
  CECILIA ESQUIVEL, LCSW-C      www.ceciliaesquiveltherapy.com  cecilia.esquivel.therapy@gmail.com 240-270-2420 

INSURANCE INFORMATION 
 

1. GENERAL INFORMATION  

Name: ______________________________________________________________________________________ 

DOB: ________________________ Age: __________________ Gender: _________________________ 

Address: ____________________________________________________________________________________ 

___________________________________________________________________________________________ 

Contact (please mark with * the best way to reach you): 

H __________________________________________ W ___________________________________________ 

Cell:  _____________________________________  Email: ________________________________________ 

Emergency Contact (name, phone number, relationship): 
 
___________________________________________________________________________________________ 
 

2. INSURANCE INFORMATION:  
 
Name of Insurance Plan: _______________________________________________________________________ 

ID #: _______________________________________________________________________________________ 

Fill out the following information ONLY if the primary insured is different from the patient): 

Name of Insured: _____________________________________________________________________________ 

DOB if Insured: _______________________________________________________________________________ 

Address of Insured: ___________________________________________________________________________ 

___________________________________________________________________________________________ 

 
3. AUTHORIZATION TO BILL INSURANCE:  

 
I authorize Cecilia Esquivel, LCSW-C to submit claims on my behalf. I authorize the release of any medical or 
other information necessary to process my claims.  
 
 
Signed: _________________________________________________________   Date: ______________________  
 
Name (PRINT): _______________________________________________________________________________ 
 
 


