
6-1-2014 

INSURANCE INFORMATION 

Provider:  Winifred Hentschel, 22 Hilliard St., Cambridge, MA 02138 

 

Name: __________________________________________________________________ 

Date of Birth: _______________________________ 

Address:   _______________________________________________________________ 

________________________________________________________________________ 

Cell Phone: ___________________________ 

Home Phone:  _________________________ 

Email: __________________________________________________________________ 

Single_______  Married_______  Partnered_______  Divorced______  Separated______ 

Emergency contact:  _______________________________________________________ 
Relationship: ____________________________________________________________ 
Phone: _______________________________ 

PCP (primary care physician) _______________________________________________ 
Phone: _______________________________ 

Name of referring clinician (if applicable) _____________________________________ 
Phone: _______________________________ 
 
Insured/Responsible Party 

Primary insurance company:_________________________________________________ 
Member I.D.__________________________ 

Primary subscriber: _______________________________________________________ 

Relationship to insured: Self______ Spouse_____ Partner _____ Child _____Other_____ 

Secondary insurance: ______________________________________________________ 
Member I.D.__________________________ 
 
 
 
Signature: ___________________________________________ Date:_______________ 
 


