
Samuel Merritt College Student Plan

ENROLLMENT FORM
Medical Coverage Underwritten by BC Life &
Health Insurance Company, Woodland Hills, CA 91367

Group Insurance Program For Medical and Allied Health Students

SECTION A (STUDENT INFORMATION)
 LAST NAME:                                FIRST NAME                                                                                                      M.I.

 MALE
FEMALE

DATE OF BIRTH ABSN MSN PODIATRY
BSN OT PT ELMSN PA

STREET ADDRESS

 CITY STATE ZIP

 PHONE # 1

 COVERAGES SELECTED

MEDICAL     DENTAL         VISION

SECTION B  (DEPENDENT INFORMATION) LIST ALL PERSONS TO BE COVERED BY THIS ENROLLMENT
 LAST NAME FIRST NAME  M.I. SEX
    M    F

I hereby request coverage under the group policy(ies) sponsored by the Samuel Merritt College. I understand that the coverage provided will be subject 
to the terms and conditions of the group insurance policy(ies).

Arbitration Agreement. Any dispute between a person covered under the agreement/policy and carrier, including claims for medical malpractice, must 
be resolved by binding arbitration, if the amount in dispute exceeds the jurisdictional limit of small claims court, not by law suit or resort to court process, 
except as California law provides for judicial review of arbitration proceedings. Under this coverage, both the person covered and carrier are giving up 
the right to have any dispute decided in a court of law before a jury.

Excess Coverage: BC Life will reduce the amount payable under the policy to the extent expenses are covered under any other plan. BC Life will 
determine the amount of beneþts provided by other plans without reference to any coordination of beneþts, non-duplication of beneþts, or other similar 
provisions. The amount from other plans includes any amount to which the covered person is entitled, whether or not a claim is made for the beneþts, 
The policy is secondary coverage to all other policies.

STUDENT SIGNATURE________________________________________________________________ DATE SIGNED__________________ 	

SMC-E 

CAMPUS LOCATION

DATE COVERAGE BEGINS

(          )             -    

SOCIAL SECURITY NUMBER

 MAILING ADDRESS

SPOUSE __________________________________________________

CHILDREN ________________________________________________

 _________________________________________________________

 _________________________________________________________

 _________________________________________________________

DO YOU WISH TO COVER YOUR ELIGIBLE DEPEN-
DENTS FOR INSURANCE
      YES         NO

DATE OF BIRTH SPOUSE SOCIAL
SECURITY NUMBER

If you have more
than 4 children

use additional form.

-              -
___________________________

___________________________

___________________________

___________________________

___________________________

 PHONE # 2

(          )             -    

STREET ADDRESS

 CITY STATE ZIP

   PERMANENT ADRESS

STUDENT ID

SEE INSTRUCTIONS ON OTHER SIDE

STUDENT E-MAIL _____________________________________________________________________________________________

FOR OFFICE USE ONLY:

Medical UDC:_ _____________  Dental UDC:_ __________________  Vision UDC:__________________

Medical Premium:__________  WWA Premium:_ _______ Dental Premium:__________ Vision Premium:__________

Bursar:____________________  By:___________________________  Date:_ ______________________  

OAKLAND    SACRAMENTO
SAN FRANCISCO    SAN MATEO



INSTRUCTIONS AND DEFINITIONS

Administrator

	 COVERAGES SELECTED -	Must include Medical, Dental and Vision unless a Waiver form is received 
  and approved.
	 DATE COVERAGE BEGINS - Is the later of:
  • The effective date of the Plan;
  • The date the student is matriculated and completes an Enrollment form.

SECTION B - Student
	 ELIGIBLE DEPENDENTS include your spouse as well as any eligible children as deþned by your group policy.

 Complete this section only if you desire coverage for your dependents (spouse and/or children).

SECTION A - Student

	 COMPLETE THIS SECTION - Fill in all information.
	 COVERAGES SELECTED -	Must include Medical, Dental and Vision unless a Waiver form is 
  received and approved.


