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LOCAL/STATE/NATIONAL/INTERNATIONAL VOLUNTEER OPPORTUNITY

HEALTH & TRAVEL INSURANCE QUESTIONNAIRE


1. Student Name: ___________________________________________________________

Student ID #: _____________________________________________________________

Student Date of Birth: ______________________________________________________

Street Address: ___________________________________________________________

City: ____________________________ State: __________________________________

Zip Code: ________________________ Country:________________________________

Student Mailing Address (If different from Student Home Address)

Street Address: ___________________________________________________________

City: __________________________________ State: ____________________________

Zip Code: ____________________________ Student Home Phone: (____)___________ Student Work Phone: (____)_____________ Student Other Phone: (____)____________ 
2. Health Insurance Company:________________________________________________

Policy Number: ___________________________________________________________

Dates of coverage: ________________________________________________________

Program: ________________________________________________________________

Policyholder: _____________________________________________________________

3. Travel Insurance Company:________________________________________________

Policy Number: ___________________________________________________________

Dates of coverage: ________________________________________________________

Program: ________________________________________________________________

Policyholder:______________________________________________________________

4. Do you have major medical coverage through the noted policy’s above that is valid abroad? 

Health Insurance Company Policy Yes _____ No_____ 

Travel Insurance Company Policy  Yes _____ No_____ 

5. Are there any restrictions/limitations on the noted policy’s procedures or providers that may be used abroad? 

Health Insurance Company Policy Yes _____ No_____ 

Travel Insurance Company Policy  Yes _____ No_____ 

6. Are there any other restrictions on the noted policy’s coverage abroad, such as high-risk sports injuries, pre-existing conditions or additional deductibles or co-pays? 

Health Insurance Company Policy Yes _____ No_____ If Yes, please identify:___________

____________________________________________________________________________________________________________________________________________________

Travel Insurance Company Policy Yes _____ No_____ If Yes, please identify:____________

__________________________________________________________________________

7. Does the noted policy include a prescription benefit, and is that benefit valid abroad? (Please note that many prescription brand names covered in the United States may not be available abroad.  We encourage you to find out how much coverage is available for 

“non-preferred” brand name medications).

Health Insurance Company Policy Yes _____ No_____ 

Travel Insurance Company Policy  Yes _____ No_____ 

8. Do you have legal or liability coverage that will cover you abroad (either through your health insurance or other insurance policy)?

Yes _____ No_____ 

9. Are you covered by insurance should you operate any kind of motor vehicle while abroad? 

Travel Insurance Company Policy 
    Yes _____ No_____ 

Automobile Insurance Company Policy Yes _____ No_____ If Yes complete below: 

Automobile Insurance Company:______________________________________

Policy Number: _____________________________________________________

Dates of coverage: __________________________________________________

Program: __________________________________________________________

Policyholder: _______________________________________________________


Please review your answers to the previous questions.  If you are concerned that you do not have adequate nor up to date insurance coverage while you are in the United States and abroad, please contact your Quinsigamond Community College Local/State/National/international Volunteer Opportunity Program Coordinator for information on finding adequate coverage.  

I have carefully read and completed this questionnaire.  I have adequate insurance coverage for my studies and travels locally, statewide, nationally and internationally through the Program. 

Signature of Student: _____________________________________________________________

Printed Name: __________________________________________________________________

Date: _________________________________________________________________________

SIGNATURE OF PARENT(S) OR LEGAL GUARDIANS(S) REQUIRED IF STUDENT IS UNDER EIGHTEEN (18).   

Signature of Parent/Guardian #1: ___________________________________________________

Printed Name: __________________________________________________________________

Date: _________________________________________________________________________

Signature of Parent/Guardian #2: ___________________________________________________

Printed Name: __________________________________________________________________

Date: _________________________________________________________________________
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