HSC’s DR. ROBERT E. APPLEBY SCHOOL BASED HEALTH CENTERS At:

Norwalk, Brien McMahon, Briggs High Schools, and Nathan Hale Middle School
INSURANCE VERIFICATION

· Please provide a copy of your current Insurance Card(s), Medicaid Card, Medicaid Managed Care Plan Card and any claim form(s) your insurance carrier requires.

· Type of insurance (check all that applies and complete information below on your child’s coverage.)
Child’s Name: _____________________________________Date of Birth: ________________Sex: _________

INSURANCE:

Primary Insurance:

Carrier Name:______________________________________________________________________________________

Address:___________________________________________________________________________________________

Phone Number:____________________________________

Policy Number: ________________________________Group Number: _______________________________

Effective Date of Coverage: _________________________________

Policy Holder’s Name: ______________________________________________________

Policy Holder’s Date of Birth: ________________________________

Employer: _________________________________________________________________

Phone Number: ____________________________________________

Does the child have Medicaid?             FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No

If yes, Medicaid #                                                                                                                          ________________________________________________________

Have you enrolled in Medicaid Managed Care?  If yes, indicate below the name of the Plan.

__________________________________________________________________________

I authorize the release of any medical information or other information necessary to process appropriate claims for health insurance for covered services under my policy.  I also authorize the payment of medical benefits to the School Based Health Center.

Signed:_____________ _______________________________    FORMCHECKBOX 
 Parent    FORMCHECKBOX 
 Guardian    FORMCHECKBOX 
 Other         
Date:________________
