Direct Reimbursement Benefit Plans

Student Status Verification form

TO BE COMPLETED BY THE INSURED/STUDENT

Insured’s Full Name:_____________________________________________________________

Certificate Number:  _____________________________________________________________

Student’s Full Name: ____________________________________________________________

Student’s Date of Birth:
________________________________

College/University Attending:______________________________________________________

Address, City, State, Zip:  ________________________________________________________

Telephone Number: 
_________________________________________________________

TO BE COMPLETED BY THE REGISTRAR’S OFFICE

Date Student Last Attended Classes:  _______________________________________________

Student is currently scheduled for:

(circle one)

WINTER
SPRING

SUMMER
FALL
of Year:
_____________

(circle one)

SEMESTER
QUARTER
OTHER:
______________

Number of credit hours attempting:




Is the student considered full-time:  
YES / NO

We certify that the above information is correct to our knowledge at this time.

_________________________________________________________________

Signature and Title





Date

Please fax or mail to:







Direct Reimbursement Benefit Plans

P. O. Box 71549

Newnan, GA 30271

(888) 745-3274

(770) 683-1099 Fax

