                                                           THE AMERICAN UNIVERSITY IN CAIRO
GROUP MEDICAL INSURANCE SCHEME

APPLICATION FOR ENROLLEMENT & CHANGE OF COVERAGE                                                                                                                                                             

To be sent through AUC to CIGNA/ VANBREDA  INTERNATIONL, PLANTIN  & MORETUSLEI 299,
B-2140  ANTWERPEN,  BELGIUM
Name    ------------------------------------------                   --------------------------          ------------------------ 
                             (surname)                                                 (first name )                        (middle name)
Sex        -----------------------                    

 Birth Date    ------/ ----- /  ------
                   Day/  Month /  Year   
Category : 
(    Relocated Faculty

(    Relocated Staff

(    Local Hire Faculty

(    Local Hire Staff

Effective date of employment with the University:    --------------------------------
Type of coverage :

(    Worldwide Plan

               (    Regional Plan*
This request is for :

(    New enrollment             Effective Date :  --------------------

(    End of coverage for 

                                                                Spouse : ---------------------------------------------

                                                                Child    : ---------------------------------------------

                                                  Staff     : ---------------------------------------------

(    Additions: spouse or unmarried dependent or child, as listed below
Dependents to be covered:

	Name
	Sex
	Relationship
	Birth Date

Day/Month/Year
	Marriage Date

Day/Month/Year

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


*Participation in the Regional plan will not allow medical treatment in five countries: USA, Canada, Israel, Switzerland and Japan. Only in emergency cases; 80% of expenses are covered by the plan.

                                                                   Date and Signature ------------------------------------------------------

Certified by  THE AMERICAN UNIVERISTY IN CAIRO

Type of coverage :   (     Single                            (     Single parent with children        

                                 (     Couple                           (     Family

Date and Signature:  ---------------------------------------------------------   

