
MONTANA STATE UNIVERSITY – Campuses at Billings, Bozeman, Great Falls, and Havre 
THE UNIVERSITY OF MONTANA – Campuses at Butte, Dillon, Helena, and Missoula 

Dawson Community College (Glendive) – Flathead Valley Community College (Kalispell) – Miles Community College (Miles City) 

 
 

2500 Broadway  ◊  PO Box 203203  ◊  Helena, Montana 59620-3201  ◊  (406) 444-2574  ◊  FAX (406) 444-0222 
 
 

        
      MUS DEPENDENT PREMIUM WAIVER HARDSHIP APPLICATION 
Please answer each question below.  Partially completed applications will be returned. 
 
Today’s date ___________________ 
Policyholder’s name ______________________________________Date of birth ____________  
Address _________________________________  Campus where employed ________________ 
              _________________________________                 _____________________________ 
               _________________________________                                                                                         
Contact telephone number ________________________ E-mail _________________________   
ID# ______________________________ 
 
 
Name, birthdate, and age of each dependent on policy 
______________________________________   ________________    _________ 
______________________________________   ________________    _________ 
______________________________________   ________________    _________ 
______________________________________   ________________    _________ 
______________________________________   ________________    _________ 
 
Have you applied for coverage for dependent children age 0 to 19 through the Healthy Montana 
Kids Program (HMK)?  YES _____ NO ______ If you applied and were denied coverage, please 
include a copy of the denial letter. 
 
If your answer is NO, are the dependent children over 18, but less than 26?  YES ___ NO ___ 
  (Application to HMK is required for children 0 to 19, before a hardship can be considered) 
 
What is your household size (total number of people living in your home)? __________ 
 
Do any family members have special needs, either medical or financial? YES ____  NO ____ 
   If any, please briefly describe the needs: ___________________________________________ 
   ____________________________________________________________________________  
      
What is your total household income (before taxes)? _________________________ 
 
Please describe the hardship incurred, if any, that supports this application: _________________ 
 ___________________________________________ _______________________ 
 
 
Policyholder’s signature __________________________________ 
 
 


