
SCHOOL DISTRICT OF ST. CROIX FALLS 

VOLUNTEER  

PROOF OF PERSONAL MEDICAL INSURANCE COVERAGE 

530 EXHIBIT C 

 

 

 

Proof of Personal Medical Insurance Coverage 

 

 

Name of Volunteer _______________________________________________ 

 

Name of Insurance Company ____________________________________________ 

 

Policy Number ______________________ 

 

My signature below indicates that the coverage above is current and in force. 

 

 

Signature _________________________________________ Date _________________ 

 

  

 


