Jasmine Adams, LCSW

3711 Long Beach Blvd. Suite 5039
Long Beach, CA 90807
Licensed Clinical Social Worker, LCSW#26038
Release of Information Form
Name_______________________________________________________ Birthdate____________________________________________________
Address_____________________________________________________
Home phone_________________________________________________ 

Cell Phone__________________________________________________

Email_______________________________________________________ 

Referred by: _________________________________________________
Insurance Subscriber Information: Name______________________________________________________
Relationship to insured________________________________________ Birthdate____________________________________________________
Phone number for Ins. Co._____________________________________
Insurance Type ______________ ID Number ______________________ 
Group Number ______________________________________________
I authorize the release of information necessary to process health benefit claims. If there is a copayment, it will be established upon receipt of explanation of benefits from the primary insurance company, as well as any supplemental insurance, and I will be responsible for it. Additionally, if my insurance coverage changes or benefits run out and sessions are no longer covered, I understand that I am responsible for payment of the full fee.

Signed _____________________________________________ 

Date __________________________________________
*Please provide a copy of insurance card
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