
PLEASE COMPLETE THIS  FORM
IN BLOCK LETTER PRINT

THE MEGA LIFE AND HEALTH INSURANCE COMPANY
ENROLLMENT FORM FOR STUDENTS AND THEIR DEPENDENTS

DEVRY UNIVERSITY 2004-278-1
2004-278-2 

SOCIAL SECURITY #             -         -                    or SCHOOL ID#                                       
PRIMARY INSURED
STUDENT NAME:                                                                                                                                    

Last (Family) Name

                                                                                                                               
First (Given) Name                                                                           Middle Initial

GENDER: q Male    q Female DATE OF BIRTH: ______ - ____ - ______ EXPECTED DATE OF GRADUATION: ______ - _____
Check one Month Day Year Month Year

MAILING ADDRESS :                                                                                                                                                                        
House/Building Number and Street Name

                                                                                                                                                                                                           -                
Apt. or P.O. Box # or Rural Route                                   City                                              County                              State                     ZIP   Code

PERMANENT ADDRESS:                                                                                                                                                             
House/Building Number and Street Name

                                                                                                                                                                                                           -                
Apt. or P.O. Box # or Rural Route                                   City                                              County                              State                     ZIP   Code

TELEPHONE #              -       -                 E-MAIL ADDRESS: ______________________________________________

Complete information below for Dependents to be insured.  Dependent coverage is available only for Students insured under the Plan.

SPOUSE:              -         -                    q Male   q Female Date of Birth :               -           -            
Social Security Number                                             (Check One) Month Day Year

                                                                                                                                                                                                                      
First (Given) Name M/I Last (Family) Name

CHILD:              -         -                    q Male   q Female Date of Birth :               -           -            
Social Security Number                                             (Check One) Month Day Year

                                                                                                                                                                                                                      
First (Given) Name M/I Last (Family) Name

CHILD:              -         -                    q Male   q Female Date of Birth :               -           -            
Social Security Number                                             (Check One) Month Day Year

                                                                                                                                                                                                                      
First (Given) Name M/I Last (Family) Name

CHILD:              -         -                    q Male   q Female Date of Birth :               -           -            
Social Security Number                                             (Check One) Month Day Year

                                                                                                                                                                                                                      
First (Given) Name M/I Last (Family) Name

CHILD:              -         -                    q Male   q Female Date of Birth :               -           -            
Social Security Number                                             (Check One) Month Day Year

                                                                                                                                                                                                                      
First (Given) Name M/I Last (Family) Name

02-NRL

PROCESSOR STAMP DATE RECEIVED HERE

NOTICE TO STUDENT: Coverage will be effective the date the correct premium is received by the Company or a representative of
the Company or the effective date of the coverage period, whichever is later, unless otherwise stated in the Master Policy.  By signing,
the student acknowledges the following:  1) He/She has carefully read the brochure and elects to enroll as indicated on this enrollment
card; 2) Rates are not pro-rated other than as listed on this enrollment card; 3) He/She meets the eligibility requirements for this cov-
erage as described in the brochure; and 4) If it is later determined that the student is not eligible, the premium will be refunded.
Premium will not be refunded except for ineligibility or entrance into the armed forces .

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false informa-
tion in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

STUDENT’S SIGNATURE:  __________________________________________________________ DATE:                                                                    



DEVRY UNIVERSITY 2004-278-1 & 2004-278-2

CAMPUS LOCATION: [J] Location:  _____________________________________
qOnline qDVUC q Undergraduate q Graduate

If you are an undergraduate student, please indicate which campus below.  If you are a graduate student, include the name of your campus location
above.
qAddison, IL q Columbus, OH (Alum Creek Dr.) q Fremont, CA q Miramar, FL q Tinley Park, IL
qAlpharetta, GA q Columbus, OH (Lyra Dr.) q Irvine, CA q North Brunswick, NJ q West Hills, CA
qArlington, VA q Decatur, GA q Irving, TX q Oakbrook Terrace, IL q Westminster, CO
qChicago, IL (N. Campbell) q Houston, TX q Kansas City, MO q Orlando, FL
qChicago, IL (W. Washington) q Federal Way, WA q Long Beach, CA q Phoenix, AZ
qColorado Springs, CO q Fort Washington, PA q Mesa, AZ q Pomona, CA

PLEASE CHECK ALL APPROPRIATE BOXES
INSURED CATEGORY: q  ALL

Plan I 2004-278-1
Period Codes: Annual (A-) Fall (F-) Fall A (F1) Fall B (F2) Spring (G-)

ID Codes:
A Student q $  146.00 q $  57.00 q $  59.00 q $  32.00 q $  57.00
B Student & Spouse q $  726.00 q $266.00 q $280.00 q $141.00 q $266.00
C Student & Children q $  509.00 q $190.00 q $199.00 q $102.00 q $190.00
D Student, Spouse, & Children q $1089.00 q $399.00 q $420.00 q $211.00 q $399.00

Period Codes: Spring A (G1) Spring B (G2) Summer (S-) Summer A (S1) Summer B (S2)

ID Codes:
A Student q $  59.00 q $  38.00 q $  52.00 q$  54.00 q$  33.00
B Student & Spouse q $280.00 q $169.00 q $241.00 q$254.00 q$143.00
C Student & Children q $199.00 q $122.00 q $172.00 q$181.00 q$104.00
D Student, Spouse, & Children q $420.00 q $253.00 q $361.00 q$381.00 q$214.00

Plan II 2004-278-2
Period Codes: Annual (A-) Fall (F-) Fall A (F1) Fall B (F2) Spring (G-)

ID Codes:
A Student q $  455.00 q $  165.00 q $  174.00 q $  87.00 q $  165.00
B Student & Spouse q $1771.00 q $  634.00 q $  668.00 q $325.00 q $  634.00
C Student & Children q $1479.00 q $  531.00 q $  560.00 q $274.00 q $  531.00
D Student, Spouse, & Children q $2795.00 q $1000.00 q $1054.00 q $512.00 q $1000.00

Period Codes: Spring A (G1) Spring B (G2) Summer (S-) Summer A (S1) Summer B (S2)
ID Codes:
A Student q $  174.00 q $104.00 q $149.00 q$158.00 q$  88.00
B Student & Spouse q $  668.00 q $393.00 q $570.00 q$605.00 q$330.00
C Student & Children q $  560.00 q $331.00 q $478.00 q$507.00 q$278.00
D Student, Spouse, & Children q $1054.00 q $620.00 q $899.00 q$954.00 q$520.00

EFFECTIVE / EXPIRATION PERIODS:
Annual q 11-01-2004 to 11-01-2005 Fall q 11-01-2004 to 03-07-2005 Fall A q 10-25-2004 to 03-07-2005
Fall B q 01-03-2005 to 03-07-2005 Spring q 03-07-2005 to 07-11-2005 Spring A q 02-28-2005 to 07-11-2005
Spring B q 04-25-2005 to 07-11-2005 Summer q 07-11-2005 to 11-01-2005 Summer A q 07-04-2005 to 11-01-2005
Summer Bq 08-29-2005 to 11-01-2005
Students registering in the Fall Term must enroll for the Annual premium unless graduating during the Policy Year.

PAYMENT OPTIONS - For Undergraduate Students Only
1. q Plan I - Up to the Student premium may be charged to EDUCARD for duration of policy year.
2. q EDUCARD plus balance exceeding Plan I Student only premium paid by cash, check, MasterCard or Visa. 
3. q Full premium paid by cash, check, MasterCard or Visa paid directly to DeVry Inc.
If not applying student only Plan I premium to EDUCARD, make check or money order payable to DeVry Inc. Premium can also be charged to
MasterCard or Visa. Remit completed enrollment card and payment to the school business office.

PAYMENT OPTIONS - For Graduate Students Only
Full premium paid by cash, check, Master Card or Visa made payable to Student Insurance.  Payment must be received within 14 days from the
Effective Date of the Term.  Mail payment and completed enrollment card to 
Student Insurance Coordinator, DeVry Inc., One Tower Lane, Oakbrook Terrace, IL 60181.

CHARGE CARD AUTHORIZATION PAYMENT INFORMATION
Expiration Date

CHARGE FULL                                            qVISA or
AMOUNT   $_____________ qMASTERCARD # _____________________________________________________                -         

Month Year
AUTHORIZED SIGNATURE ________________________________________________________________             DATE ______________________________

OR PAID BY CHECK # ___________________________ AMOUNT PAID $____________.______ 

q   I elect to purchase Injury and Sickness insurance coverage under the University’s student insurance plan.  Below are the choices I have made.


