
coverage is in force for a Covered Person and results in a
loss or Injury covered by the Policy for which benefits
are payable.
Covered Person means a person who is eligible for
coverage and for whom the required premium is paid.
Home Country means a country from which the
Covered Person holds a passport.  If the Covered Person
holds passports from more than one country, his or
her Home Country will be that country which the
Covered Person has declared to Us in writing as his or
her Home Country.
Injury means accidental bodily harm sustained by a
Covered Person that results directly and independently
from all other causes from a Covered Accident.  The
Injury must be caused solely through external and
accidental means.  All injuries sustained by one person
in any one Accident, including all related conditions and
recurrent symptoms of these injuries, are considered a
single Injury.
Loss means medical expense covered by the Plan as a
result of Injury or Sickness as defined in this Plan
Lifetime Aggregate Maximum means, for each Covered
Person, the total amount of benefits payable for all
Injuries and Sicknesses combined under the policy.
Medically Necessary means a treatment, service or supply
that is: 1) required to treat an Injury or Sickness prescribed
or ordered by a Doctor or furnished by a Hospital;
2) performed in the least costly setting required by the
Covered Person’s condition; and 3) consistent with
the medical and surgical practices prevailing in the area
for treatment of the condition at the time rendered.
Purchasing or renting 1) air conditioners; 2) air purifiers;
3) motorized transportation equipment; 4) escalators
or elevators in private homes; 5) eye glass frames
or lenses; 6) hearing aids; 7) swimming pools or supplies
for them; and 8) general exercise equipment are not
Medically Necessary.  A service or supply may not be
Medically Necessary if a less intensive or more appropriate
diagnostic or treatment alternative could have been used.
The Company may, at their discretion, consider the cost
of the alternative to be the Covered Expense.
Pre-existing Condition means a Sickness, Injury, or
related condition which was contracted or which
manifested itself, or for which a licensed Doctor was
consulted; or for which treatment or medication was
prescribed within 24 months prior to the Effective Date
of the Covered Person’s Coverage under the Plan.
Pre-existing Conditions shall be excluded from coverage
for a period of 24 months following the Effective Date
of Coverage.
Sickness means sickness or disease, which is the sole
cause of the Loss.  Sickness includes both normal
pregnancy and complications of pregnancy.  All
sicknesses due to the same or a related cause are
considered one Sickness;
Usual and Customary Charge means the average
amount charged by most providers for treatment, service
or supplies in the geographic area where the treatment,
service or supply is provided.
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assignment; (b) the date you request coverage to begin or,
(c) the date your Enrollment Form and premium are
received. Coverage will end on the termination date which
is the earliest of these dates: (a) the date shown on the
proof of coverage documents issued upon enrollment or
renewal; (b) the termination of your international
educational activities upon which date you cease to be
eligible for the Plan; or the end of the period for which
premium is paid; or (c) prior to the term.

Effective date for new Dependent
due to Newborn or Adoption
The effective date of coverage for a newborn or an
adopted child is immediate from the moment of birth or
placement for adoption, however coverage will cease
after 31 days unless written notice and additional
premium required to add the dependent child to the Plan
are received by Koster Insurance Agency.  After 31 days,
the effective date of coverage for a new dependent due
to birth or adoption of a child is the date written notice
and the additional required premium are received.  The
required additional premium for a new dependent due
to birth or adoption is calculated from the date of birth
or date of placement up to the end of the current period
of coverage in effect.  Current full monthly premium
rates are used to calculate the required additional
premium.  There is no partial or pro-rated premium.

Effective Date for new Dependent
Due to Marriage
The effective date of coverage for a new spouse is
determined by the date written notification and additional
premium required to add the spouse to the Plan are received
by the Koster Insurance Agency.  In order to add a new
spouse, written notification must be received within 31 days
of the date of the event or marriage.  If the information is
not received within 31 days, the spouse will not be eligible
to enroll in the plan.  The required additional premium for
a spouse due to marriage is calculated from the date written
notification is received up to the end of the current period
of coverage in effect.  Current full monthly premium rates
are used to calculate the required additional premium.  There
is no partial or pro-rated premium.

REFUND OF PREMIUM
Full refund of premium is made if written request is
received by Koster Insurance Agency prior to the
Effective Date of coverage.  Premium is considered fully
earned and nonrefundable after the Effective Date of
coverage under the Plan.  For persons who cease to be
eligible, a refund will be considered for the number of
whole months remaining in your Period of Coverage.
Remaining whole months are calculated from the date
written notice is received up to the termination date of
the Period of Coverage in effect.

DEFINITIONS
Accident means a sudden, unexpected and unintended
event.
Covered Accident means an Accident that occurs while

PLAN FEATURES
Injury and Sickness Medical Benefits
$100 deductible*, then the Plan pays 100% of the
Usual and Customary Charges up to $5,000,
thereafter the Plan pays at 80% of the Usual and
Customary Charges.

Participant Dependent

Lifetime Aggregate $250,000 $ 50,000Maximum

Other Plan Benefits
Emergency Medical $ 50,000 $ 50,000
Evacuation Maximum
Repatriation of Remains $ 25,000 $ 25,000Maximum
Accidental Death &

$ 10,000
NotDismemberment (AD&D)

AvailablePrincipal Sum
Worldwide Assistance Included IncludedServices

*$100.00 deductible is applied per covered Injury or
Sickness.  The $100.00 deductible will be reduced to
$50.00 per covered Injury or Sickness when treatment
or a referral is first received at the Student Health Center,
if applicable. A copy of the referral is required when the
claim is submitted.

HOW THE MEDICAL EXPENSE BENEFIT
WORKS
If you and any covered Dependent are injured or
become sick during your academic program and require
medical attention - such as treatment from doctors,
hospitalization and medication - the Plan can help
protect against the unexpected medical costs that may
occur during your stay.  If you and any covered
Dependent incur costs for covered medical services
during a Period of Coverage (the number of months
for which you request and pay for insurance), the Plan
works like this: You and any covered Dependent are
responsible for the first $100.00 of Covered Medical
Expenses (called the deductible). The deductible is
applied separately to each covered Injury or Sickness.
For most services, the Plan will pay 100% of Usual
and Customary Charges for the first $5,000 of Covered
Medical Expenses. Thereafter, the Plan will pay 80%
of the Usual and Customary Charges of the remaining
Covered Medical Expenses, up to the Lifetime
Aggregate Maximum of $250,000 for Participant (or
$50,000 per Covered Dependent) or the Maximum
Benefit Period, whichever occurs first. You and any
covered Dependent are responsible for the remaining
20% balance (called the coinsurance). A listing of
medical expenses that are covered under the Plan, and
those that are not covered, as well as the maximum
benefit period or coinsurance level when it varies from
the above, are described in the Description of Benefits
and Exclusions sections.

DESCRIPTION OF BENEFITS

Covered Medical Expenses for Injury
or Sickness
If a covered Injury or Sickness occurs during the Period
of Coverage, only those expenses specifically described
below, and which are incurred within the Maximum
Benefit Period, and which are not excluded (see Exclusions
section) are considered Covered Medical Expenses. The
Maximum Benefit Period is 52 weeks from the date of
the Covered Accident or the date of the first medical
treatment for the covered Sickness. Initial treatment of an
Injury must occur within 30 days of the Covered Accident.
1. Expenses for hospital room and board up to $500.00

per day for the Usual and Customary Charges for the
semiprivate room and board rate, or up to $750.00 per
day of the Usual and Customary Charges for the ICU
rate. Hospital room and board charges include general
nursing care;

2. Expenses made for hospital miscellaneous services and
supplies while hospital confined or as a precondition
for hospital confinement such as: a) cost of operating
room; b) laboratory tests; c) X-ray examinations;
d) anesthesia; e) drugs (excluding take home drugs)
or medicines; and, f) therapeutic services and supplies;
medicines; and, f) therapeutic services and supplies;

3. Expenses made for diagnosis, treatment and surgery
by a legally qualified doctor, surgeon, registered
nurse, professional anesthetist, radiologist and
physiotherapy. In-hospital doctor visits are limited
to one visit per day;

4. Expenses for chiropractic care incurred up to a
maximum of $500.00 per 12-month period;

5. Prescription drugs prescribed by a doctor at 80% of
Covered Expenses, up to a maximum of $2,500 per year;

6. Expenses directly related to pregnancy, including
childbirth and associated newborn nursery hospital
charges, complications of pregnancy and miscarriage
when date of conception occurs after the effective date
of coverage;

7. Expenses for inpatient mental or nervous disorders at
50% of the Covered Expenses for one confinement,
up to 30 consecutive days;

8. Expenses for outpatient mental or nervous disorders
at 50% of the Covered Expenses, up to a maximum of
$500.00 per 12-month period;

9. Expenses for elective termination of pregnancy, up to
a maximum of $500.00;

10. Expenses for treatment of accidental Injury to natural,
sound teeth, up to $200.00 per tooth, up to a maximum
of $600.00 per Injury;

11. Expenses for local ambulance service, up to a
maximum of $750.00 per trip;

12. Expenses for pap smear examinations deemed
Medically Necessary by the attending doctor;

13. Expenses for mammography examination for women
as follows: (a) one baseline mammogram between ages
35-39; (b) mammogram every year ages 40 and
older - expenses are not subject to the deductible;

When you participate in international education
programs, you want quality choices in medical insurance
while you are away from your Home Country.  Our plan
offers the type of coverage expected in an international
student and scholar medical insurance plan, with these
value-added features.
• Home Country Visits – you can keep your coverage

inforce during brief return home visits;
• First $5,000 covered expenses paid in full – after

you have paid the applicable deductible;
• Well child care – preventive services when dependents

are enrolled;
• Freedom of choice – any hospital or doctor;
• No internal limits for vehicular accidents – covered

accidental injuries are eligible for the same medical
maximum benefits.

• Worldwide Assistance Services – offers expert
arrangements of medical evacuation and repatriation
services. These services are not underwritten by
ACE American Insurance Company.

MONTHLY PREMIUMS
The monthly premium rates shown below are valid to
June 1, 2008. You must pay in advance for at least 1 month
of coverage at any one time.

Participant Only Spouse/Child
Age (Per Person)

<  25 $ 52.00 $259.00

25 – 30 $ 66.00 $329.00

31 – 40 $ 94.00 $386.00

41 – 49 $170.00 $437.00

50 – 59 $287.00 $543.00

60 - 65 $469.00 $818.00

WHO IS ELIGIBLE FOR COVERAGE
UNDER THIS INSURANCE PLAN?
The Plan offers a package of benefits and services to
persons engaged in full time international educational
activities.  You are eligible to enroll for this Plan if
you are a Non-U.S. citizen with a current passport or
visa traveling outside your Home Country to the
United States. Your lawful spouse and/or unmarried
children under age 20 who are chiefly dependent on the
participant for support and who accompany you are also
eligible and can be added to your coverage as dependents.
However, your spouse and/or children may not enroll
separately in the Plan.

PERIOD OF COVERAGE, EFFECTIVE
DATE AND TERMINATION DATE
You may enroll in the Plan for an initial minimum term of
1 month to a maximum term of 12 consecutive months.
Your effective date of coverage begins on the latest of
these dates: (a) the date you depart from your Home
Country to travel to the country of your international

14. Expenses for Well Care expenses for preventive
services rendered to a child enrolled as a dependent
to include: physical examinations, immunizations,
history measurements, sensory scanning,
neuropsychiatric evaluation and development;
screening and assessment at the following intervals
(a) six times during first year after birth; (b) up to
a maximum of three times during next year; and,
(c) annually until age 6 - expenses are not subject to
the deductible.

HOME COUNTRY EXTENSION BENEFIT
The Company will pay Covered Medical Expenses
described in the Medical Expense Benefit if the Covered
Person returns to his or her Home Country and obtains
follow-up treatment for an Injury or Sickness that was
first treated while the he or she was on a covered trip.
Benefits will be paid for up to 60 days per 12-month
Period of Coverage, from the date the Covered Person
returns to his or her Home Country. Home Country
Extension Benefits are subject to any applicable benefit
maximums, deductible and coinsurance rates shown for
the Medical Expense Benefit.

EMERGENCY MEDICAL EVACUATION/
REPATRIATION OF REMAINS EXPENSE
BENEFITS
The Plan covers transportation costs associated with
medical emergencies, or for loss of life, expenses to prepare
and return mortal remains to your Home Country. In
addition, medical services are automatically included in
the Emergency Medical Evacuation Benefit. The
Emergency Medical Evacuation and Repatriation of
Remains Benefits are described below.

Emergency Medical Evacuation Expense Benefit
The Company will pay Emergency Medical Evacuation
Benefits up to the maximum of $50,000 for expenses
incurred for Covered Person’s medical evacuation.
Benefits are payable if the Covered Person: 1) is traveling
outside of your Home Country; 2) suffers an Injury or
Sickness during the course of the trip; and 3) requires
Emergency Medical Evacuation.  Benefits will not be
payable unless: 1) the doctor ordering the Emergency
Medical Evacuation certifies the severity of the Injury
or Sickness requiring an Emergency Medical Evacuation;
2) all transportation arrangements made for the
Emergency Medical Evacuation are by the most direct
and economical conveyance and route possible; 3) the
charges incurred are Medically Necessary and do not
exceed the usual level of charges for similar
transportation, treatment, services or supplies in the
locality where the expense is incurred; and 4) do not
include charges that would not have been made if there
were no insurance.
“Emergency Medical Evacuation” means: 1) the
immediate transportation from the place where the
Covered Person suffers an Injury or Sickness to the nearest
hospital or other medical facility where appropriate
medical treatment can be obtained; or 2) transportation to

 International Student & Scholars Plan Enrollment Form
ACE American Insurance Company

Calculating Your Premium
�� Participant Only             �  Spouse/Child (Per Person)

(Dependent coverage is available only if the student/scholar is enrolled for coverage)
                                                             Name                                                                      Sex            Date of Birth (Month/Day/Year)

Student/Scholar
Spouse

Child

Child

Note:  You must pay for at least 1 month at a time.

Premium Calculation:  $_____________________ x ________________ =  ________________________
                                                Monthly Premium                        Number of Months                   Total Premium Enclosed
I hereby subscribe to the Trustee of the ACE USA Student Insurance Trust.  I understand that this policy will not pay benefits for any loss
incurred during the first two (2) years of  coverage on account of disease or physical condition that I now have or have had in the past
two (2) years.  I also understand that if it is discovered that I do not meet the eligibility requirements, that my premium will be refunded.
I understand my information is protected by privacy laws and will be released only in accordance with these laws. 
The only people who have access to this information are employees of the Insurance Company who service my policy or claim and other third
parties authorized by the Insurance Company.  Information may be disclosed to those who have an insurance-related regulatory or legal need for
the information.  In other situations, We will ask you for written authorization to disclose information about you. 
“Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any
fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalities.
My signature below certifies that I have read and understand the International Student & Scholars Plan brochure and agree to
accept as applicable to me the terms and conditions stated herein.”

Signature of Participant ________________________________________________ Date_________________________

Method of Payment: Make Check or Money Order payable to Koster Insurance Agency.  Total premium for Full Term of insurance requested must be made
in U.S. Dollars at the time application for coverage is made.  Coverage purchased by credit card is subject to validation and acceptance by credit card company.

___ Check    ___ Money Order    ___ MasterCard    ___Visa   Card #__________________________________________________________

Expiration Date_________  Daytime Phone (______)_____________ Name as it appears on card ___________________________________

Billing Address_____________________________________________________________________________________________________
I understand that the premium is non-refundable except as provided under the section entitled Refund of Premium.  My
signature indicates acceptance of these terms and authorizes Koster Insurance Agency to charge my credit card for the total
premium due for the period of coverage requested.
Signature of cardholder ___________________________________________ Date___________________

(              ) (              )

Street                                                                                                City                                                                State

 Month/Day/ Year

Participant’s Name _____________________________________________________________________________________________________

Gender:���  Male   ������ Female                           Date of Birth _________________________

Home Country Address _________________________________________________________________________________________________

Postal Code/Zip Code ___________________________________________ Country _______________________________________________

Passport Country _______________________________________________ Country of Permanent Residence __________________________

Visa Type:         ____ F1         ____ J1         ____ M1        ____ Other ___________________________________________________________

Name of School  or Institution of International Assignment ____________________________________________________________________

Country of Destination _________________________________________________________________________________________________

Participant Status:       ____ Student       ____ Faculty       ____ Scholar     _____ Other _____________________________________________

Address for Correspondence:    c/o Name _________________________________________________________________________________

Address ______________________________________________________________________________________________________________

City ______________________________________________________ State __________________ Zip Code __________________________

Work Phone ___________________________________________________ Home Phone ___________________________________________

Fax __________________________________________________________ Email _________________________________________________

Beneficiary Name __________________________________________________________________ Relationship _______________________

Policy Form #GLMN00865151

This is the person who will receive the Accidental Death & Dismemberment benefit in the event of the Participant’s death.

Requested Effective Date of Coverage __________________________  Requested period of Coverage __________________________ Months
  Month/Day/Year                                                                                                         (minimum 1, Maximum 12)

Note: This Plan is not available in all states, please refer to period of coverage section or contact Koster Insurance Agency for this information.  Insurance cannot
begin prior to the date the premium and Enrollment Form are received by Koster Insurance Agency. These rates are valid for coverage through May 31, 2008.

Select Coverage  Type:




