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INTERNATIONAL STUDENT SERVICES
2101 E. Coliseum Bivd.
Kettler Hall, Room 104
Fort Wayne, IN 46805

Phone: (260) 481-6034
Fax: (260) 481-6674

CLARIFICATION OF INSURANCE POLICY BENEFITS

This form should be completed and signed by a representative of your insurance company. You must
also sign the acknowledgment at the bottom of the form. All monetary units must be expressed in the

relevant foreign currency.

Student name

Last Name
Currency Being Used:
Effective Dates of Coverage:
Total Maximum Benefit Amount:
Deductible Amount:
Accidental Death Benefit?
Dismemberment Benefit?
Are Pre-Existing Conditions Covered?
Duration of Possible Waiting Period:
*Has it Been Met?
Is Medical Evacuation Covered?
Is Repatriation Covered?

Maximum Daily Benefit for
In-Hospital Room and Board?

Is Outpatient

Emotional and Mental Disorders Covered? [ ] Yes

Is Inpatient

IPFW ID:
First Name
through

$
$
[ 1Yes INo If Yes, Amount: $
[ 1Yes ] No If Yes, Amount: $
[ ]1Yes 1No
[ 1Yes 1No
[ 1Yes ] No If Yes, Amount: $
[ 1Yes ] No If Yes, Amount: $
[ 1Yes ] No If Yes, Amount: $

] No If Yes, Amount: $

] No If Yes, Amount: $

Emotional and Mental Disorders Covered? [ ] Yes
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Is Outpatient

Alcoholism and Substance Abuse Covered?[ ]Yes [ ]No If Yes, Amount: $
Are Prescription Drugs Covered? [ 1Yes [ 1No
Are X-Rays and Lab Work Covered? [ 1Yes [ ] No

Are Ambulance Charges and Medical
Equipment Rental Expenses Covered? [ 1Yes [ 1No

Insurance Company Representative Printed Name

Insurance Company Representative Signature

Date Phone

| take full responsibility for the answers | have supplied above and fully agree not to hold IPFW liable
for an incorrect translation nor any medical expenses | may incur due to the limitations of my private
health insurance coverage.

Student’s Signature Date



