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STUDENT MEDICAL INSURANCE REQUEST TO WAIVE FORM
(Only for students enrolled Fall 2004)
Request to Waive Forms must be submitted to Office of Insurance and Immunization Records 
by Tuesday, February 1, 2005. 
Name:



          
 



SS# or TC ID:


            

(Please print)  Last/Family 


First/Given
REQUEST TO WAIVE FORM VALID WHEN all of the requested information is provided
· Teachers College students who are required to enroll in Health Services at Columbia and carry medical insurance but have comparable medical insurance coverage may request to waive the Columbia Student Medical Insurance Plan.  HOWEVER, the fee for Health Services at Columbia is mandatory.  
· All approved Request to Waive Forms submitted will remain in effect until August 31, 2005.  
· If you are currently enrolled in Health Services and/or Columbia medical insurance and would like to waive medical insurance, please indicate the appropriate reason for requesting the waiver:

(
Enrollment status change (no longer enrolled in 12 credits or more)

(
Change in mandatory residence requirement (no longer reside in residence hall or NYC)


Please note waiver will NOT be processed until information is updated on your student record with the College.

(
Change in life circumstance (will be covered by comparable insurance)

Name of Insurance Company:






Insurance Telephone:





_______
Insurance Policy Holder:







Policy Number:



____________________________

I am stating that my insurance plan provides comparable coverage and has at least a lifetime benefit of $300,000.  My insurance plan will remain in effect as long as I am registered at Teachers College, therefore, I agree to be legally responsible for any medical expenses incurred during my enrollment at Teachers College after waiving the Columbia Student Medical Insurance Plan.  
SIGNATURE REQUIRED:

By signing this request to waive form for the Columbia Student Medical Insurance Plan, I for myself, my heirs and assigns do waive, release and forever discharge, Teachers College, Columbia University, its trustees, officers, employees and agents, from and against all medical expenses that I may incur and I am aware that I remain responsible for any and all fees for Health Services at Columbia.
Signature







Date
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