

FOREIGN TRAVEL ACCIDENT & ASSISTANCE PROGRAM

Participant Application

1. 
Name of Program, Department or College
_________________________

2. Your Name:___________________________________________________

2A.
Birthdate 
(MO/DAY/YEAR)___________________________________
3. 
Name(s) of Family Members(s) traveling with Participant for whom coverage is requested:

            ________________________________________________________

________________________________________________________

________________________________________________________

4.  
Expected Date of Departure
________________________________

5. Expected Date of Return
________________________________

6. Countries you expect to visit ____________________________________

_____________________________________________________________
7.   DEPOSIT PREMIUM CALCULATION:

A. Total Number of Covered Persons (yourself and any family traveling with you):


_________

B. Number of Days Traveling Outside the United States & Canada:




_________

C. Divide the number on Line B by 7.  Round up to the next highest number: 



_________

D. Multiply the number on Line A by the number on Line C:





_________

E.  Multiply the number on Line D by $10.90.  This is your Deposit Premium:



_________  

Please remit the Deposit Premium amount by check or money order, and return it along with this Application to your Program Administrator.

OR

Account No. to Charge: ____________________________________________________
Upon receipt, you will be furnished with a coverage brochure and identification card.

If your actual dates of travel are less or greater than indicated above, you will receive a refund or be billed an additional premium at a later date.

 _____________________________________________

________

Signature







Date


Please return this form 367 Briggs Hall for processing
