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SERVICES & EDUCATION WWW.CASEFAMILY.COM

Dear Parents,

Below are the steps needed to get a pre-authorization for Friends’ Club services from your insurance
company.

Please note: We may not be authorized to perform service with every insurance company and or plan but
C.A.S.E., Inc. is going to try their best to get you authorized. One last thing, it is best to get a pre-
authorization before attending any Friends’ Club sessions as you are responsible for the fees if your
insurance company will not cover the service.

Step 1: Get a referral note from a primary doctor

Most insurance companies will not give a pre-authorization without a referral from your primary care
physician. This means your internal medicine doctor; pediatrician or primary care physician will have to
fax or mail in a request to your insurance company stating that they would like C.A.S.E., Inc. to perform
group therapy with your child/teen. Below is an example letter:

To Whom It May Concern:

I, Dr. Sher Lippert, M.D., am requesting that C.A.S.E., Inc. perform group therapy for Evan Lyon at their
offices.

Thank you,
Sher Lippert, M.D.

Step 2: Fill out an insurance intake form and HCFA form

The insurance intake form and HCFA need to filled out so that we have all personal information needed
on your child/teen to bill insurance.

**Both forms are attached to this packet.

Step 3: Copy vour insurance card

Please give C.A.S.E., Inc. a copy of your child’s insurance card (front and back). The front will give us
your child’s member ID and the back of the card will tell us where to mail claims as well as give us a
provider help line number. We will also need this for our records.

Thank you for your cooperation in this matter. Your help makes it possible for us to work with your
insurance company. If you have any questions, please contact me at (760) 720-4964.

Thank you,
Maria Lyon

Insurance Liaison
Comprehensive Autism Services and Education, Inc.
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Insurance Questionnaire

1) Name of patient/client:

2) Name of insured:

3) Medical Insurance Company:

4) SSN of Patient/Client:

5) Home Address:

6) Home Phone Number:

7) SSN of Insured:

8) Insured’s Employer:

9) Employer’s Address:

10) Type of Coverage: PPO or HMO (circle one)

11) Co-pay:

12) Family Doctor:

Address:

Phone Number:

13) Referring Physician:

Address:

Phone Number:

14) Did you include a copy of your insurance card (front and Back)? Yes / No (circle one)
We would be happy to make a copy of your insurance card in our office.
If you answered “No”, please provide claim administrator address and group #.
Administrator Address:

Group #:
Subscriber/Member #:

**Patient and/or Parent or Guardian is responsible for amount not covered by insurance.

Date: Date:

Signature of Patient Signature of Parent/Guardian
(If over 18 years of age) (If patient under 18 years of age)
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