
|NSURANCE PROGRAMMERS, tNc.
P.O. llox _5817

Wallingford, CT 06492-7617
(800) 446-8646 (800) 827-1703

ln order to consider benefits for your dependent child, who would not othenruise be eligible for coverage under your plan,

we require the lollowing informaiion as verilication ol full-time Student Stalus. We may require completion of this lorrn up

to twicb a year dependint upon when services are rendered. lF A DEPENDENT CHILD WILLINGLY BECOMES INELI-

CTELE TON COVERAGE AS A FUI-L.TIME STUDENT, THEY WILL NOT BE ELIGIBLE TO RECEIVE BENEFITS
UNTIL THE DAY THEY RETURN TO SCHOOL AS A FULL'NME STUDENT.

proof of Student Status is required to process claims for services rendered between:

January 1st and August 31st ' Spring Semester for the Year
september lst and December 31st - Fall semester for the Year

NOTE: proof of student status is required lor EACH perlod during whlch serylces ara rendered.

PLEASE NOTE: WE CAN ONLY ACCEPT STUOENT STATUS VERIFICATION FOR THE CURRENT OR PRIOR

sEmesren(s). pRE-REGtsrRATtoN FoRMs, TUtnoN BtLLs, cLAss scHEDuLEs, REPORT cARDs &
siilotlT I.b. cenos WILL NoT BE AccEPTED. ANY FoRM FOR THE CURRENT SEMESTER MUST BE

COMPLETED AFTER YOUR DEPENOENT CHILD STARTS CLASSES.

The foltowing information is required. Parts A and B must be completed in full. PLEASE PRINT.

INSURANCE PROGRAMMERS, INC.

P O. Box 5817
Wallrngford. CT 06492-7617

StudsAe100
Ae9/,sed:0900

check all coverages that apply for this dependent:
(For ptans administered by lnsurance Prqrammers) O Dental El Vision

sf Insurcd; Date:

r is registered as a FULL-TIME or PART-TIME 

- 

sludent (please check oneJ
the Fall, or Spring, semester which {please anteryearl

and ends 

-l-J- 
(ptease enter monthldaylyear|

Ed date of graduationz I fplease enter month/year)

School Seal Below (REaUIRED):

Pleas€ retum lhb completed torm to:


