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INSURANCE FACT SHEET 
 
 

To ensure prompt correspondence from insurance companies, clients should: 
 Provide correct address for filing mental health out-of-network claims  to 3-C Family 

Services 

 Call their insurance company to setup precertification or preauthorization for services 

 Inform the Billing and Insurance Coordinator on the status of claims, both problems and 
successes, in a timely manner 

 Keep up with the number of visits their insurance authorizes 
 

 
3-C Family Services is out-of-network, but as a courtesy to our clients we will: 

 Correctly input the Client’s insurance information into our system  

 Provide a one-time courtesy file to the primary insurance company within 3 business 

days of each date of service  

 
 
Resources: 

 1-800 number on the back of your insurance card 

 Billing and Insurance Coordinator: Ashley Kenney 
o kenney@3cfs.com 
o 919.677.0101  ext. 513 

 Commonly used procedure (CPT) codes: 
o 90801: Initial Intake Evaluation 
o 90806: Individual or Family Therapy Session, lasting 45-60 minutes 
o 90805: Medication Management, lasting 20-30 minutes 
o 90807: Medication Management, lasting 45-60 minutes 
o 90853: Group Therapy  

 
 
Please note that group sessions will not be covered by Horizon Health’s EAP 
authorization numbers. 
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INSURANCE INFORMATION FORM 

All fields are required to be completed on this form 

 
Client Name:               
 
POLICY HOLDER’S INFORMATION 
 

Primary Insurance Company:             

 
Subscriber/ Policy Holder’s Name:            

 
Client’s Relationship to Subscriber/ Policy Holder:          

 
Subscriber/ Identification Policy #:            

 
Group # (if applicable):                

 
Client’s Effective Date on the Insurance Policy:           

 
Insurance Address:              
 

It is the responsibility of the client to provide and verify the correct mailing address for mental health 
claims.  The insurance address listed above will be the address 3-C Family Services will use to submit 
any claims requested for the client listed on this form. 
 
Insurance Phone #:              

 
Policy Holder’s Date of Birth:    / /            Policy Holder’s Gender:  Male   Female 
      MM      DD      YYYY 

 
Policy Holder’s Employer:             

 
Policy Holder’s Social Security Number:           
 
Please choose one of the following options: 
 

 I want 3-C Family Services to assist in filing my insurance claim using “Out of Network” options.  I 
authorize 3-C Family Services to communicate with my insurance provider regarding treatment.  I 
understand that 3-C Family Services will follow HIPAA compliance guidelines regarding confidentiality 
and only provide the necessary information requested by my insurance provider.   
 

 I do not want 3-C Family Services’ assistance with filing my insurance claim. 
 
  
              
Client’s Signature (required for client’s 18 years or older)     Date 

 
              
Parent’s or Legal Guardian’s Signature (required for minor clients 17 years old or younger)  Date 


