
Washington College
Health Services
Queen Anne’s  House
Washington Avenue

Chester town,  MD 21620

Health Insurance Information Form

Student Name (LAST, FIRST M.I.) NEW / RETURNING?

SOCIAL SECURITY NUMBER DATE OF BIRTH PHONE NUMBER MOBILE PHONE NUMBER

Yes, I would like to purchase the Health Insurance offerED by Washington College. 
I understand that my account will be charged for the premium amount.

No, I would not like to purchse the Health Insurance offered by Washington ColleGE.  
Insurance information must be provided below. 		

FATHER’S Name (LAST, FIRST M.I.)

DATE OF BIRTH

MOTHER’S Name (LAST, FIRST M.I.)

DATE OF BIRTH

HOME ADDRESS, CITY, STATE, ZIP

HOME PHONE MOBILE PHONE

EMPLOYER WORK PHONE

EMPLOYER ADDRESS, CITY, STATE, ZIP

HOME ADDRESS, CITY, STATE, ZIP

HOME PHONE MOBILE PHONE

EMPLOYER WORK PHONE

EMPLOYER ADDRESS, CITY, STATE, ZIP

NAME OF INSURANCE PROVIDER POLICY HOLDER’S NAME

INSURANCE COMPANY ADDRESS, CITY, STATE, ZIP POLICY NUMBER GROUP NUMBER

insurance authorization Phone Number Is your insurance a Health Maintenance Organization (HMO)?

Does your insurance require use of a participating physician or health care 
facility?

Is pre-authorization required for 
surgery?

prescription coverage?
co-pay?

Name of Prescription Drug Plan Policy Number

PLEASE ENCLOSE A COPY OF BOTH FRONT AND BACK OF YOUR INSURANCE CARD AND PRESCRIPTION DRUG CARD (if separate card).
 
I hereby certify that the answers provided are true, complete, and correct to the best of my knowledge.	

Signature of student date

Form must be completed & returned to Health Services by due date, to avoid a non-refundable 
insurance charge.


