
 

        

                   
 

 

  

Student Coverage Questionnaire 

 MEMBER INFORMATION 

Member’s identifcation number 

DEPENDENT’S INFORMATION 

Last name First name MI Date of birth 

Relationship to member Is dependent 
 Single     Married     Divorced     Separated 

Is dependent employed 
 Yes     Full-time     Part-time     No 

List any other group insurance or pre-payment program the dependent is covered under 

DEPENDENT’S SCHOOL INFORMATION 

Is the dependent a full-time student? 
 Yes      No 

School name 

Type of school (college, trade, etc.) School address 

Expected date of graduation Expected date of full-time course completion? 

Was the dependent a full-time student at an accredited school who is now on a leave of absence from the school due to illness or injury? 
 Yes      No 

If yes, what is the name of the school attended prior to the medical leave? What is the date the medical leave began? 

(You must also attach a letter from the student’s doctor which documents his/her illness or injury and certifes to the medical necessity of the leave of 
absence from the school) 

I HEREBY CERTIFY THAT THE ABOVE IS CORRECT TO THE BEST OF MY KNOWLEDGE 

Signature of subscriber Date 

I understand that any person who knowingly and with intent to defraud any insurance company or other person fles an 
application for insurance or statement of claim containing any materially false information, or conceals, for the purpose of 
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall 
also be subject to a civil penalty not to exceed fve thousand dollars and the stated value of the claim for each such violation. 

WHEN FORM IS COMPLETE 

Return to Brenda Leitt 
Schalmont CSD District Office 

Please note: For contracts issued or renewed on or after October 9, 2009, health plans are required by federal law to continue coverage for students who begin 
a medically necessary leave of absence from a post secondary institution or who experience a change in enrollment status as a result of a serious illness or 
injury during that plan year.  If your dependent is a dependent under your plan and meets the requirements for a medical leave of absence, your dependent’s 
coverage will be extended to the earlier of (i) 12 months from the date the medical leave (or change in enrollment status due to serious illness of injury) began 
or (ii) the date on which the coverage would otherwise terminate under the terms of your plan. To be eligible for this continued coverage, the dependent must 
be enrolled in the plan on the basis of being a student immediately before the medical leave begins and the treating physician must certify in writing as to the 
medical necessity of the leave of absence (or other change of enrollment).” 
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