INSURANCE INFORMATION 2011

M

MANHATTAN YOUTH BALLET

YB

Please return this form along with a copy of both sideds of your health insurance/prescription plan card(s).

Student Information:

Student name:

Age: D.O.B / / S.S#

Month Day Year

Address:

Primary Insurance Company:

Phone:

Policy #:

Address:

Name of policy holder:

Policy holder Social Security:

Secondary Insurance Company:

Phone:

Policy #:

Address:

Name of policy holder:

Policy holder Social Security:

Phone: (212) 787-1178 * Fax: (212) 787-1098
website: www.manhattanyouthballet.org * e-mail: info@manhattanyouthballet.org 1



