
 
Enrollment Form

Iowa State University Student and Sc  2008-2009 holar Health Insurance Program
Application For: Period of Enrollment (check one): This request for coverage is for (check one): 

__ New Enrollment 

__ Change In Enrollment 

__ Renewal 

__ Full Year-8/11/08 - 8/09/09 

__ Spring/Summer-1/01/09 - 8/09/09 

__ Summer-6/01/09 - 8/9/09 

__ Self 

__ Self & Spouse/ 
     Domestic Partner* 

__ Self & Child(ren) 

__ Self, Spouse/Domestic 
__ Partner, & Child(ren)* 

* MUST COMPLETE DECLARATION FORM. 

 
To enroll, simply complete this form and mail to the ISU address as indicated on the reverse side. If you are enclosing payment, make check payable to Iowa State University. 
If no payment is enclosed and payroll deduction is not an option, your signature authorizes the Registrar’s Office to add the Health Insurance Premium to your fees. 

Name_____________________________________________________________________________________________________________________________________ Phone No._________________________________________ 
Last/Family First (M.I.) 

Local Address_______________________________________________________________________________________________________________________________________________________________________________ 
Street City State (Zip+4) Birth date (Month/day/year)         

UID#______________________________________ Sex    M F 

Are you employed as a Graduate Assistant? __ Yes - go to box 2   __ No - continue           Are you employed as a post-doctorate associate? __ Yes - go to box 3   __ No - go to box 1 

Box 1 - Student Method  
of Payment 

__ ISU billing system 

__ Full payment enclosed 

Box 2 - Graduate Assistant Method of Payment  

Single Coverage Only 

__ The University pays for single coverage on your behalf. 
Dependent Coverage 

__ ISU billing system 

__ Full payment enclosed 

__ Payroll deduction (includes prescription drug coverage)* 
*NOT AVAILABLE AFTER JANUARY 2008 

Box 3 - Post-Doctoral Method of Payment 

Single Coverage Only 

__ The University pays for single coverage on your behalf. 
Dependent Coverage 
__ Post-Doctorate’s Spouse/Domestic Partner - The University pays on your behalf.* 

__ Post-Doctorate’s Child(ren) - The University pays on your behalf.* 

__ Post-Doctorate’s Spouse/Domestic Partner, & Child(ren) - Payroll deduction. 
*Post Doctorates-The University will pay on your behalf for either your Spouse/Domestic Partner OR for  
your child(ren), but not both. 

List dependents below. Complete this section only if you are covering your spouse, domestic partner or child(ren). 
Spouse/Same-Sex Domestic Partner/Child(ren) Name Relationship 

 
Sex 

  
Date of Birth (month/day/year) 

___________________________________________________________________________________________________________________________________________________________________________/_____/_____________ 
Last First (M.I.) 

___________________________________________________________________________________________________________________________________________________________________________/_____/_____________ 
Last First (M.I.) 

___________________________________________________________________________________________________________________________________________________________________________/_____/_____________ 
Last First (M.I.) 

___________________________________________________________________________________________________________________________________________________________________________/_____/_____________ 
Last First (M.I.) 

If you or anyone named on this enrollment form have health insurance through Aetna Life Insurance Company or any other company, complete the following: 

____________________________________________________________________________________________________________________________________________________________________________ 
Insured Person(s) 

_______________________________________________________________________________________________________________________________________________________________________________________________________________ 
Insurance Company Name 

I have read and understand the Agreement and Certification language on the back of this form. 

Policy Number 

____________________________________________________________________________________________________________________________________________________________________________ 
Signature Date 



_____________________ 
_______________________ 
_______________________ 

.

 
 
 
 
 
 

Iowa State University 
Student Health Insurance Program 
0570 Beardshear Hall 
Ames, Iowa 50011-2033 
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R
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IFIC

A
T

IO
N

S 

I certify that I am
 legally authorized to apply for coverage for 

m
yself and for all other persons nam

ed in this application. I 
understand that I am

 m
aking application for coverage sponsored 

by Iow
a State U

niversity, underw
ritten by A

etna Life Insurance 
C

om
pany (A

LIC
). The Plan is adm

inistered by C
hickering 

C
laim

s A
dm

inistrators, Inc. 
 I certify that, after this enrollm

ent form
 w

as com
pleted, I 

carefully and fully read it, that the statem
ents and answ

ers set 
forth are full, true, and correct, to the best of m

y know
ledge and 

belief, and that no inform
ation required to be given, either 

expressly or by im
plication, has been know

ingly w
ithheld.  I 

understand that A
etna Life Insurance C

om
pany w

ill rely upon the 
com

pleteness and truthfulness of the inform
ation given and the 

statem
ents m

ade, and that if I have m
ade any false statem

ents or 
m

isrepresentations, or have failed to disclose or conceal any 
m

aterial fact, A
etna Life Insurance C

om
pany w

ill be entitled to 
declare the health care contracts applied for void, and to refuse 
allow

ance of benefits to any person thereunder. 
 

E
N

R
O

L
L
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 C
H

A
N

G
E

 

I authorize any health care provider to release m
edical records to 

A
etna Life Insurance C

om
pany w

hen reasonably related to the 
health care for w

hich I have applied.  If any law
 or regulation 

requires additional authorization for release of m
edical records, I 

w
ill give this authorization. 

C
om

plete this section only if you are currently enrolled in 
the ISU

 Student and Scholar H
ealth Insurance Program

 
and you are m

aking a change to your coverage for 2008-
2009. 
 Please check the box(es) that apply, com

plete the reverse side 
of this form

ation, sign, date and m
ail to: 

Iow
a State U

niversity 
Student H

ealth Insurance Program
 

0570 B
eardshear H

all 
A

m
es, IA

 50011-2033 
 __ A

ddress C
hange 

__ A
dd spouse/dom

estic partner and/or child(ren) 
      Paym

ent m
ethod change: 

__ From
 ISU

 student billing system
 to direct paym

ent 
__ From

 payroll deduction to direct paym
ent 

__ From
 payroll deduction to ISU

 student billing system
 

__ From
 ISU

 billing system
s to payroll deduction 


