CLIENT LIABILITY FORM
This form is to be completed for those clients in possession of active insurance
Client Name:     		County of Residence:      		Client ID#:     	|_|Initial
Date:        											
|_|Re-Determination

[bookmark: _GoBack]===============================================================
PART 1: INSURANCE	
											Yes	No
	Does the client have insurance (private and/or public) coverage? 		|_|	|_|
	If insurance has been denied, indicate the date and reason for denial.	


Denied:










	Insurance Company
	Name of Insured
	Group #
	ID#

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



