
 

 

New Directions Counseling Corp. 
1200 Airport Heights Drive Suite 170 

Anchorage, Alaska 99508 
Phone (907) 929-5258  

 
Client Primary Insurance Information 

 
 
 
 
Patient Name:______________________________ Patient DOB:_________________ 
 
Marital Status:   Married      Single     Other               Gender:   Male       Female 
 
Patient Physical Address:___________________________________________________ 
 
Patient Mailing Address:____________________________________________________ 
 
Patient Phone Numbers: (Home)___________________ (Work)____________________ 

      (Cell)______________________ 
 
Primary Insurance Company:________________________________________________ 
 
Primary Insurance Address:_________________________________________________ 
 
Primary Insurance Phone Number:___________________________________________ 
 
Insurance Policy Number_______________________ Group Number:_______________ 
 
Deductible Amount:__________  Has it been met?_________ Co-Pay Amount________ 
 
Insured’s Name_____________________________________ SSN#_________________ 
 
Relationship to Patient:_______________________ Insured DOB:__________________ 
 
Insured Employer___________________________ How long employed_____________ 
 
 
 
 
 
 
 
 
 
 
 



 

 

New Directions Counseling Corp. 
1200 Airport Heights Drive Suite 170 

Anchorage, Alaska 99508 
Phone (907) 929-5258  

 
Client Secondary Insurance Information 

 
 
 
 
Patient Name:__________________________________ DOB:_________________ 
 
Marital Status:   Married      Single     Other               Gender:   Male       Female 
 
Patient Physical Address:___________________________________________________ 
 
Patient Mailing Address:____________________________________________________ 
 
Patient Phone Numbers: (Home)___________________ (Work)____________________ 
(Cell)______________________  
 
Secondary Insurance Company:______________________________________________ 
 
Secondary Insurance Address:_______________________________________________ 
 
Secondary Insurance Phone umber:___________________________________________ 
 
Insurance Policy Number_______________________ Group Number:_______________ 
 
Deductible Amount:__________  Has it been met?_________ Co-Pay Amount________ 
 
Insured’s Name_____________________________________ SSN#_________________ 
 
Relationship to Patient:_______________________ Insured DOB:__________________ 
 
Insured Employer___________________________ How long employed_____________ 
 
 
 


