
 
 
                                    CENTRAL PARK WEST REHABILITATION CENTER 

                                  INSURANCE INFORMATION 
 
 
 
Patient’s Name:__________________________________________________   Date:____________________ 
 
INSURANCE WE WILL BILL FOR THESE SERVICES: 
 
PRIMARY INSURANCE  
 
Name of Insurance: ________________________________________________________________________ 
 
Address: ___________________________________________ 
 
               ___________________________________________                              Zip:___________________ 
 
Telephone:   (____)  _________ - _____________ 
 
POLICY HOLDER’S NAME :  ____________________________EMPLOYER: ____________________ 
 
ADDRESS if different from patient’s 
 
 _____________________________________________________ 

 _____________________________________________________ 
 
ID/SS#: ________ - ________ - _________                                  Date of Birth: _______- _______ - _______ 
 
PATIENT’S RELATIONSHIP TO POLICY HOLDER:___________________________________________ 

*************************************************** *************************************** 

SECONDARY INSURANCE: 
 
Name of Insurance: _________________________________________________________________________ 
 
Address: _____________________________________________ 

               _____________________________________________ 

Telephone: (______) __________ - ___________ 
 
POLICY HOLDER’S NAME : ________________________________ EMPLOYER:___________________ 
 
ID/SS#: ________ - ______ - __________          Date of Birth:   _______ - _______ - _______ 
 
PATIENT’S RELATIONSHIP TO POLICY HOLDER:___________________________________________ 
 
Ins.Info.  
01/2006 
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