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BILLING INTAKE SHEET
Patient’s Name: MRN:

HEALTH INSURANCE

Insurance Company:
Policy/ ID#:
Authorization# (if applicable):
Number of visits:

Effective Date: Termination Date:

WORKER’S COMPENSATION

Employer at the Time of the Accident:
Employer Name:
Employer Address:

Employer Phone#:
Social Security#:
WC Insurance Name:
Insurance Address:

Date of accident:
WCBH#H:
Carrier Claim #:

NO FAULT

Policy Holder:
Policy Number:
Date of Accident:
Claim/ File Accident:
NF Insurance Name:
Insurance Address:

Insurance Carrier Phonett:

Clinical Office:
181 N. Belle Mead Road

b

631.444.BACK (2225
( ) Administrative Offices:

Stony Brook University Medical Center
HSC, Level 18

Stony Brook, NY 11794-8181
631.444.7830



