-

UNITED HEALTHCARE INSURANCE COMPANY

PROCESSOR STAMP DATE RECEIVED Herp

SPOUSE:

PLEASE, COMPLETE Ti1s FORW ENROL NT FORM FoR
| INBLOCK LETTER PRINT LME; %
o USE BLACE INE STUDENTS AND THEIR DEPENDENTS
ROYAL THAI EMBASSY
2007-513-1
. V L]
SOCIAL SECURITY # - - or  SCHOOLID#
PRIMARY INSURED _ .
STUDENT NAME:
Last (Family} Name
First (Given) Name Middle Tnital
G : OMale QOFemale D F : - - B -
ENDER: %geck 1 Female ATE OF BIRTH: - - — EXPECTED DATE OF GRADUATION - -
MAILING ADDRESS:
House/Building Number and Straet Name
Apt. or P.O. Box # or Rura] Ronts City County State Z[P § Code
PERMANENT ADDRESS:
House/Building Number and Sireat Neme
" Apt. or FO. Box # or Rural Rowia City County State Z[Ph Code

- - U Male 0 Femaie Date of Birth : - =
Social Security Number (Checlk One) Month Day Year
First (Given) Name M Last (Family) Name
CHILD: - - OMale O Female Date of Birth : - -
Social Security Number (Check One) Month Day Year
First (Given) Name MA Last (Family) Name
CHILD: - - OMale O Female Date of Birth : = -
. Socia] Security Number (Check One) ’ . Month Day Year
First (Giveny Name MA Last (Farilyy Name
CHILD:; - - QMale O Female Date of Birth ; - -
Social Security Number (Check One) Month Day Year
First (Given) Name M/ Last (Family) Name
CHILD; - - O Male O Female Date of Birth ; - =
Social Security Number (Check One)} Month Day Year
First (Given) Name M/ Last (Family} Name

coverage as described in the brochure; and 4) If it is later determined that the sfudent s not eligible, the premium will be refunded.
Premium will not be refunded except for ineligibility or entrance into the armed forces,

STUDENT’S SIGNATURE:

O6-NRL




-

ROYAL THAI EMBASSY
2007-513-1

CAMPUS LOCATION:
ROYAL THAI EMBASSY

CAMPUS/SCHOOL ATTENDING:
Please Print Name of College or University.

O Ielectio purchase Injury and Sickness insurance coverage under the Association’s student insurance plan. Below ave the choices I have made.

PLEASE CHECK ALLAPPROPRIATE BOXES

INSURED CATEGORY:  Self-Pay / Voluntary / Non-Fonded

Monthly (MX)
PERIOD CODES Cannot Be !i’nmhased
Adter 8-1-2008
ID CODES ‘
A Student Q8 99.00
B Spouse Q 3 350.00
C Each Child 0§ 216,00

S —
EFFECTIVE AND TERMINATION DATES:

Coverage will become effective the date of receipt of this application and correct payment by the Insurance Company.

Annual coverage expires 1 year following receipt of your premim or September 30, 2008, whichever is earlicr. Monthly coverage expires 1 month following receipt
of your premium or September 30, 2008, whichever is earlier.

Please Note: If application and correct premium are received after this requested effective date, your effective date will be the date application and correct premium
are received. Requested Effective Date; { L :

Payment Instructions: Make check or money order payable to Unitedblealthcare SmdentResouress m. U3 dollats or refer to the Charge Card,
Authorization to charge your premium to Visa or MasterCard. Mail this emrollment card along with premivm payment to UnitedHealthcare
StudentResources, PO Box 809026, Dallas TX 75380-0026. Your cancelled check or credit card billing is your only receipt and notification o
coverage. It is the student’s responsibility for timely renewal payments whether or not a renewal notice is recoived.

CHARGE CARD AUTHORIZATION PAYMENT INFORMATION -
Expiration Date
CHARGE FULL QVISAor
AMOUNT 0 MASTERCARD # =
Maonth  Year
AUTHORIZED SIGNATURE DATE
OR PAID BY CHECK # AMOUNT PAID §




