I] ﬂ] 1| Group Outreach Travel Medical Insurance™

INTERNATIONAL MEDICAL GROUP Part A
Group Name: Contact Name:
Address: Telephone:
Fax Number:
IMG Agent # 30055 City: State: Zip: E-Mail Address:
Part B
Date of Date of Date of | Total # Passport - inati
Name Birth™ | Departure | Return | of days Numpber Beneficiary (GroupcovEr)aSeS ntolt?vggbggmeu.sa
1.
2.
“3.
4,
5.
6.
7.
8.
9.
10.
PartC

Method of Payment: O VISA 0O MasterCard [ American Express [ Discover [ JCB O Check (All payments should be payable to IMG)

Credit Card Number: Expiration Date: Name on Credit Card:

. . OVERNIGHT DELIVERY OPTION
Signature:___ _ _ _ o _ O Add $20.00
If paying by credit card, | authorize IMG® to bill my credit card for the total charge as specified in “Total Premium” below.

METHOD OF FULFILLMENT
O Email OR O Mail

Premium per person per day Part D
(choose ONLY one option and one deductible)
. Deductibles X = X_1 + = :
Dally Rates D $O D $100 D $250 grmaellll frao\je?:ryss) (Daily Rate) (Prfeonggjdrgﬁi?:alrgiéggl (Total Rider Factor) Patrigtr;rrﬁl?itlr.nP. Lite  Total Premium
O Optlon 1: $2.25 $2.00 $1.80 Optional Rider Factors: Leisure Sports Rider (.20)

$100,000 Maximum

O Option 2:
$2.50 $2.20 $2.00 *Minimum of 5 persons required

$250,000 Maximum - - -
: - Patriot T.R.1.P. Lite (optional)
(M OptIOI’] 3: $2 75 $2 45 $2 20 To purchase this option, please complete the following calculation: **Up to Age 69 (Age 70_ and above
$1,000,000 Maximum ' ' ' =100 = X 4.52 = must use individual policy)
Please see the Outreach Travel Medical Insurance brochure for more et Patril TR.LP. Lite

information on the optional riders.



