
Virginia High School League
Voluntary Catastrophic Accident Insurance

Enrollment Form

GENERAL INFORMATION

Participating School                                                                                                                                                          
                                       Full Legal Name

Address                                                                                                                                                                              
                         Street                                     City                              State                    Zip

Participating School is a member of the                                                                                         (sanctioning body).

COVERAGE DESIRED (Please indicate via checkmark the class(es) to be covered)

[  ] Class I:  All middle school interscholastic student athletes, student managers, student trainers,
student cheerleaders, or students participating in interscholastic competition., including school-
supervised practice, tryouts, game-related activities and covered travel as defined in the policy.

[  ] Class II: All middle school and high school students participating in intramural and club sports;
physical education classes; classroom and laboratory activities for credit; off-campus group
activities assigned for credit; faculty-sponsored clubs, plays and concerts; off-campus faculty-
sponsored and supervised field days; and covered travel as defined in the policy.

BENEFIT SELECTION AND PREMIUM CALCULATION (Please select only one plan)

[  ] $1,000,000 Maximum (Minimum Premium = $600.00)

Number of Class I Insured Persons                    x $2.70 = $_______
Number of Class II Insured Persons                    x $2.15 = $_______

[  ] $2,000,000 Maximum (Minimum Premium = $650.00)

Number of Class I Insured Persons                    x $3.60 = $_______
Number of Class II Insured Persons                    x $2.90 = $_______

[  ] $3,000,000 Maximum (Minimum Premium = $750.00)

Number of Class I Insured Persons                    x $3.85 = $_______
Number of Class II Insured Persons                    x $3.35 = $_______

TOTAL PREMIUM $_______________
(Premium shown above is fully earned and nonrefundable)

ON REVERSE SIDE LIST SCHOOLS TO BE COVERED AND SIGN.
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NAMES OF SCHOOLS AND GRADES TO BE COVERED                               # OF STUDENTS

                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    
                                                                                                                                                                                    

PREMIUM PAYMENT
Make your check payable to Mutual of Omaha and mail it with this form to:

Mass Benefits Consultants, Inc.
P.O. Box 828

Annandale, VA  22003-0828

It is understood that the effective date of coverage under this program will be                                    , or if later, the
date this form and the premium are received by the Company.

The above information is correct to the best of my knowledge.

                                                                                                                                                                                      
Authorized Signature Name (printed)
                                                                                                                                                
Title Date

Local/Regional Licensed Agency

Agency Name:                                                               License Number:                                                            

Agent Name (Printed):                                                    Agent Address:                                                              

City, State, Zip:                                                             Phone Number:                                                              

Signature:                                                                      Date:                                                                             
(Licensed Agent)
Email Address:                                                                                          Proposal ID Number:                         

Local/Regional Licensed Agency

Agency Name:                                                               License Number:                                                            

Agent Name (Printed):                                                    Agent Address:                                                              

City, State, Zip:                                                             Phone Number:                                                              

Signature:                                                                      Date:                                                                             
(Licensed Agent)
Email Address:                                                              

All above information requested is required for policy issuance.  The licensed appointed agent is required to
complete the section below.  Policies can not be issued without all the required information being completed.


