CORPORATE ANNUAL PLAN SPREZZATURA

Insurance Group, LL.C

TRAVEL INSURANCE PROTECTION PLAN
ENROLLMENT FORM

INSURED:
DR.___  MR.__  MRS.__ MS.___ *M_ F___

*LAST: *MI: FIRST:
*DATE OF BIRTH: EMAIL:

*ADDRESS:

*CITY: *STATE: *ZIP:
*PHONE: BENEFICIARY:

AGENCY ARC NO. AGENT ID NO.:

* REQUIRED INFORMATION

ANY PERSON WHO KNOWINGLY AND WITH INTENT DEFRAUDS ANY INSURANCE COMPANY IS SUBJECT TO CRIMINAL AND CIVIL PENALTIES. | REPRESENT THAT THE ABOVE
INFORMATION IS TRUE AND THE DATES REFLECT MY INTENT TO START AND END MY TRIP. THE COVERAGE GOES INTO EFFECT AFTER THE PREMIUM IS PAID, AT 12:01
A.M. ON THE DAY AFTER THE POSTMARK, TELEPHONE PURCHASE, FAX TRANSMISSION DATE, OR ONLINE PUR- CHASE CONFIRMATION DATE. THE INSURER RESERVES THE
RIGHT TO REJECT ANY ENROLLMENT FORM. | UNDER- STAND THERE IS NO COVERAGE FOR LOSS DUE TO PRE-EXISTING MEDICAL CONDITIONS, UNLESS THIS INSURANCE IS
PURCHASED WITHIN THE REQUIRED TIME FRAME TO WAIVE THIS EXCLUSION. | UNDERSTAND THAT IF PAYMENT IS RETURNED UNPAYABLE FOR ANY REASON, THE COVERAGE
BECOMES NULL AND VOID. | ALSO UNDERSTAND THAT ANY CHANGES TO THIS ENROLLMENT FORM DO NOT CHANGE THE COVERAGE OF THE POLICY. | HAVE READ,

UNDERSTAND, AND AGREE TO THE TERMS AND CONDITIONS OF THE INSURANCE AS DETAILED IN THE DESCRIPTION OF COVERAGE.

PLAN CosT / $160

PAYMENT INFORMATION

CHECK OR MONEY ORDER PAYABLE TO SPREZZATURA INSURANCE GROUP,LLC

AMERICAN EXPRESS® MASTERCARD VISA DISCOVER / NOVUS

EXPIRES: / /

NAME OF CARDHOLDER:

SIGNATURE DATE

4810 NW 74" Avenue Miami, FL 33166 ¢ Phone: (305) 482-9611 « Fax: (305) 499-9670 ¢ www.sprinsgroup.com
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