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Example: One month of coverage is from Oct. 15 to Nov. 14.
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| hereby subscnbe to the Group Insurance Trust (District of Columbia) and enroll in the group
coverage for which | am eligible under the group contract issued by the Insurance Company
of the State of Pennsylvania. The insured(s) understand(s) that this insurance will not pay for
any expenses incurred caused by any pre-existing condition (refer to Exclusions). All claims
will be fully investigated. Refund of premium, less a $20 processing fee, will be returned only
if a written request is received by Travel Insurance Services prior to the effective date of
coverage. After the effective date of coverage, the premium is considered fully eamed and
non-refundable. | hereby certify that | have fully read, understand, and agree to the Visit
USA-HealthCare™ Insurance Brief Qutline of Coverages.

O | agree to enroll under the conditions of this Enroliment Agreement.
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