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STUDENT ASSURANCE SERVICES, INC.
P O BOX 196
STILLWATER MN 55082-0196
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2006-2007 STUDENT ACCIDENT & SICKNESS INSURANCE ENROLLMENT FORM

COLUMBIAN LIFE INSURANCE COMPANY « Home Office: Chicago, IL « Administrative Service Office: Vestal Parkway E., P.O. Box 1381 « Binghamton, NY 13902-1381
0 COLUMBIAN MUTUAL LIFE INSURANCE COMPANY « Home Office: Vestal Parkway E., P.O. Box 1381 « Binghamton, NY 13902-1381

School's Name

Date

Student's Name

(Please Print)
Soc. Sec.#| | | |—| | || | | | |Birthdate [ underGraduate (3 Graduate (J International
(MM/DD/YY)
Billing Address
(Street) (e-mail Address)
(City) . . . (State) (Zip) (Phone Number)
Dependent Information (complete if purchasing dependent coverage).
Spouse's Name Soc Sec# Birthdate
(MM/DD/YY)
Child's Name Soc Sec# Birthdate
(MM/DD/YY)
Child's Name Soc Sec# Birthdate
(MM/DD/YY)

| understand the policy excludes all benefits for a condition which originates, is diagnosed, treated or recommended for treatment within
12 months immediately prior to my Effective Date of coverage under the policy.

Student Signature

Date / /
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