
 
 

Demographics: 

Student Name: _______________________________________________  ID # ________________  Date of Birth: ______________ 

Address: _____________________________________________________________________________________________ 

                 City:____________________________________State:_________________________Zip Code:________________ 

Cell Phone: _____________________________     Other Phone: ____________________________ 

Parent or Guardian: ____________________________________________________   Relationship: _________________________ 

Address: _____________________________________________________________________________________________ 

                 City:____________________________________State:_________________________Zip Code:________________ 

Cell Phone: __________________________ Work Phone: ______________________ Home Phone:____________________ 

Primary Health Provider: ______________________________________________    Years under their care: __________________ 

 Address: _____________________________________________________________________________________________ 

                 City:____________________________________State:_________________________Zip Code:________________ 

 Phone: _____________________________   Fax: _____________________________ 

Emergency Contact if Other Than Parent or Guardian: 

 Person: _______________________________________________________    Relationship: __________________________ 

 Address: _____________________________________________________________________________________________ 

                 City:____________________________________State:_________________________Zip Code:________________ 

Cell Phone: _________________________ Work Phone: _______________________ Home Phone:____________________ 

Insurance Information: 

 Primary Insurance Company Name: _______________________________________________________________________ 

 Member ID #:_____________________________________   Group #: _______________________________ 

 Insurance Company Address: _____________________________________________________________________________ 

               City: _________________________________  State: ________________ Zip Code: _____________ 

 Policy Holder: _______________________________   Student Relationship to Insured:    □ Dependent     □ Self      □ Spouse 

 


