
 Client Name:  _______________________________

Client Date of Birth:  __________________________

Insurance Information 
Clouse Counseling, LLC/Wildflowers Counseling

Noelle W. Clouse, LMHC 

Email. noellewclouse@wildflowerscounseling.com

 
Client Name:  ________________________________________________________ DOB:  _____________ 

 

Client Social Security Number:  _____________________________________ Gender:  ________________ 

 

Primary Insurance 

 

Primary Insurance Company:  ___________________________________ (Behavioral Health) 

 

Account Number:  ____________________________ Group Number:  _______________ 

 

CoPay for Behavioral Health Care:  ______________________ 
Individual Deductible ___________________Family Deductible _____________________
Has the deductible been met?  __________

 

Account Holder:  _______________________________Relationship to Client:  _____________ 
DOB of Account Holder:  _______________   SSN of Account Holder:  ___________________ 
Address:  ____________________________________________________________________ Primary 
Phone:  ______________________________ Type of Phone:  ___________________ 

 

Employer:  _______________________________________________ 
Employer Address:  ____________________________________________________________ 
Employer Phone:  __________________________    Occupation:  _______________________ 

 
Secondary Insurance (if applicable) 

 

Primary Insurance Company:  ___________________________________(Behavioral Health) 

 

Account Number:  ____________________________ Group Number:  _______________ 

 

CoPay for Behavioral Health Care:  ______________________ 
Account Holder:  _______________________________Relationship to Client:  _____________ 
DOB of Account Holder:  _______________   SSN of Account Holder:  ___________________ 
Address:  ____________________________________________________________________ 

 

Primary Phone:  ______________________________ Type of Phone:  ___________________ 
Employer:  _______________________________________________ 
Employer Address:  ____________________________________________________________ 



Employer Phone:  __________________________    Occupation:  _______________________ 
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