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F-1 Student Acknowledgement & Insurance Provider Certification Form 03/22 

 
F-1 STUDENT HEALTH INSURANCE  
STUDENT ACKNOWLEDGMENT & INSURANCE PROVIDER CERTIFICATION FORM 
  
     

  Last Name, First Name Student ID# Birthdate (mm/dd/yyyy) 

 
Names of all F-2 Dependents Covered under this plan:    

 
I acknowledge that University of Hawaii (UH) policy requires international students to provide evidence of comprehensive 
health insurance while I am enrolled at the University.  I acknowledge that it is my responsibility to choose my own health 
insurance provider and to obtain the provider’s certification that the plan meets specific minimum coverage requirements.  I 
further acknowledge my responsibility to maintain insurance coverage and to submit this form at each and every renewal or 
change of provider.  Further, I understand that University required minimum coverage levels may change each year and that 
I am responsible for updating my insurance in keeping with stated requirements. 
 
I certify that I am covered by comprehensive health insurance as described below.  I promise to remain covered by 
comprehensive health insurance throughout the time I am enrolled at the University.  I acknowledge and agree that the 
University is not responsible for my health insurance or medical expenses.  If I have dependents, all of my certifications, 
promises, acknowledgments, and agreements extend to my dependents as well as myself. 
 

@hawaii.edu 
Student Signature Date email address 
 

      The section below must be completed by the health insurance company: 
 

Name(s) of insured individual(s):  
 

   
  print full name print full name  

 
Insurance Provider:  

 
Policy Number/Plan Type:   Dates*:  to  

 mm/dd/yyyy mm/dd/yyyy 
 

*While enrolled at UH, you are required to have health insurance.  The plan/policy must meet ALL of the following 
minimum coverage requirements (all amounts are in USD).  Vision/dental coverage is not required.   
 
Agent: initial each line below to verify all coverage requirements.   
 

_____ *Comprehensive medical coverage = at least $100,000 US per accident/illness 
_____ *Inpatient/Outpatient medical (including mental health) coverage at no less than 75% usual/customary 
 charge (UCC) 
_____ *Repatriation (of remains) coverage to your home country = at least $25,000 US 
_____ *Medical evacuation coverage to home country = at least $50,000 US 
_____ *No more than $500 US deductible per accident or illness 
_____ *Waiting period for pre-existing conditions no longer than 6 months 
 
I certify that the minimum coverage requirements stated above are provided by this policy/plan.  I am qualified to 
make this determination as an authorized agent/employee of the above insurance provider. 
  

   
Print Name Contact Information (email and/or phone number) 
 

     
Signature Title Date 
 
 

For UHM use only: Approved for Term: _________________ Until (date): __________________ By: ________ Date: __________ 
 
Disapproved for: Term: _______ For: Insufficient coverage:  _____ Insufficient documentation: _____ By: ______ Date:_________  

 

mailto:shio@hawaii.edu
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