
Date:  ___________________

Student Name: ______________________________________ SS#:  __________________________

Address:          ______________________________________ Birthdate: ______________________

______________________________________

_____ I wish to revoke my previous Waiver of Yale Health Plan Hospitalization/Specialty Care Plan cover-
age.  I understand that this coverage will become effective ________________ and I will be enrolled in this
plan unless I waive coverage during a subsequent waiver period.  Please indicate below if you also wish to
enroll in the YHP Prescription/Supplemental Benefit Plan:

____ Please enroll me in the YHP Prescription/Supplemental Benefit Plan.

____ I wish to waive enrollment  in the YHP Prescription/Supplemental Benefit Plan.

OR

_____ I wish to revoke my previous Waiver of YHP Prescription/Supplemental Benefit Plan coverage. I
understand that this coverage will become effective ________________ and I will be enrolled in this plan
unless I waive coverage during a subsequent waiver period.

_________________________________ _____________________
Student Signature Date
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