
 
 
 
 O f f i c e  o f  I n t e r n a t i o n a l  E d u c a t i o n  
 C e r t i f i c a t e  o f  H e a l t h  I n s u r a n c e  f o r  I n t e r n a t i o n a l  S t u d e n t s  
 
 

  Virginia Commonwealth University requires all students on an F or J visa to have health 
insurance coverage as a condition of enrollment at the university. Such students may enroll in either the 
health care plan sponsored by the university or in other comparable health care plans.  International 
students must have coverage for the duration of their studies at VCU. Students who will be covered 
by their embassy, sponsor or government should list the appropriate agency and the health insurance 
company, if known. 
 

• This form must be completed and returned to Immigration Services. 
• All students must complete the following information and attach a copy of the current health 

insurance card. 
 

Please note that failure to complete this form in a timely manner may result in cancellation of or a delay 
in your registration. Should you fail to provide proof of insurance coverage, your VCU records will be put 
on hold pending compliance with this policy. 
 

 
You must provide proof of insurance coverage. 

 
I certify that I am enrolled in a U.S.-based/comparable health insurance plan for academic year 20__ – __, 
or I will continuously renew my monthly coverage for the academic year 20__ – __. 
 
 
Last name _________________________ First ___________________ SSN: __ __ __ - __ __ - __ __ __ __ 

Street address _________________________________________________  Phone ___________________ 

City, state, ZIP: _____________________________________________________________________ 

Name of insurance company: _______________________________________________________________ 

Dates of coverage:  From _________________________________ To ______________________________ 

Visa type: __________________________________ Home country: _______________________________ 

 
 
I have been advised that I must continuously maintain health insurance coverage for the duration of my 
studies in the United States.  I also understand I must present proof of health insurance before the beginning 
of each school year. I understand that failure to follow those policies will result in a hold on my registration. 
 

Student’s signature: ___________________________________________ Date: ______________________ 

 
 
 

U p d a t e d  2 0 0 5  
 

V I R G I N I A  C O M M O N W E A L T H  U N I V E R S I T Y  
O f f i c e  o f  I n t e r n a t i o n a l  E d u c a t i o n  
916 W. Franklin St., P.O. Box 843043, Richmond, VA 23284                Fax: (804) 828-2552            Tel: (804) 828-0595 
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