Seton Hall Law School
2007/2008 Fall Continuation Enrollment Form

In order to enroll you must complete steps 1 through 5.

1. Complete all Student information. Incomplete information will delay processing.

Student Name:

Last Name First Name Mi

Social Security#: Email address:

Mailing Address:

Apt. #
City: State: ZipCode:
Phone Number: Date of Birth Sex: [1Male [ Female
mm/dd/yy
2. List Dependents to be insured. Dependent coverage is only available if the student is covered.
Dependents Last Name First Name DOB Social Security Number M/F
Spouse
Child
Child
Child

3. Select Plan and Enrollment Period.

697407-CF10 A B
Deadline: September 12, 2007 3 Months 6 Months
Continuation Plan 8/15/07 — 11/14/07 | 8/15/07 — 2/08/08
1. Student 0 $828 O $1,299

2. Spouse 0 $1,048 0 $1,646

3. Child(ren) 0 $695 0 $1,090

4. Designate Payment Method.

Make check or money order payable to Chickering Benefit Planning Insurance Agency Inc. or refer to the charge card
authorization to charge premium to Visa or MasterCard (please note Visa and MasterCard are the only credit cards accepted).
CASHWILL NOT BE ACCEPTED.

CREDIT CARD AUTHORIZATION-PLEASE PRINT CLEARLY. (VISA OR MASTERCARD ARE THE ONLY ACCEPTED CREDIT CARDS)

crargeranamauncs_JLJLILTL LI
S —— || R P (R

Signature of Cardholder:
Printed Name and Address (if different from student):

PLEASE READ AND SIGN THE BACK OF THIS FORM. WITHOUT YOUR SIGNATURE, WE WILL NOT ACCEPT YOUR
ENROLLMENT APPLICATION. >




5. Notice to Student (Signature required)

Students presently enrolled in the Seton Hall Law School Student Health Insurance Plan are eligible to continue
their coverage by enrolling in the Continuation Plan. This Continuation Plan is only available to insured students
who lose their eligibility for the Seton Hall Law School Student Health Insurance Plan in force with Aetna Life
Insurance Company through graduation or otherwise leaving school. This Plan will be available to terminating
students and eligible dependents as long as they were enrolled in the Seton Hall Law School Student Health
Insurance Plan for the previous six months. Students eligible for the 2007/2008 Seton Hall Law School Student
Health Insurance Plan are not eligible to purchase this Continuation Option. To enroll, complete the enrollment
form and remit the appropriate premium prior to the termination date of the regular policy. Application and
premium received after September 12, 2007 will not be accepted and premium will be refunded.

Coverage may be purchased for a three (3) or six (6) month Period of Coverage. The period of coverage must be
selected, and the total premium must be paid, at the time of enrollment. There is no renewable option and no
refunds are available. Once an election of coverage is made, a later application requesting an increase or a
decrease of the initially elected coverage period will not be processed, even if received prior to the deadline.

DESCRIPTION OF BENEFITS
The Seton Hall Law School Continuation Coverage is the same as the 2007-2008 Seton Hall Law School Student
Health Insurance Plan. Please see the Seton Hall Law School Student Health Insurance Plan Brochure online at
www.chickering.com. Click on “Student Connection” and enter #697407 as your Policy Number for a description of
benefits, definitions, limitations and exclusions as many features of the plan may have changed for 2007-2008 For a
complete description, please refer to the Master Policy.

Payment will be made as allocated herein for Covered Medical Expenses incurred for each Accident or each
Sickness while insured under the Plan, not to exceed an Aggregate Maximum while Continuously Insured of
$50,000.00.

The payment of the balance of any Copays, Deductibles, Coinsurance amounts, any charges beyond the allowed
Reasonable Charges and any medical expenses not covered are the responsibility of the Covered Person.

I am a student at Seton Hall Law School and am presently insured under the Seton Hall Law School Student Health

Insurance Plan and wish to enroll in the Continuation Option. | have read the brochure and elect to enroll myself
(and applicable dependents).

Signature: Date:

PLEASE RETURN THIS FORM TO:
Chickering Benefit Planning Agency, Inc. P.O. Box 15706, Boston, MA 02215-0014


http://www.chickering.com/
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