
Private & Confidential

Request for Assessment using Medical Insurance 
Policy 

Please fill out the form below, ensuring that all fields are completed. 

Patient Details 

Name: 

Date of Birth: 

Address: 

Medical Insurance Provider: 

Membership Number: 

Type of Assessment: 

Have you discussed with your insurance provider? 
(if no, please liaise with your insurance provider first before sending us this form) 

Authorisation code for treatment: 

Form completed by: 

I write to confirm that I have completed the form to the best of my knowledge and have 

not falsified any information: 

Signature: 

Name: 

Date: 

Yes   No

Yes  No
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