
‭Synergique Healing, PA‬
‭Behavioral Health & Functional Medicine‬

‭Updating Insurance Information‬

‭PATIENT INFORMATION‬

‭Patient’s Name____________________________ Date of Birth___________________‬

‭Address:_________________________________ Apt#/Unit______________________‬

‭City:______________________________________, State:_______ Zip:____________‬

‭Phone#_______________________ Email:____________________________________‬

‭NEW INSURANCE INFORMATION‬

‭Type of Insurance:‬‭□‬‭PPO‬ ‭□‬‭HMO‬ ‭□‬‭Other‬

‭Insurance Name:________________________________________________________‬

‭Member ID:______________________ Group#:_______________________________‬

‭Provider/ Customer Service Number:________________________________________‬

‭Policy holder’s Name:________________________ Their date of birth:_____________‬

‭Social Security Number:______________________ Relationship to patient:__________‬

‭By signing this document, I attest that all the statements I have made to all the‬
‭questions are true and correct to the best of my knowledge and belief.‬

‭Signature:‬‭___________________________‬ ‭Date‬‭:_____________________________‬

‭Name and relationship to Patients (If differ.):‬‭__________________________________‬

‭*If signed electronically‬‭, Date of Birth of signer:____________‬‭Phone#:____________‬

‭Witness Name: _______________________  Witness Signature: _________________‬

‭8703 Meadowcroft Dr. Houston, TX 77063    P# 713-840-7956    Fax:281-972-8349‬
‭Email: admin@synergiquehealing.com‬ ‭https://synergiquehealing.com/‬ ‭3‬
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