HEALTH INSURANCE WAIVER REQUEST CSalt Lake @

. . ommunity
International Student Services C
Taylorsville Campus, STC 101 0 ege
PO Box 30808
Salt Lake City, UT 84130-0808
801-957-4528

All international students on the SLCC Form I-20 are required to enroll in the international health insurance policy
while attending SLCC.
Students who request a waiver of the insurance must demonstrate that they meet one of the approved exceptions
below:

1. The student is a government sponsored student and covered under the government health insurance

policy.
2. The student is a spouse or dependent of someone working in the U.S. and covered under their employment
health insurance policy.

Waiver Process:

1. Students seeking a waiver must submit a waiver request form and provide detailed health insurance
documentation to International Student Services. The detailed health insurance documentation should
include (at minimum): dates of coverage, the annual coverage amount, deductible and out of pocket
expense amounts, mental health coverage benefits, benefits associated with repatriation of remains,
medical evacuation, and accidental death & dismemberment insurance.

2. International Student Services Advisors and Director will review the waiver request.

3. The decision to approve the waiver will be made within one week from the date of receipt of the waiver
form and complete health insurance documentation. Complete waiver requests must be received by
the first day of classes. Students who apply after the deadline will be considered for the following
semester.

4. Students who receive a waiver approval will be notified by College email (Bruin mail) and will have the
insurance charge removed from their account.

5. International students must submit payment for the health insurance on or by the first Friday of

every semester they are enrolled.
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WAIVER REQUEST FORM coalt Lake X3y

ommumty -

Date of Request: CO C&¢

Type of Request: [ ] New/Continuation Request [ ] Updated Request
Student Name:
S Number:
Address:

City, State, Zip:

Phone Numbers: (Cell, work, home)

Email Address: (Bruin mail, other)

Reason for Request: (Select One)

[J My parent or spouse is living/working in the USA and has medical insurance coverage for me.
[l Iam asponsored student and have medical insurance coverage from my sponsoring agency or home government.

Insurance Information

Name of Insurance Company: Policy Number:

Address of Insurance Company:

Start Date of Coverage: End Date of Coverage:

Maximum Annual Coverage:

Deductible or copay amount per illness/injury:

Amount of Coverage for Repatriation:

Amount of Coverage for Medical Evacuation:

Waiting Period for Pre-Existing Conditions: [] Yes [] No

Mental Illness is covered as any other illness: [ ] Yes [ ] No

Acknowledgements (initial each item)

I understand that:

A denied waiver request or failure to provide complete and accurate information will require that I enroll in the
insurance offered by SLCC.

If my insurance coverage ends for any reason, it is my responsibility to notify SLCC within 7 days of the lapse in coverage
and enroll in the coverage and pay the insurance premium for the coverage offered by SLCC.

[ am aware that my personal health insurance policy that is the basis of this waiver request does not provide an exact
match for the coverages offered by the SLCC policy. I have fully explored and compared the differences in coverage and
[ understand the risks associated with requesting this waiver and enrolling in coverage that does not offer benefits that
are equal to the benefits offered by the SLCC policy.

Signature Print Name Date

If student is under 18 years of age, the student’s parent or guardian must also sign this document.

Signature Print Name Date
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