
 

 

Medical Insurance Information Form 

Please return the completed form to Student Health: 

1003 Flint Ave, 1st Floor  

Fax to: (806)743-2122 

E-mail to: studenthealthservices@ttuhsc.edu 

 

Health Insurance 

Name of Student: ___________________________ R Number: ___________ Date of Birth: __________ 

Name of Insured Party (Subscriber name):___________________________________________________ 

Insured Party Social Security Number (Tri-care only): __________________________________________ 

Relationship to Student: ______________________________ Insured Party’s Date of Birth: __________ 

Insurance Company Name: ______________________________________________________________ 

 Phone Number: _________________________________________________________________ 

 Claims Address: _________________________________________________________________ 

 

Policy Number (ID#):____________________________________________________________________ 

Group Number: ___________________________________ Group Name: _________________________ 

 

In case we have any follow up questions please, provide the following information: 

Phone Number: _______________________________ 

E-mail Address: _______________________________ 
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