
Moravian College Insurance Information 
 

To be completed if you have had a change in health care insurance 
 

Student’s Name: _________________________________ Circle:  FR    SOPH    JR    SR    5th Year 
Today’s Date: ___________________________ Sport/Sports: ___________________________________ 
Date of Birth: _____________________________ Cell Phone: ___________________________________ 
Parents/Guardian Name: _________________________________________________________________ 
Home Address: ________________________________________________________________________ 
                         _________________________________________________________________________ 
Home Phone Number: ___________________________________________________________________ 
Emergency Contact: ____________________________________________________________________ 
Emergency Contact Phone Number: ________________________________________________________ 
Family Doctor: _________________________________________________________________________ 
 

Insurance Information 
Insurance Coverage (Primary):____________________________________________________________ 
Identification Number: ________________________ Group Number_______________________________ 
Subscriber’s Name: _____________________________________________________________________ 
Subscriber’s id number: ____________________ Subscriber’s Date of Birth: ________________________  
Address of Insurance Company: ___________________________________________________________ 
Phone Number of Company: ______________________________________________________________ 
 
Insurance Coverage (Secondary):_________________________________________________________ 
Identification Number: ___________________________ Group Number____________________________ 
Subscriber’s Name: _____________________________________________________________________  
Subscriber’s id number: ____________________ Subscriber’s Date of Birth: ________________________ 
Address of Insurance Company: ___________________________________________________________ 
Phone Number of Company: ______________________________________________________________ 
 
 
Employer who Insurance is provided through: ________________________________________________ 
Employer’s Address: ____________________________________________________________________ 
Employer’s Phone Number: _______________________________________________________________ 
 
 
Is this policy an (Please Circle):      HMO     PPO     POS     OTHER 
 
Are there any restrictions to this coverage? 

 


