
Le Cordon Bleu


                 


  Date ________

2013-2014 Dependent Enrollment Form

Student’s Name _________________________________________________ S.S.#: __________________


(Please Print)
(First)
(Middle)
(Last)

Address _____________________________________________________________________________


(Street)



(City)

(State)
(Zip Code)

I have purchased the LCB Student Medical Plan.  I wish to apply for coverage for the following members of my family in the Dependent Medical Plan.
Eligible dependents shall include the spouse and dependent child/ren under the age of 26 years (all eligible dependents must be residing with the covered Student).



15 Month Annual Cost
9 Month Annual Cost
21 Month Annual Cost
Spouse  
 
     $1,947  

$1,168


$2,726     
      

Each Child
     $1,947  

$1,168


$2,726     
Place Dependent Name(s) Below

1)______________________________________ Birth Date ________ SS# _________​​___M  F

   Spouse

2) ______________________________________Birth Date ________ SS# ____________M F    Child

3) ______________________________________Birth Date ________ SS# ____________M F    Child

4) ______________________________________Birth Date ________ SS# ____________M F    
Child
Send this enrollment form and appropriate check or money order (made payable to Collegiate Risk Management) to Collegiate Risk Management, 110 Athens St., Tarpon Springs, Florida, 34689.


