
APPLICATION (ne"r" tat to Fok's Insurance Agencv at @i!S!p)
OUT-OT'.COIJNTRY TRAVEL MEDICAL INSURANCE

A. FULL NAME OF INSARED(S)
Last Name
(Mr./Mrs]Ms./Mis9

1.

First Name Date of Birth
(MM/DD/vV

2.
.).
^

B. ADDRESSINCANADA

AptNo. Slreet

C. TELEPHONENO(S)
( , x_ (  )

City/Proince Postal Code

( )
Office No. Home No, Cell No.

D.DESflNATION(S): USA lptease atso indicau nsne ofsate): -Non'USA

E. DEPARTURE DATE: - RETURN DATE:
/Mi't/DD/vv)

F. NAME OF SPONSOMAPPLICANT :
(MM/DDlvV

G. TYPESOFPLAN:
. U.S.A. Emergency Medical & Hospital Plan L
o Non U.S.A. Emergenqt Medical & Hospital Plan !
o FlightAccillent: $200,000 D $500,000 a
Name of Benefciary: RelationshiD to the Insured:
o Accidental Death & Dismemberment (AD&D):

$ 25.000 D $100,000'a $250,000 !
Name of Beneficiary: Relationshio to the Insured:
o Annual Multi-trip Basic Plan:

8 Days per Trip Z 15 Days per Trip t)
35 Days per Trip D 60 Days perTyip tr 105 Days per Trip !

o Annual Multi-trip Select Plan
j5 Days per Trip: Option #1 ! Optio4 #2 [

o Trip Cancellation & Intenuption:
Basic Plan ll Select Plan a All Inclusive Package Plan f)
Sum Insured:

Name of Benefciary:
Other Plan:

Relationshio to the Insured:

H. PAYMENTMETHOD:
! Direct Deposit at TD Canada Trust (any branch) A"/C No. 233-5206192.
! Credit Cmd: VISA Card No. ExpiryDate:

MASTER Card No.--------- Expiry Date : -
(Tbe insumnc€ prernium you paid is inclusive ofa standard commission that TIC Travel InsuEnce Coodinators Ltd. allows us.)

In conjunction with the purchose ofthe Policy, I hereb! authorize releose to T.I.C. Travel Insurance Coordinators I'td. or its
representqtive any infomtation, includ@medical recor^ that is needed to proca.ss s clqimfled under the PoW. I am ingood
health and lorow ofno reason to seek fiedical attention.

.Applicant's Signature:


