
BRITTON ASHLEY AREY, MD, MBA 
950 South Coast Drive, Suite 204 

Costa Mesa, CA 92626 
Phone: (714) 556-5004   Fax: (714)556-5960 

E-mail: dr_arey@areymd.com  Website: www.AreyMD.com  
 
 
 

INSURANCE INFORMATION 
Client Name: __________________________________________________________________________ 
     (First)     (Last) 
Client’s Birth Date: ______/______/______   Gender of client: ⁮ Male   ⁮ Female  

Client’s Address (stress/city/zip): __________________________________________________________ 

Client’s Phone: (______) _____________________ Work (______) _________________________ 

Client Status: ⁮ Single   ⁮ Married   ⁮ Other   ⁮ Employed   ⁮ Full-time student ⁮ Other    
(check all that apply) 
(“Policy Holder” refers to the name of the person who holds the insurance plan) 

Client’s relationship to the policy holder: ⁮ Self   ⁮ Spouse   ⁮ Child   ⁮ Other: _____________________ 

Policy Holder Name:  ____________________________________________________________________ 
     (First)     (Last) 
Policy Holder’s Address: _________________________________________________________________ 

Policy Holder’s Phone: (______) _____________________ Work (______) _________________________ 

Policy Holder’s Birth Date: ______/______/______  Gender of Policy Holder: ⁮ Male   ⁮ Female  

Name of Insurance Company: _____________________________________________________________ 

Policy Holder’s ID #: _________________________  Policy Holder’s SS#: _________________________ 

Group #: ___________________________________ 

Name or Type of Plan: ⁮ PPO   ⁮ Indemnity   ⁮ HMO   ⁮ EAP  ⁮ Other: __________________________ 

Phone number for verification of benefits/eligibility (on back of card): (______) ______________________ 

Address to send billing (on back of card): _____________________________________________________ 

Policy Holder’s Employer: ________________________________________________________________ 

What do you know about your deductible amounts?  ____________________________________________ 

Do you know how much of your deductible you have met? ⁮ No   ⁮ Yes, amount: ____________________    

Does your insurance plan cover mental health treatment with a psychiatrist?  ⁮ No   ⁮ Yes 

What is your co-pay, or what percentage of the fee are you responsible for? __________________________ 

How many sessions are allowed in your plan? _______How many sessions were approved? _____________ 

Name of Primary Care Physician: ______________________________  Phone #: (______) _____________ 
 


