Columbia University Medical Center Campus
2015-2016 Post-Doctoral Health Insurance Enrollment Application
Student Health Service / Aetna Student Health Insurance

1. COMPLETE ALL INFORMATION: PLEASE PRINT LEGIBLY.

Name:

Last Name First Name Mi

Employee ID #: UNI ID # Email Address: D.O.B.

Mailing Address:

mm/dd/yyyy

Apt. #
City: State: Zip Code: Phone Number:

Gender: [ Male [ Female Full SSN:

| INDICATE TITLE AND APPOINTMENT DATES |
o Postdoctoral Research Fellow o Postdoctoral Clinical Fellow

o NEW APPOINTMENT o REAPPOINTMENT o EARLY TERMINATION*

*Department must provide 1 month advance notice prior to early termination and retroactive terminations will not be granted.
2. CONFIRM ENROLLMENT PERIOD

Effective Date Termination Date*

Dependents MUST have the same enrollment dates as the Post —Doctoral Fellow.

INDICATE THE AMOUNT OF COVERAGE AND METHOD OF PAYMENT | | Departmental Administrators, per IRS

Coverage is for: Student Health: o Individual o Ind. & Spouse regulations, you must sign here if the

AETNA Student Health: o Individual o Ind. & Spouse o Family | fellow will be reimbursing the department

the cost of their insurance.

The Department will pay for: o Individual o Ind. & Spouse o Family | Agmirsiaiors Signature

ARC CHARTSTRING

PC

Business Unit Account Department BUS Project Act. Initiative Segment | Site
Unit

The Fellow is responsible for payment: o Yes o No

Submit payment by check, in person, to 60 Haven Avenue, 3 Floor, Apt. 3E. By signing this form, the department

and the fellow indicate knowledge of and agreement with the above-stated insurance option coverage, and method of payment.

3. LIST DEPENDENTS TO BE INSURED. Enrolled Spouses/Domestic Partners will be charged for the Student Health
Services Fee in addition to the insurance premium.

Dependents Last Name First Name DOB M/F Dependent Email Dependent Phone No.

Spouse/Domestic
Partner

Child

Child

Child

4. Notice to Post-Doctoral Fellow: (Signature required)

I have carefully read the brochure and elect to enroll as indicated. | permit Columbia University to provide Aetna Student Health with my enrollment
status for purpose of eligibility under this Plan. | warrant that the information | have provided on this application form is true and | am aware that if |
provide false information, my coverage and my dependent(s) coverage can be made void. | understand that if it is later determined that the Fellow is not
eligible; the premium will be refunded, unless a claim has been filed, but the premium is not refundable for reasons other than eligibility.

Administrator’s Name Administrator’s Signature Administrator’s E-Mail Date

Fellow’s Signature Department Name Phone Ext. Date

NEW APPOINTMENT - Please have Fellow bring application to: Haydee De Jesus, located at the CUMC Student Health Services, 60 Haven Ave., Apt. 3D, New
York, NY 10032. REAPPOINTMENT - PLEASE E-Mail. Itis the responsibility of the person faxing or mailing the form to confirm with Haydee De Jesus

receipt by calling 212-305-3206 or by emailing her at hd2175@cumc.columbia.edu or shsinsurance@cumec.columbia.edu.



mailto:hd2175@cumc.columbia.edu
mailto:shsinsurance@cumc.columbia.edu
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Policy & Procedure: The following policy and procedures shall govern enrollment, termination and billing of
Post Doctoral Fellows (PDFs) and their dependents, beginning August 15 (the beginning of the new insurance
year) to protect the financial interests of the students of CUMC and effectively manage the administration of PDF
enrollment.

1. A PDF should be aware of the strengths and limitations of the Student Health Service (SHS) and Aetna
nitial Student Health Plan before choosing to enroll. Information about Aetna and SHS can be found at our
PDF website. PDFs should review this information before enrolling in Aetna Student Health. PDFs and their

adult dependents may incur costs if they seek care outside the SHS without prior authorization (most visits
outside of SHS require a referral from SHS). A three month minimum enrollment is required for the Aetna
Student Health Plan and the Student Health Service.

2. Each PDF who will enroll in the SHS should come to or contact the SHS with a completed enrollment
packet which will include:
a. avalid employee number,
b. a copy of this signed and initialed Policy and Procedure,
c. and PDF & Dependent Enrollment Form.
Enrollment cannot take place without the Employee ID number. The same form is submitted for re-
appointment of a fellow. This is done one month before the end date on the initial enrollment.

3. All payment for the insurance period indicated on the enrollment form must be paid in full at the time of
Initial enrollment. According to IRS Regulations insurance coverage for PDFs paid for through the
PDF department is considered to be taxable income and will be reported on the fellow’s W-2 or 1099 at
the end of the year. If an individual PDF requests installment payment, this must be done through the
department and an account provided at enrollment to the SHS for the full cost of individual and dependent
enrollment.

4. Early termination of the fellow requires one month’s notice (ie, termination before the date indicated on
Initial the original enrollment form). This is required for any refund of funds to occur. The early termination
DA date section is found on the Enrollment form. Fill out and submit to the SHS one month before termination.
Departments which do not notify SHS of a fellow’s termination will be responsible for all insurance
charges incurred.

I have read and reviewed this policy as well as the Aetna Student Health and Student Health Service Materials
referenced above.

Post Doctoral Signature Print Name Date

Departmental Administrator Print Name/Department Date


http://www.cumc.columbia.edu/student/health/index.html
http://www.cumc.columbia.edu/student/health/forms.html

