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What are your expectations for your child at the Empower School?
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MEDICAL INSURANCE INFORMATION

Patient’s name:  _______________________________________________________________ Date of birth: ________/________/________

Insurance company name:  _____________________________________________________

Certifi cate / policy number:  ____________________________________________________

Group name / plan:  ___________________________________________________________ Group #:  ____________________________

Insurance company address:  __________________________________________________________________________________________
 Street  City  State  Zip

Subscriber’s name:  ____________________________________________________________

Subscriber’s address:  _________________________________________________________________________________________________
 Street  City  State  Zip

Effective date: ________/________/________

Relationship to subscriber (check):  ______ Self ______ Spouse ______ Dependent child

Does your insurance company require referrals:  ______ Yes  ______ No

Name of primary care provider (PCP):  __________________________________________

Address:  ____________________________________________________________________________________________________________
 Street  City  State  Zip

Telephone #: ________–________–________
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