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WAIVER OF LIABILITY INSURANCE 
 
 
I, _______________________, understand and have been advised by Stony Brook University School of  
           (Student Name) 
Medicine that there is no student liability insurance available to me for my ________________________ 
          (Name of Course) 
at _____________________ from _______________ through _______________.   There will (not/be)  
             (Location)        (Start Date)   (End Date) 
patient contact.  
 
 
 
 
 
________________________ 
Student Signature 


