
	




Date of Change Request:      	

To: Certificate Holder Services Premium Department
Email Address: epi@visitinsurance.com  Fax:  703-991-9164

Insured Name:

Certificate Number:    

Contact Phone Number:                   Email:   
*We will use this information to contact you should there be a question about the information you are providing.

Dear International Medical Group:

Please update my payment information on file with the following:

Card Number:   	Expiration Date:  _______________


Card Holders Name:    	

Signature:    	


Please note: All payments must be made and received in US Dollars. I hereby request and authorize International Medical Group, Inc. to charge my credit card. This authorization will remain in effect until revoked by me in writing and until International Medical Group Inc. actually received notice. Coverage purchased by credit card is subject to validation and acceptance by the Credit Card Company.


Other Comments:  	






[image: ][image: ][image: ][image: ][image: ][image: ][image: ]
image7.png




image8.png




image9.png
Group”®
2960 N. Meridian St. Indianapolis, IN 46208 USA
Phone: +1.317.655.4500  Toll-free: +1.800.628.4664
Fax: +1.317.655.4505 insurance@imglobal.com




image10.png




image11.png




image12.png




image13.png




image14.png




image15.png
\Y




image16.png




image17.png




image18.png
Group”®
2960 N. Meridian St. Indianapolis, IN 46208 USA
Phone: +1.317.655.4500  Toll-free: +1.800.628.4664
Fax: +1.317.655.4505 insurance@imglobal.com




image19.png
>




image20.png
>




image21.png




image22.png




image23.png
| Peace of Mind®




image24.png




image25.png




image26.png
| Peace of Mind®




image27.png




image28.png




image29.png




image30.png




image31.png




image32.png




image33.png




image1.png




image2.png




image3.png




image4.png




image5.png




image6.png
\Y




