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[image: ]STUDENT-EMPLOYEE HEALTH 
STUDENT REGISTRATION FORM


Please complete the student patient registration and insurance verification form prior to your clinic visit. Print and bring the completed forms to Student Employee Health.
PLEASE PRINT OR TYPE
               
Patient Information:
Birth Date: ___________________        Gender: ____________      Soc. Sec #: ____________________
Last Name: _____________________________   Maiden Name: ______________________________
First Name: ____________________________	 Middle Name: _______________________________
Street Address: ______________________________________________________________________
		    (NO P.O. Box or RR #)		City			State      	Zip
Daytime Telephone: ______________________	  Evening Telephone: __________________________
Marital Status: _________________ M. S. W. D.	Mother’s Maiden: ____________________________
Religion: _________________ Ethnicity: ___________________ Primary Language: _______________

Emergency Contact:			
Relationship to Patient: _______________________________
Last Name: _____________________________	  First Name: ________________________________
Address: ___________________________________________________________________________
	    	Street Address			City			State      	Zip
Home Telephone: _______________________	   Other Telephone: ___________________________

UMMC School Information
Name of School: __________________________________________________________
Supervisor Name: ______________________________ Phone: ____________________

Reason for Clinic Visit
In a few words, please state reason for clinic visit: __________________________________________ ____________________________________________________________________________

STUDENT INSURANCE VERIFICATION FORM

Student’ Name: ______________________________
Student’s I/D #: ______________________________
Student’s Date of Birth: ________________________

Guarantor’s Information (person who owns the insurance):
______ Mother				______ Father 			 _______ Other
Guarantor’s Name: ________________________________________________________
Physical Address: __________________________________________________________
		   __________________________________________________________
Telephone #: ________________________ Cell: _________________________________
Date of Birth: ___________________________   SS #: _____________________________

Guarantor’s Employment Information:
Place of Employment: ______________________________________________
Employment Telephone #: __________________________________________

Insurance Information 
(If you do not have your card, but have it on your cellphone, please complete this section):
Insurance Carrier: __________________________________________________
Insurance ID#: _________________________ Group #: ____________________
Member ID# (if indicated on card): _________________________
Name on Insurance Card: ____________________________________________
Telephone # (on card):_______________________________________________ 
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