
 

 

 

Study Abroad Insurance Form 
 

Last Name: ___________________________ First Name: __________________________ 

 

Middle Name:_________________________ University ID:_________________________ 

 

Date of Birth:  _________________________ Gender:                 Male      Female 

 

Address:  ______________________________________________________________________ 

 

City:  ________________________________   State: _________ Zip Code:________________ 

 

Cell #: _______________________________    Email: __________________________________ 

 

Emergency Contact: _________________________________      Cell#:_____________________ 

 

Any Allergies, Illnesses?  Yes  No 

If “Yes”, please explain:  __________________________________________________________ 

______________________________________________________________________________ 

 

Any Dietary Restrictions?  Yes  No 

If “Yes”, please explain:  __________________________________________________________ 

______________________________________________________________________________ 

 

Any Special Accommodations?     Yes                No 

If “Yes”, please explain:  __________________________________________________________ 

______________________________________________________________________________ 

 

 

 

 

Program Destination:   

 

Professor:        Course:  

 

Coverage From (first day of travel) :              Coverage To (first day of travel) :  


