
 
 

 
	
  

INSURANCE INFORMATION 	
  
 
Patient	
  Information	
  
Last	
  name:	
  _________________________First	
  name:	
  ___________________M:	
  ____________	
  
Date	
  of	
  birth:	
  __________________________________________________________________	
  
Mailing	
  address:	
  ________________________________________________________________	
  
City:	
  _____________________________________State:	
  __________Zip:	
  __________________	
  
Hm	
  phone:	
  ___________________________Wk	
  phone:	
  ________________________________	
  	
  
Cell:	
  ____________________________________Fax	
  #:	
  _________________________________ 
 
Insurance	
  Company	
  Information	
  
Insurance	
  company:	
  _________________________Policy	
  #	
  	
  _____________________________	
  
Mailing	
  Address:	
  ________________________________________________________________	
  
City:	
  _____________________________________State:	
  __________Zip:	
  __________________	
  
Phone:	
  ________________________________________________________________________	
  
 
Card	
  Holder	
  Information	
  
Last	
  name:	
  _________________________First	
  name:	
  ____________________M:	
  ___________	
  
Date	
  of	
  birth:	
  __________________________________________________________________	
  
Mailing	
  address:	
  ________________________________________________________________	
  
City:	
  ____________________________________State:	
  __________Zip:	
  ___________________	
  
Hm	
  phone:	
  __________________________Wk	
  phone:	
  _________________________________	
  	
  
Cell:	
  ___________________________________Fax	
  #:	
  __________________________________	
  
Employer:	
  _____________________________________________________________________	
  
 
 

HIPAA	
  RELEASE	
  
 

I	
  hereby	
  authorize	
  the	
  release	
  to	
  my	
  insurance	
  company	
  and	
  other	
  practitioners	
  
pertinent	
  information	
  related	
  to	
  my	
  claim	
  and/or	
  treatment.	
  
	
  
Print	
  Name:	
  ________________________________________________________	
  
Sign	
  Name:	
  _________________________________________________________	
  
Date:	
  ______________________________________________________________	
  

 

 
 

Nourishing	
  Wellness	
  
280	
  Main	
  Street	
  (on	
  Lovering	
  Lane)	
  

New	
  London,	
  NH	
  03257	
  
Mailing:	
  PO	
  Box	
  185	
  
Springfield,	
  NH	
  03284	
  

603-­‐526-­‐8162	
  
	
  

Linda	
  Howes	
  
Certified	
  Nutritionist	
  

Holistic	
  Health	
  Practitioner	
  
Certified	
  Body	
  Ecologist	
  
www.NourishingWellness.net	
  	
  

	
  
	
  


