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HEALTH INSURANCE APPLICATION
3-Month Extended Dependent Student Coverage

To be-completed and signed by Enrollee

Enmuee's Last Name _First ML Dep@ndent Student's Name ]
Street Addresy Depeadeat Studeat's Social Secarity ﬁmbex:
C.ity State Zip Code Dependent Student's Date of Birth

‘ ;:nrollee'-s Socnﬂ Se;:;lrity N.umber - Dat.e Studentfi Coul;_se Work Completed A

-

Daytime Telephone Number () School's Name .
T certify that the information I bave given s trucand __|School's Sireet Address - -
correct and that this dependent is currently covered . =~ A
under the Empire Plan.
- —__- Date - / /. :'Enrollee's
Signature
City, State Zip Code
School's Telephone Number ( )) )
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RETURN TO:

Newburgh Enlarged City School District
124 Grand Street
Newburgh, NY 12550

Attn:

Health Benefits
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