of any medical or other information necessary to process an insurance claim. I 
understand that KCC will attempt to get accurate information regarding my mental health insurance 
benefits. I will not hold KCC liable for insurance non-payment due to misquoted benefits. I 
acknowledge I am responsible to know and understand my benefits plan. KCC will file my insurance 
claims for me as a courtesy. I am ultimately responsible for all charges my insurance company does 
not pay, except for contracted network provider discounts that may apply. I also request assigned 
benefits be paid to KCC. 

( Client Signature) (Date) 

(Parent or Guardians Signature) (Date) 
















