
 

 

 
 
 
 
Health Provider:      __________________________________ 
 
 
I specifically request to be assigned a subscriber number other than my social 
security number. 
 
 
 
Employee Name: 
 
Address:            
             
 
Telephone Number:          
 
Social Security Number:          
        
 
 
 
             
  Employee Signature     Date   
 
 
 
 
 
 
 
 

Return Completed Form to: 
 

Human Resources 
UW-Stout 

203 Administration Bldg 
Menomonie, WI  54751 
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