Student Health Plan Coordination of Benefits Form
Student Information

Name

Student ID

Date of Birth

Phone Number

Mailing Address

Other Health Insurance Information

Policyholder Name

Relationship to Student j

Insurance Company Name

Policy Number / ID

Group Number

Effective Date
Insurance Company Address
Insurance Company Phone Number

Additional Information

Is this other insurance your primary coverage? j

Type of Coverage j

Additional Comments or Information

Signature

Date
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