2007-2008 HEALTH INSURANCE ENROLLMENT FORM

ANNUAL FALL WINTER/SUMMER
8/20/07 to 8/20/08 8/20/07 to 1/3/08 1/3/08 to 8/20/08
Student a$ 826.00 0 $276.00 1 $550.00
Spouse 1 $1651.00 1 $551.00 1 $1100.00
Each Child 1 $1240.00 0 $414.00 0 $826.00

MAKE CHECKS PAYABLE TO: Combined Insurance Co. of America

MAIL PAYMENT AND ENROLLMENT FORM TO: Administrative Concepts, Inc.
997 Old Eagle School Rd., Suite 215
Wayne, PA 19087-1706

Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, sub-
mits application or files a claim containing a false or deceptive statement, may be guilty of insurance fraud.

DATE SIGNATURE OF STUDENT

Plan underwritten by: Combined Insurance Co. of America
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UNIVERSITY OF DETROIT MERCY DEPENDENT HEALTH
2007-2008 ENROLLMENT FORM

STUDENT'S NAME

Last First M1
U.S. MAILING ADDRESS

Street City State Zip
PHONE NUMBER E-MAIL ADDRESS
O Female J Male DATE OF BIRTH SOCIAL SECURITY NUMBER

O Married Q Single O International 3 Under-Graduate

LIST DEPENDENTS TO BE INSURED BELOW. DEPENDENT COVERAGE IS AVAILABLE ONLY IF THE STUDENT IS
ALSO INSURED.

LAST NAME FIRST NAME Ml DATE OF BIRTH
SPOUSE

CHILD

CHILD
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