
  
  

  



Insurance Questionnaire / Payment Agreement  

Maria Newson, LMFT 

310-977-4865 

Mnewson@bepresent2.com 

 To determine your Behavioral Health insurance benefits, please contact your insurance company at the phone 

number listed on your insurance card and ask the questions below.  This form must be filled out 

COMPLETELY to bill your insurance company. Psychotherapy is a confidential process, however if you file 

for insurance benefits or reimbursement, please be aware that your confidentiality could be compromised. 

    

“I AM CALLING TO CHECK MY PSYCHOTHERAPY BENEFITS.”  
(Be sure you are transferred to the mental/behavioral health department, not medical)  

  

1. Is Maria Newson, LMFT a provider under my plan?  Yes   /   No   

2. Do I have a deductible (if none, enter “0”): $ ___________  

If yes, has the Deductible been met?  Yes   /   No   

3. Do I need an authorization for mental health?    Yes   /   No   

a. (If #3 is Yes) What is the authorization number?  __________________________________  

b. (If you have an authorization #) How many sessions are authorized to start? ___________  

c. What is the start and end dates of the authorized sessions? Start________ End_________  

4. What is the maximum number of sessions I am authorized to use? ______________________   

5. What is my co-payment? _________ 

      I understand my copayment is due at time of session_____________ (initial). 

Address to send Mental Health Claims:  

____________________________________ 

____________________________________ 

        

  Phone # Called: ______________________  Date of Call: _________________________  

I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO PAY FOR SERVICES NOT COVERED BY MY  
INSURANCE, WHETHER BECAUSE I FAILED TO OBTAIN AUTHORIZATION, DENIAL, OR LIMITATION OF 

BENEFITS, CO-PAY, ETC. I HEREBY UNDERSTAND THAT IF ANY MONIES ARE OWED, I WILL PAY THE AMOUNT 

DUE.  

  

_____________________________________      _____________________________________  
Signature          
  

    Date  

_____________________________________      ______________________________________  
Print Name              Client Name (Print)  
 


