Travel Insurance Application Form: please return via email (preferable) or fax. Promo code: RHODES MEDICAL CARE

Traveler 1 Traveler 2 Traveler 3 Traveler 4

First & Last Name

Date of birth
(mm/dd/yyyy)

Travel dates
(mm/dd — mm/dd/yyyy)

Trip cost (per person)

Date of 1st trip payment

List all citizenships

1% airline & destination

Email

Phone number

Address (incl zip code)

Credit Card Info needed only prior to purchase, can also be phoned in

o MasterCard o Visa o American Express o Discover
Credit Card number
CC expiry Verification number —
(month-Year) (3-4 digits)

Name on Credit Card

Billing address of CC

Email: jonah@travelinsurancecenter.com
Fax: 615-413-4136; Phone: 402-404-5205
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