
 

Client or responsible party (if application) Initial: _____ 
 

Weekend Behavioral Health 

Dawei Wang, D.O. 

19712 MacArthur Blvd Ste: 110, Irvine, CA 92612 

Phone: (909) 317-8650 Fax: (866) 358-0456 

E-mail: weekendbehavioralhealth@gmail.com 

Website: https://www.weekendbehavioralhealth.com/ 

Insurance Information Form 
 

Client Name: _______________________________________ Date of Birth: _______________________  

Client Address: ________________________________________________________________________  

Client Phone: Home: ___________________ Work: ___________________ Cell: ___________________  

Client SS#__________________ Client gender: _____________ Client marital Status: ________________  

 

Policy Holder Name: ______________________________________ Date of Birth: __________________ 
Relationship to Client (spouse, child, parent, legal guardian, other): ______________________________ 

Policy Holder Address: __________________________________________________________________  

Policy Holder Phone: Home: _________________ Work: _________________ Cell: _________________ 

Policy Holder Date of Birth: _______________________ Policy Holder SS#_________________________  

Policy Holder Gender: ______________________ Policy Holder Marital Status: _____________________  

Policy Holder’s Employer: ________________________________________________________________  

Name of Insurance Company: ____________________________________________________________  

Type of Policy: (HMO, PPO, Indemnity, EAP, other): ___________________________________________  

Member ID #: _______________________________ Group #: __________________________________  

Phone number for benefits verification: ____________________________________________________  

Does your insurance company have mental health benefits? ____________________________________ 
Deductible Amount: ______________________________ Copay: ________________________________  

Number of sessions covered by insurance company? __________________________________________ 

Primary care Physician: Name: ____________________________________________________________  

Phone: _____________ Address: __________________________________________________________ 



 

Client or responsible party (if application) Initial: _____ 
 

Client name (please print): _____________________________________ Date: ____________________  

Client name’s signature: _________________________________________________________________  

 

Responsible party (please print): _____________________________________ Date: ________________  

Relationship between responsible party and client: ___________________________________________ 

Responsible party name’s signature: _______________________________________________________  

 

INTERPRETER’S ATTESTATION (if applicable): I certify that I am fluent in the language of the person 
providing consent. I certify that I have accurately and completely interpreted the contents of this form, 
and that the person giving consent has indicated their understanding of the contents. 

Interpreter Signature: _____________________________________ Date: ________________________ 

 

 

 

 


