O NEW Insurance Company of the State of Pennsylvania 2009-2010
O RENEWING (SU TRAVEL MEDICAL INSURANCE
TTT1 111711 You may also purchase the insurance plan online at https;//studentinsurance.wellsfargo.com.
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QUFEMALE O MALE QFACUY O SCHOLAR Q0 GUEST
VISATYPE (-1, 1 ETC): HOME COUNTRY: SCHOOL:

DEPENDENTS MUST BE ENROLLED ON THE DATE THE STUDENT IS ENROLLED OR WITHIN 31 DAYS OF DATE OF BIRTH, MARRIAGE OR ARRIVAL IN U.S.

LAST NAME FIRST NAME M GENDER DATE OF BIRTH
SPOUSE

CHILD
CHILD

EMERGENCY CONTACT
NAME RELATIONSHIP ___ PHONE NUMBER
E-MAIL ADDRESS

O DELUXE OUTBOUND T3 VALUE OUTBOUND 3 VALUE INBOUND COUNTRY OF STUDY:
EFFECTIVE DATE: TERMINATION DATE: NUMBER OF WEEKS: TOTAL COST:

TO CALCULATE YOUR TOTAL COST: first select your Plan, Dependents, Guests and Inbound Students select your age group, then multiply the number of
weeks (two week minimum) by the rate to equal your total cost.

Cedit Card: O Visa 02 MasterCard PAYMENT METHOD' (Remit in US Funds Only):
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0 Check/Money Order* (attach fo Entollment Form) Print Cardholder's Name exactly as it appears on card.
MAIL Enrollment Form with Check /Money Order payable to:
Wells Fargo of California Insurance Services, Inc., 11017 Cobblerock Drive, Suite 100, Rancho Cordova, CA 95670.
*(If you write a check fo pay for your insurance and it is refured for insufficient funds, your insurance will be cancelled as of the effective date of coverage. If you still wish to
be covered, you will have to pay the required premium plus a 525.00 fee for insufficient funds.)
PLEASE READ CAREFULLY AND SIGN BELOW
It may be a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. The applicant may face penalties of
imprisonment and,/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.

MY SIGNATURE BELOW authorizes my school o provide Wells Fargo Insurance Services with required information necessary in the event of a medical emergency. | certify that
I have read and understand the Study Abroad Plan brochure and agree to accept, as applicable to me, the terms and conditions stated therein.

DATE SIGNATURE OF STUDENT

Policy # GLB 0009113105




COSTS & COVERAGES 20092010

DELUXE (Outhound) VALUE (Outhound) VALUE (Inbound U.S. Only)

Maximum Medical Benefit (Student, Scholar, Faculty Member): $250,000 $250,000 $100,000

Maximum Medical Benefit (Dependent, Guests): $250,000 $100,000 $50,000

(o-insurance: 100% U&C First $10,000 @ 100% U&C 80% U&C
80% U&C thereafter

T0 CALCULATE YOUR TOTAL COST: first select your Plan, next select your age group, then multiply the number of weeks (two week minimum) by the rate
to equal your total cost.

DELUXE OUTBOUND & VALUE OUTBOUND PLANS (Traveling outside the United States)

COST PER WEEK OR ANY PART THEREOF (Two Week Minimum Required)

Age Deluxe (Outhound) Value (Outhound)
Student (includes outhound scholars, faculty members and administrators) Any Age Qs$11.75 Qs 10.00
24 & Under Q$13.25 Qsins
2530 Q$16.25 Qs$13.75
Spouse™, Invited Guest, Chaperone j}jg g 2;2;2 g é;ggg
50-59 0 $33.00 Q $27.75
60-65 0 $38.25 0 $32.00
Each Dependent Child* Qsizs Q1 $10.00

VALUE INBOUND PLAN (Traveling into the United States)

COST PER WEEK OR ANY PART THEREOF (Two Week Minimum Required)

Student Age Student Value Dependent Age Dependent Value
(Scholar, Faculty, Administrators) (Inbound U.S. Only) (Spouse, Invited guest, Chaperone) (Inbound U.S. Only)

24 & Under Q%1550 24 & Under Q17,50

25-30 0 $19.25 25-30 0 $22.00

31-40 0 $23.00 31-40 0 $26.25

41-49 0 $33.25 41-49 0 $38.25

50-59 0 $44.50 50-59 Q%5150

60-65 Q $61.50 60-65 Q $64.25

Each Child 0 $15.50

*Dependents must be enrolled in the same Plan during the same fime period as the Student.
Cost is calculated based upon the day the Covered Person’s insurance becomes effective, and continues through the end of the day listed as the ending date.

OPTIONAL BENEFITS (Student Only)
COST PER WEEK OR ANY PART THEREOF (Two Week Minimum Required)

© Personal Property @ Lost Baggage  Trip Cancellation  (See page 4 for benefits and exclusions). Q$4.50
Optional AD&D for students only, $25,000 principal sum  (See page 3 for benefits) a 25



