
 INSURANCE INFORMATION 

CLIENT’S NAME:_________________________________________________ 

Primary Carrier: Please check one and complete the information requested. 

Name and Relationship of Policyholder: [   ] SELF    [   ] SPOUSE  [   ] PARENT 

_________________________________________________________________________ 

Policy Holder’s Name                          Date of Birth  Social Security 

Number 

INSURANCE CARRIER:____________________________________________ 

ADDRESS:      _____________________________________________ 

     _____________________________________________ 

TELEPHONE #:  ________________________POLICY NUMBER:___________________ 

Secondary Carrier 
Name and Relationship of Policyholder: [   ] SELF  [   ] SPOUSE  [   ] PARENT 

_________________________________________________________________________ 

Policy Holder’s Name                          Date of Birth  Social Security 

Number 

INSURANCE CARRIER:____________________________________________ 

ADDRESS:      _____________________________________________ 

     _____________________________________________ 

TELEPHONE #:  ________________________POLICY NUMBER:___________________ 

The following must be signed in order for us to bill any insurance carrier.  Failure to sign 

both would require us to collect our standard full agency fee at the time service is 

rendered..... 

Assignment of Benefit (Must be signed if fee is less then our standard fee) 

I authorize payment to be made directly to NewBridge for professional services rendered to me. 

___________________________________________ 

Signature / Date 

Authorization for Release of Information: I authorize the release of information to my insurance 

carrier which may be necessary to process my claims. 

____________________________________________ 

Signature   / Date 
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