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Health Insurance Form B

Applicant is Purchasing Health Insurance 

· Please complete this form on your computer, and e-mail it as a Word attachment to your CICD Coordinator.  

· DO NOT PRINT AND SIGN this form until your CICD Coordinator reviews it and requests you to fax the signed copy. 

J-1 Program Applicant Information 

	Applicant Name (last, first, middle):      ,      ,      

	Applicant Host Organization:       
	Host Organization Supervisor:       

	Emergency contact (last, first):      ,       
	Relationship to Applicant:      

	Emergency contact home address:

Street or P.O. Box #:      , City:      , Zip Code:      , State/Province:      , Country:      

	Emergency contact phone (home or mobile):      ,      

	Emergency contact permanent e-mail address:      


Important Health Insurance Information  

CICD is required to verify that Applicants have insurance that meets or exceeds ALL insurance requirements for the ENTIRE proposed Training/Internship period BEFORE making the Visa Sponsorship decision or issuing the DS-2019 form.  In addition, if you have dependents (spouse and/or children under the age of 21) who are applying for CICD Sponsorship on the J-2 Dependent Visa, they must also be covered by qualified health insurance for the ENTIRE time that they plan to be in the U.S. on the J-2 Dependent Visa.

The health insurance that you and any accompanying dependents purchase by completing this form is provided by USI Travel Insurance Services.  Details of the policy will be included with your visa sponsorship documents if your application for CICD Sponsorship is approved.  To calculate the months of insurance you will need to purchase, and the total insurance cost, please complete the following form. 

CICD recommends purchasing additional insurance coverage for any extra days you plan to be in the U.S. before and after your Training/Internship Program.  If you to remain in the U.S. for the 30-day “Grace Period” that immediately follows the End Date of the Training/Internship, CICD recommends purchasing additional insurance coverage for that period.

U.S. Department of State Health Insurance Requirements 

The U.S. Department of State (DOS) requires CICD to verify that you have health insurance coverage that meets or exceeds the following requirements for the entire proposed Training/Internship period. 

	U.S. Department of State Minimum Health Insurance Coverage for

J-1 Trainees and Accompanying Dependents

J-1 Trainees must have the following minimum insurance coverage:

1. A minimum of $10,000 U.S. dollars in case of medical evacuation.

2. A minimum of $7,500 U.S. dollars in case of repatriation of remains.

3. A minimum of the following amounts of health insurance coverage:

EITHER

50,000 U.S. dollars of regular and customary medical expenses per accident or sickness

OR

75% of regular and customary medical expenses per accident or sickness

4.  A maximum deductible of $500 U.S. dollars per accident or sickness.
5.  EITHER

                           Be underwritten by an insurance corporation with one of the following ratings:

a. an A.M. Best rating of “A-“ or above

b. an Insurance Solvency International Ltd. (ISI) rating of “A-i” or above

c. a Standard & Poor’s Claims-paying Ability rating of “A-“ or above

d. a Weiss Research Inc. rating of “B+” or above

e. a corresponding rating from the United States Information Agency

 OR

             Be backed by the full faith and credit of the government of your home country

       OR

                    Be offered through or underwritten by a federally qualified Health Maintenance Organization 

                    (HMO) or eligible Competitive Medical Plan (CMP), as determined by the Health Care Financing

                          Administration of the U.S. Department of Health and Human Services.


1. Purchasing Applicant Health Insurance Coverage

To calculate the months of insurance Applicant is purchasing, and the total insurance fees, please complete the following form.
	I, the J-1 Program Applicant named above, am purchasing Health Insurance Coverage 

for myself from (mm/dd/year)        to (mm/dd/year)        .


Calculate total health insurance fees for Applicant  

	1.
	Calculate months of insurance coverage Applicant is purchasing
	Example 1:  Training dates  11/01/2007  –  10/31/2008  = 12 months of insurance

Example 2:  Training dates  11/01/2007  --  11/01/2008  = 12.5 months of insurance

Example 3:  Training dates  11/01/2007  --  11/16/2008  = 13 months of insurance

	2. 
	Calculate the total 

Applicant health insurance fees 
	      Total Months x  $35/month ($17.50/half month)
= $       TOTAL INSURANCE FEE


Note: If you have NO DEPENDENTS (spouse and/or children under the age of 21) who are applying for sponsorship on the J-2 Dependent Visa, the total in line 2 is your Total Insurance Fee. 

Note: If you HAVE DEPENDENTS (spouse and/or children under the age of 21) who are applying for sponsorship on the J-2 Dependent Visa, you must complete the dependent health insurance coverage section below to calculate the total insurance fees for yourself plus all dependents.

2. Purchasing Dependent Health Insurance Coverage
	1. 
	I, the J-1 Visa Sponsorship Applicant named above, am purchasing Health Insurance Coverage for the following dependent(s) from (mm/dd/yyyy)         to (mm/dd/yyyy)       .  

	2.
	Name(s) of Applicant’s dependent(s) for whom Applicant is purchasing Health Insurance Coverage:

1. Name:         Birth date (mm/dd/yyyy):         Relationship to Applicant:       
2. Name:         Birth date (mm/dd/yyyy):         Relationship to Applicant:       
3. Name:         Birth date (mm/dd/yyyy):         Relationship to Applicant:       
4. Name:         Birth date (mm/dd/yyyy):         Relationship to Applicant:       

	3.
	Calculate total months of insurance for all dependents:
	      Total number of dependents x       Total number of months dependents plan to visit the U.S.

=       Total months of insurance for all dependents

	4. 
	Calculate total fees for Applicant’s dependents insurance:
	Total months of insurance (from line 3) x $35/month ($17.50/half month)

= $       TOTAL fees for Applicant’s dependent’s insurance


3. Calculate TOTAL insurance fees for Applicant plus Applicant’s dependent(s)
	1.
	Calculate the TOTAL fees for yourself and your dependent(s) 
   
	Add the TOTAL fees from Section 1, line 2 AND Section 2, line 4

= $       TOTAL Insurance Fees 

for Applicant plus Applicant’s Dependent(s). 


J-1 Trainee/Intern Applicant Signature

I, the Trainee/Intern Applicant named above:

· Understand that as a CICD-sponsored trainee/intern, I and my dependents entering the U.S. on the Exchange Visitor Program are required by the U.S. Department of State to be covered by a qualified health insurance plan that satisfies all the insurance coverage requirements described above.

· Certify that all information provided on this form is true and accurate, and understand that misrepresentation of my insurance coverage and/or willful failure to maintain adequate insurance coverage, as defined above, shall result in my J-1 Program sponsorship termination and immediate departure from the U.S.

· Am aware that although the insurance plan I may have purchased with this form satisfies and/or exceeds the insurance requirements of the U.S. Department of State, it may not meet all of my or my dependent(s)’ insurance needs and/or may not match the benefits of my or my dependent(s)’ current or past insurance coverage. Further, I am aware that I may maintain a separate insurance plan that meets those additional insurance needs my dependent(s) or I may have if the insurance purchased here does not.  I also acknowledge that I have freely chosen to purchase this insurance coverage, knowing that there exist other insurance options I have researched independently. 

· Guarantee that, after I receive information about CICD-provided insurance and before I depart to the U.S., that I shall study carefully and become adequately knowledgeable of the coverage details as well as of all exclusions and limitations of such insurance plan(s) in order to make an informed decision and to become aware of how to use this insurance should I or my dependent(s) need medical assistance.

Signature of Trainee/Intern Applicant named above 



Date Signed (month/day/year)
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