ASHLAND UNIVERSITY INSURANCE QUESTIONNAIRE


Student 								
			Last Name				First Name				Middle Name


Social Security # 						Date of Birth 


Please indicate the insurance plan you are covered by:
□ Student Insurance Only (medical plan through Ashland University)
□ Parent’s Insurance Only (if student is covered under parent’s medical insurance plan)
[bookmark: _GoBack]□ Both Student Medical Insurance and Parent’s Insurance (parent’s insurance is considered primary)
*Above refers to medical portion of student insurance. Student athletes are covered under the accident insurance and sports plan automatically at no additional charge through AU. 
Insurance information may be submitted by either completing the following information or providing a copy of the front and back of your personal insurance card(s).  If you are covered by student insurance only, please indicate above and return the form.


Primary Insurance

Name of Insured ____________________________ 
Soc.Sec.# _________________________________
Address __________________________________


Birthdate of Insured _________________________
Phone # ___________________________________

Relationship to Student ______________________

Employer _________________________________
Address __________________________________



Employer Phone # __________________________

Insurance Co. ______________________________
Address __________________________________


Insurance Phone #  __________________________

Policy # __________________________________
Group # __________________________________

Secondary Insurance

Name of Insured ____________________________
Soc.Sec.#  _________________________________
Address __________________________________


Birthdate of Insured _________________________
Phone # ___________________________________

Relationship to Student ______________________

Employer _________________________________
Address __________________________________



Employer Phone # __________________________ 

Insurance Co. ______________________________
Address __________________________________


Insurance Phone # __________________________

Policy # __________________________________
Group # __________________________________


If you have medical insurance coverage and the student is not covered, or is partially covered, due to policy limitations, please explain.
__________________________________________________________________________________________________

The information provided in this document is accurate and complete to the best of my knowledge.  I understand that any incorrect or undisclosed information can result in duplicate payments creating a substantial overpayment.  The responsibility of such overpayment will be the obligation of the undersigned.

Parent/Guardian/Student Signature______________________________________________________________

Date ________________
