
PACIFIC UNIVERSITY SDHN0057501A-08
2008 - 2009 Student Health Insurance 
Dependent and Optional Major Medical Enrollment Form

NOTICE: Please only complete this enrollment form if you are purchasing the Dependent coverage or Optional Major Medical
Insurance.

Domestic Students insurance payment is automatically billed $852.00 on the tuition billing statement, unless proof of
comparable coverage is provided with the completed waiver form and granted by the Business Office for Domestic Students.
The Domestic Students must provide their waivers prior to August 13, 2008.  (NOTE: Dependent Coverage is only available to
students enrolled in 6 or more credit hours.)

International Students insurance charge is automatically billed $852.00 on the tuition billing statement, unless proof of other
government or embassy sponsored coverage is provided with the completed waiver form and granted by the International
Programs Office prior to the waiver deadline date (five (5) days prior to the start date of your academic term).

(Please Print)

Student's Name: ___________________________________________________________________________________________
First Middle Initial Last

Mailing Address: ___________________________________________________________________________________________
Street or PO Box City State Zip Code

Permanent Address: ___________________________________________________________________________________________
Street or PO Box City State Zip Code

Email _______________________________________________________ Telephone Number _______-________-________
(A confirmation email will be sent upon enrollment.)

Date of Birth ________/________ /________ ____ Male  ____ Female Cell Number __________-_________-__________
M D Y

Student I.D.__________________________________ SSN _____________ - ___________ - ____________

List Dependents to be insured below.  Dependent enrollment must take place at the initial time of student enrollment or beginning
with the next enrollment period, with the exception of newborn or adopted children.  Dependent coverage is available only if the student
is also insured.  Dependent coverage cannot exceed the coverage of the Insured and expires concurrently with that of the Student.

First Name MI Last Name Date of Birth Gender Social Security #
(M/D/Y) (M/F)

Spouse _______________________   _____   _______________________    ____________   _______   _______-_____-_______
Child _______________________   _____   _______________________    ____________   _______   _______-_____-_______
Child _______________________   _____   _______________________    ____________   _______   _______-_____-_______
Child _______________________   _____   _______________________    ____________   _______   _______-_____-_______

NOTICE TO STUDENT: Coverage will be effective the date the correct charge is received by the Company, or an authorized
representative of the Company or the Effective Date of the coverage period, whichever is later, unless otherwise stated in the Master
Policy.  By signing below, the student acknowledges the following: 1) Payment is not pro-rated other than as listed on this enrollment
form; 2) He/She meets the eligibility requirements for this coverage as described in the Brochure; 3) If it is later determined that the
student is not Eligible, coverage will be deemed to have not been in force and the payment will be returned; and 4) Other than Eligibility
or entry into the Armed Forces, the payment is not refundable.  It is the student's responsibility for timely renewal payments.  This
insurance plan is underwritten by ACE American Insurance Company.

Warning: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information
concerning any fact material thereto, may be subject to prosecution for insurance fraud.

My signature below certifies that I have read and understand the Student Health Insurance Plan brochure and agree to accept it as
applicable to me regarding the terms and conditions stated therein.

Student’s Signature: __________________________________________________________________ Date __________________
(Signature of Student or Parent if Student is under age 18)

Please note this enrollment form cannot be processed unless you make all your coverage selections on the reverse side.
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DEPENDENT AND OPTIONAL MAJOR MEDICAL ENROLLMENT FORM PACIFIC UNIVERSITY
2008-2009

PLEASE CHECK ALL APPROPRIATE BOXES:

Student/Insured Classification: International Student (F-1; J-1; M-1)    Domestic Student     Physician Assitant Program
Internship Program Student    Part-Time Student    Forest Grove Master of Arts Program
Lane County Mastrs of Arts Program                           Credits enrolled______

NOTE: Dependent Coverage is only available to eligible students.
(Student Annual Cost includes an annual administrative fee to be retained by Pacific University.)

Optional Major Medical Coverage increases the maximum benefit from $50,000 to $150,000 Lifetime Maximum Benefit per
Injury or Sickness.  This optional coverage may only be purchased simultaneously and in conjunction with the purchase of
Basic coverage at the time of initial enrollment in the Plan.  Students may purchase optional coverage for themselves or for
themselves and all family members.

PAYMENT INSTRUCTIONS: Make check or money order payable to ACE American Insurance Company in U.S. dollars or refer
to the charge card authorization to charge payment to Visa, MasterCard, or Discover.  Mail this enrollment form along with payment
to Academic HealthPlans, P.O. Box 1605, Colleyville TX  76034-1605.  If you have questions, please call Academic HealthPlans at
(888) 308-7320.  Your cancelled check or credit card billing is your only receipt and notification of coverage.  It is the student's
responsibility for timely renewal payment whether or not a renewal notice is received.

PAYMENT INFORMATION

CHECK # ______________ CHECK AMOUNT $______________
VISA
MASTERCARD CHARGE FULL AMOUNT $______________________
DISCOVER

CREDIT CARD # _______________-__________________-_______________-_________________ Expiration Date ________ / ________
Month        Year

SIGNATURE OF CARDHOLDER: _______________________________________________________ DATE ___________________

PRINTED NAME OF CARDHOLDER: ___________________________________________________ DATE ___________________

$150,000 OPTIONALMAJOR MEDICALCOVERAGE ANNUAL COST ANNUAL COST

Student Under Age 25 $320.00 Student Age 25 and Over $480.00
Spouse $960.00 Spouse $1,440.00
Each Child $320.00 Each Child $320.00

BASIC COVERAGE ANNUAL COVERAGE PERIOD CLASSIFICATION ANNUAL COST

Primary Policy Year 08/20/08 - 08/20/09 Spouse $1,625.00
(Domestic & International Students) 08/20/08 - 08/20/09 Each Child $801.00

Physician Assistant Program 05/15/08 - 05/15/09 Spouse $1,625.00
05/15/08 - 05/15/09 Each Child $801.00

Forest Grove Masters of Arts Program 06/15/08 - 06/15/09 Spouse $1,625.00
06/15/08 - 06/15/09 Each Child $801.00

Lane County Masters of Arts Program 01/01/09 - 01/01/10 Spouse $1,625.00
01/01/09 - 01/01/10 Each Child $801.00


