MARSHALL UNIVERSITY

INTERNATIONAL STUDENTS & SCHOLARS INSURANCE PLAN
Underwritten by Aetna Life Insurance Company (AETNA) # 2020-Marshall

PLEASE PRINT CLEARLY— FAILURE TO PROVIDE ALL INFORMATION MAY DELAY OR VOID YOUR INSURANCE

Student/Scholar’s Last Name: Tama[ JSTUDENT or [ JSCHOLAR with [ JF1 [ M1 [ 131 [ JOTHER ___
First Name: Middle Initial:

Student I.D #: Home Country:

Date of Birth (Month/Day/Year): [ IMale [ JFemale

U.S.A Mailing Address:

City: State: Zip:

Phone #:( ) Email Address:

DEPENDENTS- complete information below for dependents to be insured

NOTE: Dependent coverage is available only for students/scholars insured under this plan. Coverage must be purchased at the time of primary insured’s
enroliment or within 30 days of birth/marriage or arrival in country

Spouse Last Name: First Name:
Date of Birth (month/day/year): / / Gender [ JMale [ ] Female VisaType: [ JF1 [ IM1 [ 131 Other:_
CHILD 1 Last Name First Name:
Date of Birth (month/day/year): / / Gender[ JMale [ ] Female VisaType: [ JF1 [ M1 [ 131 Other:_
CHILD 2 Last Name First Name:
Date of Birth (month/day/year): / / Gender[ JMale [ ] Female VisaType: [ JF1 [ M1 [ 131 Other:_

PREMIUM- (Please check appropriate box)

Daily Premium Rate:

Effective date of coverage coverage needed for days(s)
(8/15/20 or after) (Coverage CANNOT extend beyond 8/14/21)
OPT/SCHOLAR Os$ 4.71 X Number of Days of Coverage = $
DEPENDENT(S):
Spouse O$ 4.71 X Number of Days of Coverage = $
Each Child 0% 4.71 X Number of Days of Coverage = $
METHOD OF PAYMENT:
[ 1 CHECK [ ] MONEY ORDER (Make payable to Insurance for Students, Inc.) [ ] Credit Card/Debit Card

IMPORTANT: If paying by credit/debit include a processing fee per enrollee:
O $4.00 per 30 days per enrollee

TOTAL PREMIUM NOW DUE: $

Please complete below if paying by credit card/debit card

Credit Card/Debit Authorization — [ ] MasterCard [ ] Discover [ ] American Express [ ] Visa Please bill my card for my insurance premium shown above
Cardholder Name: (Last/First)
Cardholder Number:_| I I I I I I I 1 I 1 I 1 1 I I I Expiration Date (month/year): | CVC:

NOTICE TO STUDENT: Coverage will be effective the date the correct premium is received by the company or a representative of the Company or the
effective date of the coverage period, whichever is later, unless otherwise stated in the Master Policy. By signing, the student acknowledges the following: 1)
He/She has carefully read the brochure and elects to enroll as indicated on this enroliment card; 2) Rates are not pro-rated other than as listed on this

enrollment card; 3) He/She meets the eligibility requirements for this coverage as described in the brochure; and 4) If it is later determined that the student is

not eligible, the premium will be refunded. PREMIUM WILL NOT BE REFUNDED EXCEPT FOR INELIGIBILITY OR ENTRANCE INTO THE ARMED
FORCES.

I understand that I must be an international student/scholar enrolled at Marshall University to purchase this insurance.
Student’s Signature: Date:

FOR QUESTIONS PLEASE CONTACT:
INSURANCE FOR STUDENTS INC. — 1690 S. CONGRESS AVE #101, DELRAY BEACH FL 33445

PHONE: (800) 356-1235 FAX: (954) 772-0872
APPLICATIONS CAN BE MAILED TO ADDRESS ABOVE OR IF PAYING BY CREDIT CARD CAN BE FAXED TO (954) 772-0872




