
 LOCK HAVEN UNIVERSITY HEALTH SERVICES INSURANCE FORM
                                                                                                               
	DATE OF ENTRANCE:     SUMMER   SPRING   FALL   20______             CITIZENSHIP:   US     OTHER
                                                           (CIRCLE ONE)

	LAST NAME                                                              FIRST NAME                                   MI            D.O.B

	HOME ADDRESS (STREET AND NUMBER)                                                                                 

	CITY                                    
	PHONE: (        )

	STATE/COUNTRY
	ZIP
	CELL:     (        )

	EMERGENCY CONTACT:
	PHONE: (        )

	RELATIONSHIP
	CELL      (        )

	SPORT:                                                                                           MEN               WOMEN


INSURANCE INFORMATION (REQUIRED): Attach a copy of all medical/dental cards (front & back) to the form. L.H.U. Health Services is not responsible for any costs not covered by insurance. Please check if your insurance is covered in this area.                              
	LAST NAME                                                              
	FIRST NAME
	MI
	D.O.B

	HOME ADDRESS (STREET AND NUMBER)                                                                                 
	CITY

	STATE/COUNTRY
	ZIP
	PHONE: (        )

	NAME OF PERSON WHO CARRIES YOUR INSURANCE (GUARANTOR)
	D.O.B.
	SS#

	RELATIONSHIP TO STUDENT

	INSURANCE COMPANY NAME
	INSURANCE COMPANY ADDRESS

	CITY 
	STATE/COUNTRY
	ZIP

	INSURANCE CO. GROUP #
	ID#
	PLAN
	HMO   PPO  TRADITIONAL

	PRECERTIFICATION PHONE #
	MEMBER SERVICE PHONE #


OFFICE USE ONLY
	LOCAL ADDRESS

	CITY
	STATE
	PHONE/CELL

	ID#
	DATE RECEIVED:



