


List Dependents to be Insured below
.

Last Nam
e

First Nam
e

M
I 

Date of Birth
Spouse: ____________________________________________________________________________________________
Child: _____________________________________________________________________________________________
Child: _____________________________________________________________________________________________
Child: ______________________________________________________________________________________________
“I certify that I m

eet eligibility requirem
ents for this coverage as described in the brochure. If it is later determ

ined that I am
not eligible, coverage w

ill be term
inated and m

y Prem
ium

 w
ill be refunded.” 

Are you aw
are that this coverage has a pre-existing conditions lim

itation: 
1. W

hich excludes coverage for any pre-existing condition for 12 m
onths from

 the effective date of coverage (a pre-existing
condition is a condition w

hich w
ould cause a Prudent Person to seek m

edical advice, diagnosis, care or treatm
ent or for

w
hich m

edical advice, diagnosis, care or treatm
ent w

as recom
m

ended or received w
ithin 6 m

onths im
m

ediately preceding
the effective date of coverage); and 
2. For w

hich a covered Person m
ay receive credit if certain requirem

ents are m
et and such person w

as previously covered
for a pre-existing condition under Qualifying Coverage (refer to brochure for definition of Qualifying Coverage)?
____ Yes ____ No

Signature of Student ______________________________________________________Date ______________________
Coverage w

ill be effective the date the correct prem
ium

 is received by the Com
pany or a representative of the Com

pany
unless otherw

ise stated in the M
aster Policy on file at the school. It is the Student’s responsibility for tim

ely renew
al pay-

m
ents.

Any person w
ho know

ingly presents a false or fraudulent claim
 for paym

ent of a loss or benefit or know
ingly presents false

inform
ation in an application for insurance is guilty of a crim

e and m
ay be subject to fines and confinem

ent in prison.

CLAIM PROCEDURE
Mail completed claim form  

to the Plan Administrator within 90 days after treatment.
Plan Administrator

PO Box 727, Short Hills, NJ  07078
Claims/Coverage Questions 1-866-267-0092

PRESCRIPTION DRUG PROCEDURE

Member:  Please present this card to your pharmacist each time you order a prescrip-
tion.  For prescription questions, please contact Caremark at 800-391-6443.
Pharmacist:  For assistance, please call our pharmacy help desk at 800-345-5413.


