
AAmmeerriiccaann  UUnniivveerrssiittyy  ooff  tthhee  CCaarriibbbbeeaann

If the student does not intend to purchase the health plan offered by Bollinger, Inc., proof of your

comparable health coverage mmuusstt  bbee  pprroovviiddeedd by completing this form. 

_____________________________________________________  (_____-____-_________) is currently enrolled
Student Last Name First Name Middle Initial Social Security #

in the health insurance plan listed below.

Insurance Company Name: ____________________________________ Policy Number:___________________

Subscriber Name: ____________________________________ Relation to Student:______________________

__________________________________________ _____________________________
Student Signature  Date

Return this completed waiver form to either (1) the Business Office (for Basic Science students), or (2) the MEAS (for Clinical Science students) on or before

9/28/07 (for the Fall Term); 2/3/08 (for the Spring Term); and 5/30/08 (for the Summer Term).  FFaaiilluurree  TToo  RReettuurrnn  AA  CCoommpplleetteedd  WWaaiivveerr  FFoorrmm  BByy  TThhee  DDaatteess

SSeett  FFoorrtthh  AAbboovvee  WWiillll  RReessuulltt  IInn  YYoouurr  BBeeiinngg  UUnnaabbllee  TToo  CCoonnttiinnuuee  YYoouurr  EEdduuccaattiioonn  AAtt  AAmmeerriiccaann  UUnniivveerrssiittyy  OOff  TThhee  CCaarriibbbbeeaann  AAnndd  MMaayy  RReessuulltt

IInn  IInnvvoolluunnttaarryy  WWiitthhddrraawwaall  FFrroomm  TThhee  UUnniivveerrssiittyy..


