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Virginia Commonwealth University School of Medicine
ALTERNATIVE INSURANCE COMPLIANCE FORM 

This form is designed to assist students in complying with the Virginia Commonwealth University School of Medicine policy requiring all medical students to have health insurance. Virginia Commonwealth University makes available to students a basic healthcare policy.  This policy sets the minimum health insurance requirements for enrolled medical students.  Students may opt to purchase health insurance through the provider contracted with VCU or with an independent agency. If a student wishes to purchase an alternate policy, he/she must document the proposed policy provides benefits that meet certain requirements.

INSTRUCTIONS TO STUDENTS:   Please ask your insurance company to complete this form and return it to: Marta Leiva at the VCU School of Medicine, Office of Student Affairs, P.O. Box 980565, Richmond, Virginia 23298-0565.  FAX (804) 828-5115/Phone (804) 827-1260.  The proposed alternate policy must have a Claims Agent in the United States.  The insurance company must verify that the basic benefits listed on the following pages are included in your health insurance policy; if any of those benefits are not covered, a hold will be placed on your registration until we have proof of sufficient coverage.  The hold means that you cannot attend classes or participate in clinical activities and you will not receive Financial Aide.  Please allow sufficient time for processing this form.

RELEASE INFORMATION:   I hereby permit my insurance company to release the following information to staff at VCU School of Medicine. I understand that alternate insurance policies are approved for limited periods and that requirements for alternate policy coverage are subject to change.  I further understand that I must have my policy re-certified annually, prior to each fall term registration.

I understand that, if alternate insurance is not approved, this does not mean that VCU School of Medicine or any of its employees recommend that I cancel any existing, pending or proposed insurance coverage.  A denial implies only that the policy presented does not meet the minimum criteria established by VCU with respect to specific medical insurance criteria required for all medical students.
Print Name_______________________Signature_________________________Date_________
Social Security Number / Student #_________________
Local Phone#___________________

Email Address: ______________________________________

INSTRUCTIONS TO INSURANCE COMPANY:  Please complete the form below.  For items 1-13, state “M” (the insured’s policy meets or exceeds the minimum benefit listed) or “No” (for benefits not covered or that do not meet the stated minimum amounts of coverage required).  Please print your name and title, then sign, date and have notarized the form below.

STUDENT NAME:

(Last/Family)__________________________ (First/Given) ________________________

SOCIAL SECURITY NUMBER__________________________

INSURANCE

COMPANY NAME_________________________________________________________

POLICY 

NUMBER ________________________________________________________________

DATES OF COVERAGE (beginning) _______________   (ending) _______________

U.S. CLAIMS AGENT 

ADDRESS _________________________________________________________________________

_________________________________________________________________________
U.S.CLAIMS 

AGENT PHONE NUMBER __________________________________________________

FOR INSURANCE COMPANY COMPLETION





Please state “M” (MEETS or EXCEEDS minimum requirements) or “NO” for each item listed:            

___ 1.
Coverage is prepaid and continuous for a minimum of 12 months from July 31, 2011.
___ 2.
Insurance proceeds are payable in U.S. dollars.

___ 3.
Coverage is not restricted to a specific health care provider.  Use of the policy is not restricted to a particular locale. If a PPO network is provided, the PPO must offer adequate provider coverage in all appropriate specialties.

___ 4.
The policy provides coverage for illness or accidental injury at a minimum of 80% of usual, reasonable and customary charges, without specific limits on charges such as hospital room and board, hospital miscellaneous, surgery (including day surgery), physicians’ visits, anesthesia, up to a minimum of $250,000.

___ 5.
Inpatient mental health care paid at least 80% for the usual and customary fees with a 30 day cap.

___ 6.
Outpatient mental health – Minimum of 20 visits. 80% for visits 1-5, 50% for visits 6-20.

___ 7. 
Maternity benefits treated as any other temporary medical conditions (Title IX).

___ 8.
Inpatient/Outpatient Prescription Medication. Offers coverage at 80% level with a minimum of $1,000.

___ 9.
The policy provides a minimum of $10,000 for “repatriation of remains” or “medical evacuation” to the home country.

___10. The policy provides an aggregate cap of not less than $50,000 per student per year for covered illnesses/injuries

___11.
The policy meets all guidelines required by Group Health Insurance Plans domiciled in the Commonwealth of Virginia.

___12.
The policy must cover pre-existing conditions as long as the insured has 18 months of creditable coverage.

___13.
The waiting period for coverage of pre-existing conditions can be no longer than 12 months.

Comments:  Please indicate below any comments about the policy coverage and any of the above items.

INSURANCE COMPANY REPRESENTATIVE:  (Please read and sign).  I have verified the information on this form and completed each item above.  I certify that the coverage indicated is now in force.  If the above noted policy is terminated, I will notify VCU School of Medicine, Student Services Coordinator, immediately.

Print Name ____________________________    Title ____________________________

Signature _____________________________     Date ____________________________

Telephone ____________________________      Fax ____________________________





For VCU Office Use:	Approval Signature _____________________________________





Date of Approval _____________________     Date of Expiration __________________








