
GREAT-WEST LIFE & ANNUITY INSURANCE COMPANY
ENROLLMENT FORM FOR CONTINUED COVERAGE

University of Colorado Denver - Anschutz Medical Campus

SCHOOL STUDENT ID # ____________________________________    

PRIMARY INSURED STUDENT NAME: ____________________________________________________________________________________
	 Last (Family Name)

	 ____________________________________________________________________________________
	 First (Given) Name

GENDER: q Male q Female 	 DATE OF BIRTH: ______ - ______ - ______ 	
	 Check one 	 Month 	 Day 	 Year 	

PERMANENT ADDRESS: ________________________________________________________________________________________________
	 House/Building Number and Street Name

__________________________ 	 ___________________________ 	   ___________________________ 	 _____________ 	  _________________
	 Apt. or P.O. Box # or Rural Route 	 City 	 County	 State 	 Zip Code

MAILING ADDRESS: ____________________________________________________________________________________________________
	 House/Building Number and Street Name

__________________________ 	 ___________________________ 	   ___________________________ 	 _____________ 	  _________________
	 Apt. or P.O. Box # or Rural Route 	 City 	 County	 State 	 Zip Code

TELEPHONE # __________ - __________ - _______________ 	 E-MAIL ADDRESS: ____________________________________________

Complete information below for Dependents to be insured. Dependent continuation coverage is available only for Dependents of Students insured under the 
Dependent Accident and Sickness Plan.

SPOUSE: __________ - ___________ - __________ 	 q Male 	 q Female 	 DATE OF BIRTH: ______ - ______ - ______
	 Social Security Number 	 (Check One) 	 Month 	 Day 	 Year

_______________________________________________________________________________________________________________________
	 First (Given) Name	  M/I 	 Last (Family) Name

CHILD: __________ - ___________ - __________ 	 q Male 	 q Female 	 DATE OF BIRTH: ______ - ______ - ______
	 Social Security Number 	 (Check One) 	 Month 	 Day 	 Year

________________________________________________________________________________________________________________________
	 First (Given) Name	  M/I 	 Last (Family) Name

CHILD: __________ - ___________ - __________ 	 q Male 	 q Female 	 DATE OF BIRTH: ______ - ______ - ______
	 Social Security Number 	 (Check One) 	 Month 	 Day 	 Year

________________________________________________________________________________________________________________________
	 First (Given) Name	  M/I 	 Last (Family) Name

CHILD: __________ - ___________ - __________ 	 q Male 	 q Female 	 DATE OF BIRTH: ______ - ______ - ______
	 Social Security Number 	 (Check One) 	 Month 	 Day 	 Year

________________________________________________________________________________________________________________________
	 First (Given) Name	  M/I 	 Last (Family) Name

CHILD: __________ - ___________ - __________ 	 q Male 	 q Female 	 DATE OF BIRTH: ______ - ______ - ______
	 Social Security Number 	 (Check One) 	 Month 	 Day 	 Year

________________________________________________________________________________________________________________________
	 First (Given) Name	  M/I 	 Last (Family) Name

ELIGIBILITY REQUIREMENT: Eligible participants are students and their dependents who have been continuously insured for at least 3 consecutive months under 
the Student Accident and Sickness Plan (Policy #0190390-S) and Dependent Plan (Policy #0190390-D), underwritten by The Great-West Life and Annuity Insurance 
Company, from which continued coverage under those policies is available and who are no longer eligible for coverage under the blanket policy plans as a student.

Application and full premium must be submitted within 14 days after date eligibility ceases under the blanket student plan from which continued coverage under 
those policies is allowed. Coverage will be effective the date eligibility for the student plan ceases as stated in the Master Policy on file at the Company. If you do not 
enroll within 14 days, you are no longer eligible for any coverage.

NOTICE TO STUDENT: By signing, the student acknowledges the following: 1) He/She has carefully read the plan material and elects to enroll as indicated on this 
enrollment card; 2) Rates are not pro-rated other than as listed on this enrollment card; 3) He/She and his/her dependent(s) meets the eligibility requirements for this 
continued coverage as described in the plan material; and 4) If it is later determined that the student is not eligible, the premium will be refunded. Premium will not 
be refunded except for ineligibility or may be pro-rated due to entrance into the armed forces.

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to 
defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company 
who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud 
the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the 
department of regulatory agencies.

Student’s Signature ______________________________________________________________________________	 Date _______________________________

PROCESSOR STAMP DATE RECEIVED HEREPLEASE COMPLETE THIS FORM 
IN BLOCK LETTER PRINT 

USE BLACK INK



UNIVERSITY OF COLORADO DENVER - ANSCHUTZ MEDICAL CAMPUS

PLEASE CHECK THE APPROPRIATE BOX:

q	Continued Coverage for Students (Policy #0190390-S)

q	Continued Coverage for Dependents (Policy #0190390-D)

q	I elect to purchase Accident and Sickness insurance coverage under the University’s Continued Coverage. Below are the choices I have made. 

PLEASE CHECK ALL APPROPRIATE BOXES:

CONTINUED COVERAGE PERIOD:	 Three (3) months	 Six (6) months

A.	 Student 	 q $910 	 q $1,820	
	

B.	 Spouse/Domestic Partner	 q $1,516 	 q $3,032

C.	 Each Child	 q $1,236 	 q $2,472

Payment Instructions: Make check or money order payable to “ECI” in US dollars or refer to the Charge Card 

Authorization to charge your premium to Visa or MasterCard. Mail this enrollment card along with premium payment to 

ECI, P.O. Box 264, Jefferson, CO 80456. Questions? Please call ECI toll-free at 1-866-780-3824. You can also take your 

enrollment card and premium payment to Student Insurance Mail Stop A035, located in Education Facility II North, Room 

#P28-3207.  Your cancelled check or credit card billing is your only receipt and notification of coverage. It is the student’s 

responsibility for timely renewal payments whether or not a renewal notice is received.

CHARGE CARD AUTHORIZATION PAYMENT INFORMATION

CHARGE FULL 	 q	VISA or 	 Expiration Date

AMOUNT 	 $ __________________	 q	MASTERCARD # _________________________________________________    ________ - _______
		  Month 	 Year

AUTHORIZED SIGNATURE  ________________________________________________________________	 DATE ____________________

	 OR PAID BY CHECK # ________________________	 AMOUNT PAID $ ______________


