
INSURANCE INVOICE 

Insurance Provider Name 

123 Policy Ave, Suite 100 

contact@insurance-email.com 

Invoice #: ___________ 

Date: ___________ 

POLICY HOLDER (STUDENT) 

Name: ____________________ 

Student ID: _________________ 

Address: ___________________ 

___________________________ 

COVERAGE DETAILS 

Destination: _______________ 

Start Date: _________________ 

End Date: ___________________ 

Policy Type: ________________ 

Description of Coverage Amount 

Premium: Study Abroad Medical & Accident $ 0.00 

Emergency Medical Evacuation Rider $ 0.00 

Travel Assistance Services $ 0.00 

Administrative/Processing Fee $ 0.00 

Subtotal: $ 0.00 



Tax (0%): $ 0.00 

Total Amount Due: $ 0.00 

PAYMENT INSTRUCTIONS 

Bank: ____________________ 

SWIFT/BIC: _______________ 

Account: __________________ 

Note: This is a formal invoice for insurance premiums. Coverage is subject to the terms and conditions outlined in the Policy 

Certificate. Please ensure payment is made prior to the departure date to maintain valid coverage. 


