
Please Complete this Form and Return to: 
 

Benefit Consultants, Inc. 
13515 Barrett Parkway Drive, Suite 265 

Ballwin, MO 63021 
 

 Full-Time Student Verification Form 
 
Coverage of your dependent is contingent upon full-time attendance in an accredited school and qualification as a 
dependent for federal income tax purposes.  Please certify that the named dependent qualifies as your dependent for 
tax purposes and authorize the release of pertinent academic enrollment information in the spaces below.  Then 
forward this form to the school attended by your dependent.  Claims for group medical benefits cannot be processed 
further until this form is returned. 
 
In the case of a child whose coverage is continuing after age 19 under this provision and who incurs
medically necessary leave of absence from school or suffers a severe illness or injury which prevents
such child from enrolling as a full-time student for the next coverage period, then the child will not
cease to be a dependent before the earlier of: (1) one year after the first day of the medically necessary
leave of absence; or (2) the date on which the child's status as a dependent would otherwise terminate
under the terms of the Plan.  To continue coverage under this provision, the Plan must be provided with
certification from the child's attending physician.
  
 My signature below hereby certifies that the named student is my dependent for federal income tax purposes and 
according to all other terms of the ST. LOUIS GRAPHIC ARTS JOINT HEALTH & WELFARE FUND. 

Participant Name:    

Participant Signature:   

 

TO:   

 (Name of School) 
Signatures below authorize you to release information relative to the status of the named student: 
Student Name:    

Student School ID#:   
   

(Student Signature)  (Plan Participant Signature) 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the case of a child who coverage is continuing after age 19 under this provision and who incurs medically 
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Seal This form must include a college or university seal to be valid. 
 

     

Date:   Signed:  

   Printed Name:  

 Title:  

 Address:  

   

   

 Telephone No.:  

 

   

 

TO BE COMPLETED BY SCHOOL OFFICIAL 

In order to determine if this student qualifies for health coverage, please complete the following information: 
Student’s Name:  Academic Term:   

Full time Student:  Yes     No                   Anticipated Date of Graduation:___________________________ 
Current Semester Began:_______________  Semester Ends:_________________ 
If student is pre-enrolled for next semester as a full time student, please enter the date the next semester begins: 
_______________________, ends:______________________ 
If the current school term was not completed, please indicate the date attendance ceased:  

I certify that the child is enrolled as a full time student during the period(s) currently or pre-rolled for:  _______ 

Requirement for full-time status is:   Units/Hours 




