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College of the Holy Cross 
Waiver of Participation 

Qualifying Student Health Insurance Program 
Academic Year  2008 – 2009 

 
Student Name:  _________________________________________________ College ID#:  ___________________________________ 
 
Home Address:  _________________________________________________ Date of Birth:  __________________________________ 
 
Home City, State, Zip:  ____________________________________________ 

 
Students with equivalent health insurance coverage may waive this insurance by completing this Waiver of Participation.  All students are responsible for checking with 
their insurance company to ensure that they will have coverage while they are attending the College of the Holy Cross prior to waiving participation in the College 
sponsored health insurance policy. 
 
International students may not waive coverage with insurance carriers outside the United States or with coverage from a National Health Service program. 
 
You must agree and then initial all of the following statements in order for the College to accept your Waiver of Health Insurance: 
 

My current insurance carrier is based in the United States and has a US telephone number and address for submission of claims. 
 

My current health insurance plan provides comprehensive coverage of health services, including preventive and primary care, emergency services, 
surgical services, hospitalization benefits, ambulatory patient services, and mental health services. 

 
My current health insurance plan is portable to the Commonwealth of Massachusetts. 

 
  My current health insurance has a minimum of $50,000.00 coverage per accident or injury. 
 
  My current health insurance plan provides coverage for a pre-existing condition. 
 
  My total annual deductible does not exceed $250.00 per year. 
 
  My current health insurance plan provides medical evacuation and repatriation coverage should I be out of the country. 
 
Insurance Company/Health Plan Name:  ___________________________________________________________________________________ 
 
Claims Mailing Address:  _______________________________________________________________________________________________ 
 
Insurance Company Telephone:  _________________________________________________________________________________________ 
 
Does this Insurance Plan cover prescriptions:  _______________________________________________________________________________ 
 
Subscriber’s Name:  ___________________________________ __  Relationship to Subscriber:  _______________________ 
 
Policy #:  _____________ Group #:  __________________ __  Expiration Date:  ________________________________ 
 
I acknowledge that by submitting a Waiver of Participation that I confirm that I am currently enrolled in a health insurance plan and will be continuously insured for the 
academic year, that I have reviewed both plans and have determined the coverage to be comparable.  I further acknowledge that by submitting a Waiver of Participation 
that I will be solely responsible for any medical expenses I may incur and the College of the Holy Cross will not be held responsible for any medical expense. 
 
I certify that the statements made above are accurate. 
 
Signature:  ______________________________________________  Date:  __________________________________________ 
  (Student or Parent/Guardian if student is a minor) 
 
THIS WAIVER OF PARTICIPATION WILL NOT BE ACCEPTED UNLESS EACH BLANK IS PROPERLY COMPLETED!    
Please retain pink copy for your records and promptly return while and yellow copies to the address below no later than July 15, 2008.    
 

College of the Holy Cross 
Office of the Bursar 

1 College Street 
Worcester, MA  01610 

 
If you do not comply and return this form, the College of the Holy Cross is obligated by Massachusetts state law to enroll you in the College’s student health plan and to 
bill you accordingly. 
 
White – Health Service Copy 
Yellow – Bursar Copy 
Pink - Student Copy 


