
Allyson Carlson Psy.D. 

dramcarlson@gmail.com 

6144 Route 25A   Suite 23-24 

Wading River, New York, 11792 

631.708.5945   

Insurance Information 
 

Name of Insured: ________________________________________ 
Sex: _______ 
Address:______________________________________________________________________
______________________________________________________________________________ 
Phone: _________________________ 
Date of Birth: ______________________________ 
Employer: ____________________________ 
Insurance Plan Name: ______________________________________________________ 
ID#: ____________________________________ 
Group#:_________________________________ 
 
Is there another insurance?  Yes or No (please circle) 
 
Please provide information if YES 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
I authorize the release of any information necessary to process this claim 
 
_____________________________________________________  
Date: _____________ 
 
 
I authorize payment of medical benefits to Dr. Allyson M. Carlson for services rendered. 
 
_____________________________________________________ Date:_____________ 
 
 
 

 
 
 


