Shambhala Wellness

Noelle St. Germain, Ph.D., LPC-S, NCC
215 E. University Drive

Denton, TX 76209



(Complete (*) areas by Provider and fax to Jan at 1-866-447-2959)

*Insurance Co. Name ____________________________________*Telephone #__________________

*Mental Health Carrier & Claims Address________________________________________________

_____________________________________________________________________________________

*Patient____________________________________*Insured__________________________________

*Street_____________________________________ *Street__________________________________











(if different than patient)

*City_________________State____Zip__________  *City_________________State____Zip________

*Telephone No.______________________________ *Telephone No.___________________________  

*Patient DOB ____________________Sex_______  *Insured DOB ________________Sex _________

*Patient SS#________________________________ *Insured SS#______________________________

*ID# ______________________________________ *Group# _________________________________

*First appt. date ____________________ *Visits Requesting__________________________________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

VERIFICATION

Insurance Representative__________________________________ Date__________ Time_________

Effective Date________________________ Type___________________ In/Out Network __________

Patient’s Co-Pay __________________________ Patient’s Co-Insurance_______________________

Deductible $___________________ Met $______________________Not Met $___________________

Out-of-Pocket $_________________Met $______________________Not Met $__________________

Ins. Benefits _________________________________________________________________________

Limitations __________________________________________________________________________

Authorizations Required? ___________________________   # ________ Sessions w/o authorization.  

Have any been used by other providers?  __________________If so, how many: ________________ 

Initial Auth. # (90801&06)______________________________    # of Authorized Visits ___________

Special Instructions ___________________________________________________________________

Authorization Span - from___________________________ to ______________________________    

Information taken by: __________________________________________________Date___________

Patient Insurance Pre-Authorization Form









