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HEALTH INSURANCE WAIVER CARD
PLEASE PRINT
Student’s Name  _________________________________
 ID # _______________
Student’s Address ________________________________________________________
Berkeley Location ______________________ Program ____________ Start Date ______
Attending: 
_____Day
_____Evening/Weekend
_____Online Degree Program
I will not be joining the Student Health Insurance Plan for the current academic year because I have coverage comparable to the health benefits of the College Plan through my own or my family’s membership in the following group or private policy.
Name of Insured ___________________________
Relationship to Student ___________
Name of Insurance Company or Group ________________________________________
Address of Insurance Company ______________________________________________
Policy # _______________________________
Date of Expiration _______________
I fully understand that I am legally responsible for any medical expense incurred during my enrollment at Berkeley College, and the College will not be responsible for any medical expense.
Student Signature _________________________________
Date ______________
*  This form must be submitted before the end of the ADD/DROP period to avoid paying the cost of the insurance.
** Documentation of proof of coverage must be provided with the Waiver Card to be processed.  Proof of coverage includes an individual or family identification card, or a copy of the coverage page of the policy.
For Student Accounts Office use only:
Student Accounts Administrator ____________ Date of Adjustment ________ Student ID# ___________
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