
New York University 
2008-2009 Basic & Comprehensive Student Health Insurance Plan  

Leave of Absence Enrollment Form 
In order to enroll you must complete steps 1 through 5! 

1. Complete all Student information. Incomplete information will delay processing! 
 
Student Name: ________________________________________________________________________________________________________________________ 
        Last Name       First Name              MI 
 
Student ID (N) Number#: __________________________________________________________   Email Address: ________________________________________  
 
Mailing Address: _______________________________________________________________________________________________________________________ 
            Apt. # 
 
City: _____________________________________________________________________________ State: __________ Zip Code: __________________________ 
 
Phone Number: ________________________________________      Date of Birth: ________________    Sex:   Male     Female 
                 mm/dd/yy 
 
2.      List Dependents to be insured. Dependent coverage is only available if the student is covered.  
Dependents                  Last Name                                     First Name                DOB                  Social Security Number       M/F 
Spouse/ Same or Opposite 
 Sex Domestic Partner 

 
 

    

Child  
 

    

Child  
 

    

Child  
 

    

 
 

3.    Select Enrollment Period. Dependents must enroll in the same plan as the student. 
711103-LOAB11 A B C 

Basic Plan 
Annual 

08/21/08 - 08/20/09 
Deadline: 09/30/08 

Fall 
08/21/08- 01/8/09 

Deadline: 09/30/08 

Spring/Summer* 
01/9/09 - 08/20/09 
Deadline: 02/10/09 

1. Student  $1,388.00  $536.00  $852.00 
2. Spouse/ Same or Opposite Sex 
Domestic Partner 

 $5,000.00     $1,932.00     $3,068.00 

3. Child(ren)  $2,442.00     $943.00     $1,499.00 
    

711103-LOAC11 A B C 

Comprehensive Plan 
Annual 

08/21/08- 08/20/09 
Deadline: 09/30/08 

Fall 
08/21/08- 01/8/09 

Deadline:0 9/30/08 

Spring/Summer* 
01/9/09- 08/20/09 

Deadline: 02/10/09 
1. Student  $2,170.00  $838.00  $1,332.00 
2. Spouse/Same or Opposite Sex 
Domestic Partner 

 $6,500.00     $2,511.00  $3,989.00 

3. Child(ren)  $2,855.00     $1,114.00  $1,771.00 
GSHIP students must complete the GSHIP Leave of Absence Application. 
*Spring/Summer coverage is only available to students who were covered under the Student Health Insurance Plan the previous 
semester.  Students must enroll in the same Plan (Basic or Comprehensive) as they were previously covered under. 
 
4.  Designate Payment Method. 
Make check or money order payable to Aetna Student Health or refer to the charge card authorization to charge premium to Visa or MasterCard (Please note Visa 
and MasterCard are the only credit cards accepted). CASH WILL NOT BE ACCEPTED.  
CREDIT CARD AUTHORIZATION-PLEASE PRINT CLEARLY!!! (VISA OR MASTERCARD ARE THE ONLY ACCEPTED CREDIT CARDS) 

Charge full amount: $ .  

Credit card# (Visa or MasterCard only):  Exp. Date: /  
 
Signature of Cardholder:__________________________________________________________________________________________________________ 
 
Printed Name and Address of Cardholder (Please Note:  If this information is different from the student it must be included or the application will be 
rejected.) 
 

MAIL TO: AETNA STUDENT HEALTH P.O. BOX 15706, BOSTON, MA 02215-0014 
 

PLEASE SIGN THE SECOND PAGE OF THIS FORM. WITHOUT YOUR SIGNATURE, WE WILL NOT ACCEPT YOUR 
ENROLLMENT APPLICATION.  
 
 



MAIL TO: AETNA STUDENT HEALTH P.O. BOX 15706, BOSTON, MA 02215-0014 
 

5. Notice to Student (Signature required) 
 
If you are on an authorized leave of absence and meet the eligibility requirements for Student Health Insurance Program, you may enroll in 
the Program for a period no longer than 12 consecutive months. You must attach a copy of the approved leave of absence form issued 
by the Dean’s office. International students must also obtain and include written authorization from the Office of International 
Student and Scholars. GSHIP students must complete the GSHIP Application. Students on an approved Leave of Absence for the Annual 
2008 – 2009 or Fall 2008 terms may enroll in either the Basic or Comprehensive Plan regardless of previous Plan participation.  Students on 
an approved Leave of Absence for the Spring/Summer 2009 term must have been enrolled in the NYU Student Health Insurance Plan for 
the Fall 2008 term and must select the same coverage, either Basic or Comprehensive, as they were previously covered under. 
 
Applications for the Annual or Fall periods must be postmarked by September 30, 2008.  Applications and premium received after 
September 30, 2008 will not be processed and the applications and premium remittance will be returned.  Applications for the 
Spring/Summer period must be postmarked by February 10, 2009.  Applications and premium received after February 10, 2009 will not 
be processed and the applications and premium remittance will be returned.  Once the deadline has passed there are no refunds 
available except for students entering the armed forces of any country or students who are returning to classes. 
 
 
I have carefully read the 2008-2009 NYU Student Health Insurance Handbook and elect to enroll as indicated. Rates are not 
prorated other than as listed. I permit the University to provide Aetna Student Health with my enrollment status for purpose of 
eligibility under this Plan. I warrant that the information I have provided on this application form is true and I am aware that if I 
provide false information, my coverage and my dependent(s) coverage can be made void. I understand that if it is later determined 
that I am not eligible; the premium will be refunded, unless a claim has been filed, but the premium is not refundable for reasons 
other than eligibility.   
 
Signature: ____________________________________________________________________________________Date: ______________ 
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