[image: image1.jpg]YA/LONE STAR_
/< COLLEGE
SYSTEM



         
FIRST TIME WAIVERS AND CHANGE OF INSURANCE     

ISA Reviewed (please initial):_______                                                                    


F-1 International Student Medical Insurance Verification and Waiver Form



LSCS requires that all F-1international students purchase college approved medical insurance.  Only students covered fully by their National Health Plan, Embassy, and Employer or on an LSCS approved Exchange program that is valid and recognized for medical benefits in the U.S. can apply for the WAIVER.  Approval of this plan is also dependent on the plan providing coverage that is equivalent to, or better than, the LSCS mandatory policy.  

In order to receive approval for the alternate medical insurance plan, this form must be submitted to the International Student Advisor a minimum of 30 days before the beginning of the semester.   If this waiver form is not received at least 30 days prior to the beginning date of the semester, you will be required to purchase the mandatory medical insurance and seek a waiver later.  A refund of the mandatory medical insurance will only be granted if this waiver form is received within two weeks of the beginning date of the semester and is accepted and waived by the LSCS Medical Insurance Committee. 
LSCS Medical Insurance Committee must review this form and the required documents submitted to decide on approval/denial of the waiver.  Failure to maintain valid Medical Insurance will result in the student being out of status.  If you knowingly lose your health insurance, you must contact your International Student Advisor and purchase insurance through LSCS.  
Do you currently have a waiver on file from the previous semester?  Has your insurance remained the same?  You may be eligible to complete a ‘Waiver Renewal Application’.  See your International Student Advisor for more information.  
Please attach the following documents to this application:

· Insurance affidavit form 
· A legible copy of your current medical insurance policy 
· A legible copy of both sides of your medical insurance card to this waiver form
· Questions marked “NO” on 2nd page of this application must be accompanied by a signed letter from policy holder stating how expenses will be covered.


1. STUDENT INFORMATION (to be completed by the policy holder/to be completed by the student)   
Student Name:     ________________________________________________________________________

Social Security #: ____________________________________ Student ID#:________________________________ 

Campus Location: 




   Student Email Address: _________________________
Semester the student seeks a waiver?   ____Fall     ____Spring     ____Summer     ____Other 
If you checked other, please explain and provide start date of classes: ________________________  
Address: _______________________________________________________________________________________
City: ________________________     State: _________________________    Zip: _____________________

Phone #: _______________________________________           Fax #: _____________________________________ 

I hereby authorize my insurance company to release the following information to LSCS.
Student Name (Print): 





    Date: _________________________

Student Signature: ____________________________________________________________________

2.  POLICY INFORMATION (to be completed by insurance company representative)
Policy Holder Name: ____________________________________________________________________________ 

Relationship to the Student: __________________________________   Policy #: ____________________________ 
Date Policy Effective:  ________________________________   Expiration Date:  _____________________________

Insurance Carrier: _________________________________________________________________________________

Insurance Carrier Address: _________________________________________________________________________

Phone # of Carrier: ________________________________    Fax # of Carrier: ________________________________

Insurance Representative: Please respond to the following based on the policy coverage.
The student enrolled at LSCS is presently insured and the plan will start from ______________ and will end on _______________________.









YES
NO

Is the plan the student’s primary medical plan?




____
____

1. Medical benefits coverage of at least $50,000 per injury or sickness;

must also include maternity and mental health


____
____


2.  Treatment is at 80% or better




____
____


3.  Coverage for repatriation of remains is equal to or greater than $7,500
____
____


4.  Medical evacuation expenses are equal to or greater than $100,000

____
____


5.  A maximum deductible of $100.00 per year



____
____


6.  Prescription drugs are covered




____
____


7.  Insurance coverage is valid in the USA



____
____

The undersigned certifies that all policy related information to be completed by the insurance representative was completed by me and is true and accurate.  (Failure to provide correct information may result in liability for the insurance company to meet the above items if charges are incurred by the student)

Official Insurance Company Representative: ______________________________________________________


Title:  _______________________________________________
Date: ______________________________


Insurance Company:  _________________________________________________________________________


To be completed by LSCS Insurance Waiver Committee

Waiver Granted: _______________________   Waiver Denied: _________________________Date: _____________

Reason: ____________________________________________________________
Signatures by Committee Members




Director of Risk Management



System Director of International Programs and Services

International Student Advisor/DSO
Please return this form to your International Student Advisor at your campus.
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