
Proof of Primary Care Provider/ 

Primary Care Provider Declaration 

I have a Primary Care Provider/have declared a Primary Care Provider. 

Physician’s Name: ____________________________________________ 

Physician’s Full Address: _______________________________________ 

____________________________________________________________ 

Physician’s Phone Number: _____________________________________ 

Signature of Employee or Spouse: ____________________________________ 

Date: __________________________________________ 

Participant Email: ________________________________ 

School: ________________________________________ 
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