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Change in Enrollment for Visiting Scholar 
 
 

 Visiting Scholar Info: 
 
 

           University ID number               
            
           Family/Last Name        Given/First Name        

           Email Address: _________________________________________________________________________________________ 

 
 

  Drop:  Provide I-94 travel history, stamped visa/passport, or other official travel documents    Date of Event     
 

 

    ☐  My Departure from USA           ☐ Drop Family Member      Reason:         
 
       Name of Family Member(s) dropping              

                                                                                 
 
 

 

  Add:  Provide I-94 travel history, stamped visa/passport, or other official travel documents    Date of Event _________________ 
 

    ☐  Add Family member      Reason: ☐ Arrival in the USA    ☐  Birth    ☐  Other __________________________________          
 
List All Covered Dependents:     (Dependent coverage is only available if the scholar is covered) 
 

                                                                   Last Name                            First Name                                     Date of Birth                     Gender (M/F)        
Spouse/ 

Domestic Partner 
 
 

   

Child  
 

   

Child  
 

   

Child  
 

   

 

New Enrollment coverage is for (check one): 
 
 

        ☐Scholar Only:   $290.00 per month  ($249.00 insurance premium + $41.00 health facility fee)  
       ☐Scholar & Spouse/Domestic Partner:   $607.00 per month  ($525.00 insurance premium + $82.00 health facility fee) 
       ☐Scholar & Child(ren):   $516.00 per month  ($475.00 insurance premium + $41.00 health facility fee)             
       ☐Scholar, Spouse/Domestic Partner & Child(ren):   $833.00 per month  ($751.00 insurance premium + $82.00 health facility 
fee) 
 

Your University Bill will be billed for your entire stay or a few months at a time based on the length of your stay. 
   Premiums are not pro-rated for less than a month’s coverage. 

Example:  arrival date of January 20 and departure date of February 15 – total you will be billed is for 2 monthly payments. 
               
 

  

Agreement/Certification:  The premium rates shown above are for the insurance period from August 1, 2024 through July 31, 2025. 
 
 I understand that deductibles and co-pays are calculated on an annual basis starting August 1st of each year. 
 I certify that, after this Enrollment Form was completed, I carefully and fully read it, that the statements and answers set forth are full, true, and correct, to the best 

of my knowledge and belief, and that no information required to be given either expressly or by implication, has been knowingly withheld. 
 I understand that Wellmark will rely upon the completeness and truthfulness of the information given and the statements made, and that if I have made any false 

statements or misrepresentations, or have failed to disclose or conceal any material fact, Wellmark will be entitled to declare the health care contracts applied for 
void, and to refuse allowance of benefits to any person there under. 

 I authorize any health care provider to release medical records to Wellmark BC/BS when reasonably related to the health care for which I have applied.  If any law 
or regulation requires additional authorization for release of medical records, I will give this authorization. 

 
 
 
 

Scholar Signature:_____________________________________________________________Date:______________________ 


	Last Name                            First Name                                     Date of Birth                     Gender (M/F)

