
 
 

 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 

Complete and sign this application on this page and return it to: 
 

Liana Arnwine 
Graduate SFS; Graduate and Professional Center 

Azusa Pacific University: PO Box 7000 
Azusa CA 91702-7000   larnwine@apu.edu 

 
 

 

Health Center Coverage Information: 
 

 
The Student Health Center supports the university by evaluating, treating, maintaining, and promoting optimal physical, 

mental, and spiritual well-being of the APU student body. The Student Health Center serves as an advocate for patient 
care and promotes individual empowerment to enhance healthy lifestyle choices among patients.  
 

Azusa Pacific University Graduate students who are enrolled at least half time are able to opt in for Student Health
Center Services. The SHC offers primary care services which include but are not limited to:
 

 Physical exams, well women’s exams, treatment for injuries and illness, mental health consultations and 
medications, blood draws, vaccinations, nutrition counseling and minor surgeries.   
 

 For a complete list of our services, please visit the following link http://www.apu.edu/healthcenter/services/. 
            Please also feel free to contact the Student Health Center for further questions at 626-815-2100. 

 

 

Application: 
 

 

Student Information:    
 

APU Student ID                                                                              Date of Birth (MM/DD/YY) 
 

Last Name                                                                                       First Name                                                                         
 

Program of Study                                                     
 

Which term do you want coverage for? (choose only one):             
 

Fall 2014      
            
 

Spring and/or Summer 2015   
 

 

Do you currently have Health Insurance Coverage?             Yes              No 
 

 
In signing this application, I am requesting access to services at the APU Health Center. I understand that my APU 
student account will be charged $120 for the term and that this is a non-refundable service charge. I understand I am 
required to be enrolled at least half-time to take advantage of this service.  

 

 
 

________________________________________________________ 
 
_____________________ 

Signature                                  Date  

 

Health Center Coverage Application 
For Graduate Students  
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