
 
The insurance information below is the PRIMARY insurance for my child.  I understand that CTOA does not file claims with 
any secondary insurance providers. 
 
Date:_______________________  Signature:  __________________________________________________________ 

 
Insurance Update 

 
 
Patient Name____________________________________________________________________   M or F 
 
Date of Birth_____________________ Current Age ___________  
 
Phone (h) ______________________ (cell) _____________________(w) __________________________ 
 
Parent/Guardian________________________________________________________________________ 
 
Address (street) ________________________________________________________________________ 
             
(city, state, zip) _________________________________________________________________ 
 
Insurance Company______________________________________________________________ 
 
Insurance Company Provider Phone Number ______________________ 
 
Insurance Active Date: __________________________ 
 
Policy/Member ID #____________________________    Policy Group #___________________________ 
 
Policy Holder Name _____________________________  
 
Policy Holder DOB_________________________  
 
Policy Holder Employer_____________________________________________________ 
 
 
 
Date: _____________________________                   Form Completed By: ________________________________ 
 
 
 


