Enrollment Form

INJURY AND ILLNESSINSURANCE

Preass PRINT - CompLeTE ALL INFORMATION

INSURANCE FOR STUDENTS-STUDY ABROAD
COMPREHENSIVE PLAN

2605

Last NAME FirsT NAME
Mo. Day YEAR D
DATE oF BIRTH Soc. Sec. No. MaLE FEMALE TeLerHoNE No.
MAILING ADDRESS ApPARTMENT No.
City STaTE ZIP Cope E-MaiL:

PLEASE INDICATE NAME OF U. S. COLLEGE/UNIVERSITY YOU ATTEND:

| want coverage to begin on

and continue for

whole months.

Any fraction of a month must be calculated as a whole month.

MONTHLY RATES

Student/Participant $42.00
Spouse * $105.00
Each Child * $53.00 x

(No. Children)

NO. OF MONTHS

TOTAL PREMIUM

X = 3
X = 3
= $

Indicate Total Premium Submitted: $

By my signature, | certify to the eligibility for insurance of the individuals named hereon.

METHOD OF PAYMENT:
[J Check / Money Order* Payable To: AIG

[ Credit Card - Master CARD [ Visa

CrepiT CARD PAYMENT AUTHORIZATION -

AMOUNT CHARGED $

[J AMERICAN EXPRESS

Please bill my credit card for my insurance.

Signature - Student/Participant - Parent - Guardian

[J Discover

THE COMPANY WILL CHARGE 4% OF YOUR TOTAL PREMIUM FOR PROCESSING VIA YOUR CREDIT CARD.

Last Nawme

Crepit CarD NumBER

SIGNATURE - CARDHOLDER

DepenDENTS To BE INSURED

FirsT NaME

MI

MAIL TO:

INSURANCE FOR STUDENTS
600 CORPORATE DR., SUITE 101
FT. LAUDERDALE, FL 33334
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