CENTRAL MICHIGAN UNIVERSITY HEALTH SERVICES
	1.    HEALTH INSURANCE INFORMATION



	STUDENT NAME:___________________________________________________ Date of birth__________________

                             Last                                             First                               Middle      

	HEALTH INSURANCE COVERAGE: Please complete the sections below regarding your current health insurance coverage.  Please attach a photocopy of the front and back of your health insurance card(s) and prescription drug plan card.  You may also fax the information to CMU Health Services: (989) 774-4335.
It is strongly recommended that all CMU students have health insurance coverage.  An optional CMU sponsored student health insurance plan is offered for those who do not have coverage.  Contact our Business Office at (989) 774-3059 for additional information or visit www.firststudent.com.  


	Subscriber’s Name:


	Date of Birth:

	Relationship to Patient:


	Subscriber’s Telephone Number (home/work):

	Subscriber’s Address:                                                                                City:                                                State:                 Zip Code:


	Insurance Company Name:


	Policy/ID/Contract/ Number:                                                                     Group Number:



	Insurance Company Address:                                                                   City:                                                 State:                 Zip Code:



	Insurance Company Phone Number:



	2.   CONSENT FOR MEDICAL TREATMENT OF A MINOR 
Please complete the form below if student is under eighteen years of age.

	Parent or Legal Guardian of:_______________________________________________________________________

                                              Name of Minor (Last, first, middle)

I give my consent for medical treatment of this minor at Central Michigan University Health Services and at other healthcare agencies they may refer this minor to (e.g. Mid-Michigan Radiology Associates (MMRA) and Central Michigan Community Hospital) in the event that such treatment becomes necessary.  I understand that University Health Services personnel will make a reasonable attempt to contact me before initiating treatment.  I specifically give my consent for Mid-Michigan Radiology Associates (MMRA) to transport my child to and from MMRA for the provision of necessary x-rays as ordered by the CMU Health Services physician.  I am aware that the practice of medicine is not an exact science and that no guarantees can be made concerning the results of treatment.  
This consent expires upon my child’s 18th birthday unless revoked in writing.
Signature of Parent/Guardian:_______________________________  Date:_________________________________
 _______________________________________________________________________________________________________

 Printed Name of Parent/Guardian                                                                    Relationship to Minor Patient

 

	In Case of Emergency Contact:

Name:______________________________________________________________

Telephone Numbers:  Home: _________________________________________ 

Cell:                                        Work:
	Return this form by mail to:

                     CMU Health Services
                     Medical Records
                     Foust Hall 200
                     Mount Pleasant, MI 48859
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