
David Junno Psy.D
Clinical Psychologist

Insurance Information

Name of Patient _____________________________ Date of Birth ____________

If Patient is a child, parent or legal guardian’s name: _____________________________

Patient’s Address: ________________________________ City: ___________________

State: __________ Zip Code ______________ Phone #: ______________________

Work # _____________________ Cell # _______________________________

Name of Insurance: _______________________________________________________

Subscribers Name: _______________________________               

Subscribers Address if different from Patient :_______________________________ 

City: _________________State: ________________ Zip Code: ______________

Subscribers ID#: __________________________ Subscribers DOB: ________________

Group #: ______________    Insurance phone #: ________________________

Authorization #: ______________________ Number of sessions: ______________

I _______________________ give David Junno Psy.D. permission to bill my insurance 
carrier for the cost of my or my child’s psychotherapy sessions with Dr. Junno. I 
understand that to access my insurance benefit, Dr. Junno may need to disclose 
information about my current condition and treatment to my insurance provider. 

Patient:________________________________ Date: __________________

51 Locust Street  Northampton, MA. 01060  
380 Union Street West Springfield, MA 01089

413-586-7559


