
I certify that the above-named individual is enrolled as a full-time student for the period indicated above:

_______________________________________________________ ____________________________________________________________
Registrar Name Date

_______________________________________________________ ____________________________________________________________
Registrar Signature Date

Or attach an Official School Receipt, Registration Receipt, and/or Proof of Attendance.

D E P E N D E N T  I N F O RMAT I O N

Dependent Student Name Name of College, University or School

DOB Address

SSN City State Zip Code

Relationship School Phone # Dates of Enrollment

FOR ADMINISTRATIVE USE ONLY

SSN

Last Name First Name MI

Address

City State Zip Code

Home Phone #

Work Phone #

Date of Hire

EM P L O Y E E  I N F O RMAT I O N

(PLEASE PRINT)
COMPANY NAME

DOB

Male Female

Single Married

____________ Supervisor Initials

EFFECTIVE DATE

From: To:

STUDENT VERIFICATION FOR SECONDARY DEPENDENT STUDENTS / FORM: SVSDS–0402

S T U D E N T  V E R I F I C AT I O N

F o r  S e c o n d a r y  D e p e n d e n t  S t u d e n t s

www.axisflex.com

AXIS HEALTH PARTNERS                  TOLL FREE  · 888.417.2947        DIRECT FAX  · 800.476.8496 ·  · 12400 SE Freeman Way  · Suite 102  · Portland, OR 97222


