FELICIAN COLLEGE: Dependent Enrollment Card

(PLEASE PRINT)

Student’s Name / /
Last First MI
Permanent US Address
Street or PO Box City State Zip
Student ID # Date of Birth Phone # ( )
Expected Graduation Date: /
Month Year

List Dependents to be insured below. Dependent coverage is available only if the student is also insured under this plan.

Last Name First Name MI Date of Birth
Spouse:

Child:

Child:

Student Signature:

NOTE: Please remit payment directly to Bollinger Inc., 101 JFK Parkway, Short Hills, New Jersey 07078

Detach and Retain for your records

Monumental Life Insurance Company

Hospitalization 1.D. Card

NAME

Ml

First

Last

FELICIAN COLLEGE

Student ID#
SCHOOL :

C-507F

POLICY NO.:
TYPE OF

Basic and Major Medical Coverage

COVERAGE:

8/15/09 to 8/15/10

EFFECTIVE DATES :
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PLEASE CHECK ALL APPROPRIATE BOXES:

Students may purchase optional coverage for family members.

Annual Spring/Summer
Spouse [J $515.00 [J $319.00
Each Child [1$346.00 [ $230.00

Effective/Expiration Dates: Annual [J 8/15/09 - 8/15/10 Spring/Summer  [J1/17/10 - 8/15/10

NOTICE TO STUDENT: Coverage will be effective the date the correct premium is received by the Company. By signing below, the student
acknowledges the following: 1) He/She has carefully read the brochure and elects to enroll as indicated on this enrollment 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; 4) If it
is later determined that the student is not eligible, the premium will be refunded; and 5) Other than for ineligibility, the premium is not refundable.
METHOD OF PAYMENT

[J Enclosed is my check (Make check payable to BOLLINGER)

[J T hereby authorize that you charge my credit card [J VISA [J MASTERCARD

Month Year

Expiration Date L (I

Credit Card No. [T I ot oe e e

Cardholder Name (Printed)

Cardholder’s Signature Date:




