
UMD HEALTH SERVICES
PATIENT INSURANCE AND BILLING FORM  

PATIENT INFORMATION
Student ID#:

Patient's Name:
(please print)

Patient's Local Address OR
Residence Hall & Room Number:
(include zip code)

Patient's Cell Number:
(if no cell, local number)

Date of Birth: Age: ____________

Male _____________    Female _____________

INSURANCE COVERAGE:  CHECK ONE
University Plans:

  Student Health Benefit Plan _____________

  Academic Health Center Plan _____________

  Graduate Assistant Plan _____________

  Other Insurance _____________

  (must complete information below)

          Insurance Company Name

          Policy Holder's Name

          Policy Holder's Date of Birth

          Policy Holder's ID #

          Group #

          Insurer's Phone Number

  Self Pay _____________
  (An itemized statement will be sent to you or, at your request, to your parents.  It is your responsibility to 
  process the claim directly with your insurance company.)

BILLING ADDRESS INFORMATION
Charges not covered by insurance are the responsibility of the patient.  Statements should be sent to the 
following address:

Local Address (listed above) _____________          
OR

Name:

Relationship to Patient:

Address:

Phone Number:



ASSIGNMENT OF INSURANCE BENEFITS AND DISCLOSURE INFORMATION

I authorize payment, directly to UMD Health Services (HS), of medical benefits for services rendered, including
major medical insurance.  I authorize refund to the insurance company or health care payer of overpaid benefits 
when my coverages are subject to coordination of benefits.  I understand that I am financially responsible to HS
for charges not covered by my insurance company and I agree to pay all outstanding balances.

HS may use and disclose any medical information necessary to process your insurance claims.

After 120 days from the date of service, any unpaid portion of your bill will be transferred to your student account
stating Medical Services unless other payment arrangements have been made with our department.

SIGNED:  __________________________________________  DATE: _______________________

COPY OF INSURANCE CARD 
(To be copied by Health Services personnel)
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