VISIT® International Health Insurance EPI J2  AUTOMATIC 
RENEWAL Application
LIST THE NAMES OF ALL DEPENDENT(S) YOU WOULD LIKE TO RENEW

1. Dependent’s Full Name: 
Date of Birth: 
Gender:

2. Dependent’s Full Name: 

Date of Birth: 

Gender:

3. Dependent’s Full Name: 

Date of Birth: 

Gender:

Address:  
City:
 


State:
 
Zip:
Contact Phone# :    
E-Mail Address:   
Run Renewal Payment on the following date each month:  

15th of each month
20th of each month

25th of each month

Last Day of each month

Choose a Date: ___________________
Enrolling in PLAN E PLUS: 
(EPI Approved Plan)

$100,000 Medical

$100 Deductible

For more information about the J2 Plan, please go to www.visitinsurance.com/epij2.html 

SELECT PAYMENT METHOD: 
○MasterCard      ○VISA       ○American Express

○Discover ○  Bank Debit Card (Debit cards can be used as long as they have a VISA or MasterCard logo on the front of the card)

Credit Card Number
Expiration Date (month/year):  
Security Code:    
Name On Card:       
Billing Address:
I authorize VISIT Insurance to automatically charge my credit card each month.  I understand I must notify VISIT® Insurance 
15 days prior to the date of my auto renewal.
________________________________________Full Name of  J1 EPI Teacher

Authorized Signature
PLEASE EMAIL YOUR COMPLETED FORM TO  LORI@VISITINSURANCE.COM 
OR FAX IT TO (703) 991-9164
