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WAIVER OF HEALTH INSURANCE COVERAGE FOR
FULL-TIME FOX MBA STUDENTS
	Your (student’s) name:

     

	TUID:

     
	Date of birth:

     

	Local address:

     


	Local phone number:

     
	Local alt. phone number:

     

	Home address:

     


	Home phone number:

     


Please provide information on your outside health insurance policy:
	Insurance company name:

     

	Insurance company address:

     


	Policy member ID:
     
	Policy group number:
     


If you are not the policy holder, please provide the following information:
	Policy holder name:

     

	Relationship to student:
     

	Policy holder address:

     



CONTINUED ON NEXT PAGE

I hereby waive my opportunity to participate in Temple University’s student health insurance plan and I certify that I am covered by adequate outside health insurance.  By signing this form, I certify that all of the information above is true and correct, and I understand and acknowledge that the submission of false information to Temple University is a violation of its student code of conduct and may be subject to discipline up to and including expulsion from the University.
I understand that if I lose my outside health insurance for any reason, I must contact Temple University’s Benefits office immediately.
	Signature:
	Date:      


Please return this form via fax to 215-204-9336 or by mail or in person to:

Temple University Benefits Department

1601 North Broad Street, USB
Room 608

Philadelphia, PA 19122-9988
You may contact the Benefits office at 215-204-1321 with questions regarding student health insurance or visit our website at: www.temple.edu/hr/students
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