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Health Net’ STUDENT VERIFICATION FORM

A Better Decision

Last Name First Name
Address
Employee
Information
City State Zip
Name
Employer
Information
Identification # (listed on ID card) Billing Code (03, 04, etc. listed on ID card)
Dependent
Information Last Name First Name
Name of School (Accredited Institution)
School Information City State

| certify that my dependent is a full-time student. | understand that it is my responsibility to notify Health Net within 31
days if my dependent becomes ineligible due to marriage or loss of full-time student status.

Signhature of Employee Date

Health Net of the Northeast, Inc.
One Far Mill Crossing

PO Box 904

Shelton, CT 06484-0944
www.healthnet.com

Ph: 1-800-848-4747

Fax: 1-203-225-4000

NE36654 (4/07) 6013196
Coverage is provided by subsidiaries of Health Net of the Northeast, Inc. and Health Net Life Insurance Co. Coverage may be provided by Health Net of New York, Inc. o
Health Net Insurance of New York, Inc. in New York; Health Net of New Jersey, Inc. or Health Net Life Insurance Co. in New Jersey; and Health Net of Connecticut, Inc.

or Health Net Life Insurance Co. in Connecticut. Health Nef® is a registered service mark of Health Net, Inc. All rights reserved.
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