[bookmark: _GoBack]Medical
Insurance Information
(We do not take Dental, Vision, or Medicaid cards) 

Student Name: ______________________________________________________
Bear Pass Number:  _________________________________
Is this a change of insurance from what we have on file:   Yes   ___          No ___
If this is a change of insurance when did it go into effect: ____________________
Name of Primary Insurance: ________________________________________
 Address to submit Claims: _________________________________________                               
                                     ID Number: ___________________________________
                                      Group Number: _______________________________
Policy Holder Name: _____________________________________________
                         Address: __________________________________________
                         City and State: ______________________________________
                         Zip Code: ___________________________________________
Is the Policy Holder your:  Mother__ Father__ Other_______________________

Name of Secondary Insurance: _________________________________________
Address to submit claims: _____________________________________________
ID Number: ______________________________, Group Number: ______________
Policy Holder Name: __________________________________________________
                          Address: _______________________________________________
                          City and State: ___________________________________________
                           Zip Code: ______________________________________________
Is the Policy Holder your: Mother ____Father ____Other____________________ 

                     Please bring this filled out with your insurance card
