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Name: Date:
Address:
City/State/Zip:

| D#:
Group#:

Dear

In order to process your claims, we have changed the steps we use to gather Full Time
Student information. To maintain coverage for your dependent owver the age of 19, please
attach a CLASS SCHEDULE, GRADE CARD, OF LETTER FROM THE ACCREDITED SCHOOL'S BREGISTRAR which
include= the HUMBER O0F CREDIT HOURS TAKEH, CURREHT SEMESTER, HAME OF SCHOOL AHD STUDEHT'S
HAME to this letter. To continue coverage without interruption, your dependent's full time
student status must be submitted every Fall, 3pring, and Sumeer.

Student Name:

Term:

PLEASE BE ADVWISED: IF WE DO WNOT RECEIVE THI3 INFORMATICNM FROM YOU WITHIN THE 3EMESTEER, ANY
CLATMS RECEIVED WILL BE DEMIED AND WILL REMATN YOUR RESFCON3IIBEILITY.

If vou have any dquestions, please contact Medical MNetwork Eligikbility by going to
wWW. mnynednet . com and select Contact Us, then Email.

Date:

Jignature:

Zincerely,

,.ff_.jf'.'}/'- = W e A

Li=a Stewvens
Eligibility & Enrollment Zpecialist
Liza.3tevensimemhospos. org
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