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This is a Deseription of Coverage for
United Work and Travel, Inc.

n IHvisien aft Amerlian Toal Bntotptiaos, e,

Underwtitteh By: Insurance Company of the State of Pennsylvanta (Hercin Referred 1o as “the Company™
Eligibliity: You will be covered under this plan i you ane patticipating in the work & traval programs canducted by United Work and Travel, Inc.

Period of Coverame: Coverage will begin: a) for Agcidental Death & Dismemberment Benefits, (he time of departure from the Insured*s point of 1ast dotnicilc or
teimpotary residence in thair Foma Country directly to the point of embarkation on the schoduled program of United Work and Travel, Ine; and 1 for a1l other
bienefits, the time of the insured’s departure from their Home Country, Coverage will end: o) for Aceidental Death & Distmemberment Benefits, the time of retum to
the Tngyred's dotnieile or temporaty residence in theit Home Country dircetly from the point of disembarkation from the scheduled program of Tnited Work atd
Travel, Tne, for benefits and ) For all other benefits, the time of artival in the Insured’s Home Couniry, This Insumnce only covers the partictpant whils he/sha is
participating in an intern program a1 the direction and expense of United Wotk and Travel, Inc.

Dofinitions: Sickness: Meana an [lness, diseise or condition of the Insurcd that cavses a loss whicly an ingured incurs medical mxpenses while covered wnder the
Policy, All velated conditions and recurrent symptoms of the same or similar condition will be considerad ane sickness. Injury: means aceidental bodily harm
sustained by an Inzured that results direetly and independently from all other causes from a Covered Accident, The Tnjury must be caused solaly threugh cxternal
and aceidental means. All infuries sustained by one persom in any one Accident, ineluding all relatsd conditions and reeurrent symptoms of thege injurles, are
considerad a single Injury. BHome Conntry: meons a counlty from which the insured holds a passport. 11 the Insured holds passports from more than one countey,
hix or her Home Country will be that country which the Tnsured has declared to the Company in writing ag hig or her Home Country, Maodically Necessary: means
a treaiment, service of supply that is: 1} required 1o treat an Tnjury or Sickness; preseribed or ordered by & doctor or furnished by a Hospital; 2) performed in the least
costly setting raquirad by the Ingured’s condition; and 3) eongistent with the medical and surgienl practices provailing in (e aren for treatment of the conelition at the
tiine rendered. A service or supply may nat be Medicatly Mecessary if a loss intonsive or more appropriste diaghostic or treatment. alternative could have been used,
The Commpany iy, at s diserelion, consider the cost ol the alternative o be the Covered Expensc.

Mudical Expense Benefits: 1f a coveted Injury er Sickness acours during the Peried of Coverage and the Tnsnred requires medical or swigical trentmant, Tha
Company will pay 100% of Covered Expenses incurred, up to a maximum of 5100000 per covered Sickness or Tnjury sulyject to a §20 deduetible for outpatient
Preacription Trug expenses, In no event will; (13 the Company’s Tiability exceeds £100,000 for each covered Injury or Sickness: angd (2) Covered Expenses axceed
the uaval end custormary expenaca for the geegmphice! dros where the scrvices arc rendered, as determined by the Compatty.

To b consldered a Covers] Expense under this plan, it mugt: a) have been ineurred as the resiit of and within 52 weeks of @ coverad Stckness or njury outside of
the Home Country during the Period of Coverage; b) not he excluded by provisions of this Plan; and ¢) be apacifieally included in the Tollowlng ltst of oponses:
1. Expenacs made by a hospital for room and board, including registered nursing services and any othet medieally neccssary hospital setvices, but not
including personal scrvices of 1 on-medical tature. However, allowable cxpenses may not exceed the hespital’s average charae Tor semipeivate
raatn and beard accommedation,

2 Expenges made For diagnogis, treatment and surgery by a dactor.

3. Expcnscs made for the cost and administration of anesthetics,

4. Expenses Cor x-ray services, laboratory teats and services

&, TExpenses for durable medical cquipment (includes rebabilitative braces and appliances, bath inpatient and outpatient).

a. Expenscs for Physiothetapy, i recotmmendad by a doctat for the treatment of a apecific disablement edministered by a licensed physiotherapist,
sbject to p maxirmmm benefit 20 days per policy year,

7. Fxpenses Tor proseription drugs including dressings, drugs, and medieines prescribed by a doctor, 100% Inpatient and 100% outpatient subject to
$20 deduetible

L3 Expenacs for mental and netvous disorders while the insured is confined in a hospital, up to GO days of inpaticent care and treattrient. Outpaticnt
Renefit maximum is $300,

o Expensas for dental expengea resulting from an injury 1o sound, natural teeth, up to; $1,000 maximum benefit per occurrence; Allaviation of Pain;

Maximum Bencfit $500 per occurtence

Emeareency Medical Evacnation Benefit: The Company will pay Emergency Medical Evacuation Benefits up 1o the maximim of £500,000 for cxpenses incirrgd
for the medical evaguation of an insured. Berefits are payable if the insured: 1) is traveling outside his ot her Home Country; 2) suffers an Tnfury o Sickness during
the course of the Trip; and 3 ) tequires Emergency Madical BEvacnation, Benefits will not be payablo wnlass. 1) the doctor ordering the Emerpency Medical
Evacuation certifies he saverity of the Tnaured’s Tnjury or Sickncss requirea an Emergency Medical Evacuation; 2) all tranaporiation artangements for the
Emergency Medical Bvacuatinn arc by the most dircct atd scototical conveyance and route pogaible; 3} the charges incurred are Medically Mecessary and do not
exveed the uaual level of charges Tor similar transportation, treatment, services or supplies in the logality where the expense iz incurred; and 4) do fot thelude charges
that would not have beet made if there wera no insurance, “BEmergeney Medical Evacuation” means; 1) the Thayred's immedinte transportation from the place where
he ar she sullers an Injury or Sickness 1o the nearcst Mospital or other medical facility where appropriate medical treatment can be obtained; or 2) the Tnsured's
trangporation to his or her Home Coumiry to abiain further medical trontment in & Flospital ot ather medical facility or to recover after suffering an Tnjury or
Sickncas, An Emergency Medical Rvacuation also includes Medically Mecessary medical treatment, medical services and madical supplies necessarily received in
connection with such fransportation. An Emetgency Medical Evacuation of an Ingurad to thelt Horme Country will terminate all benefits eXcept Accidental Death
and Dismemberment Benefits undet the plan, All arrangements must he made by the Assistance Provider and approved by the Company in order for
expenses to be considerad cligible,

Bepatristion of Remains: The Compatty will pay the usual and customary covered expenses, up to o maximutn of $500,000, to return an Tnsured’s body home to
hig or her Mome Countey 10 he or she dies while covered by this plan, Covered expenses include, it arg not limited to, expenses for cribalming, eramation, coffing
and trangportation. All areangements mugt be made by the Assistance Provider and approved by the compnny in order for cxpenscs to be considered

eligible.

Liiergency Rennion Beonefit:
For Hospital Stay or Felonions Assanlt

Total Bencfit Maximum: F12,500

Daily Benefit Maxtimut: 2300

Maximum Number of Days: 10
For Repntrintion of Remalns

Total Benefit Maximutn: $2,500

United Wotk and Teavel, Ine (Mareh 2008)
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Accidentnl Death and Dismemberment Benefit: T an insiy 2d’s covered Inj v % i Y [ i =4 ithin 365 Vi (3] C aale ol ac ent, the
. 3 4 R T asults in an of the follow 2 logscs wit] in 365 daya after the dat ] f
Co pan will Pt the sur | OWH P site the lo pan i @ L : i v
Y ¥ \ L ] d &s5. The Com Y I not, may mofe than the InC{pE\I Sum or all foses due { same i
il .ﬂ K N 1o the /\ccrdcnl‘.

Desctiption of 1,088 Tndlemnity
Life, Both Fands or Both Foet or 3ight of Both Eves, One Hand and o
One Foot, Either Mand or Foot and Sight of One Fye Principal Sum
Eithar Mand or Foot or 3ight of Ona Bye One-Half the Pringipal Sum
Thumb and Index Finger of the same hand One-Cuarter the Principal Sum

ThQ (et “loss™ an use.(l hetein shall mean, with rogard o hands and foot, achmal severance through and or above wrist ot ankle joint and with regard to cyes, entire
iregoverable Inss of sight. “Severance means complats soparation and dismemberment of the part of the body. ' i -

Excess Benefits: All bene 1t5, CRoED Acgidental Death and Dismernr bart ﬁnf_, shall be in EX| i ther vali ul i it
enits: F L 5 excess of ail othe alid and CD"ECt %] 2
auch hene ts are ext ﬂ]lgfcd, bl ingutance and shall ap p]:: Dﬁl:' when

Exclusionz and Limitatlons:

With Respect to Medicnl Bxpensc, Emcrgency Evacuation & Repairiation of Remains, Emerzency Rennion, Rencfits, no bonelit shall he payable with

regpect to cxpenses inenrred; :

1 For pre-extisting conditions (defincd s a Sickness, diseqse or uther condition, of the Insured, that in the 6 month perigd bafore the nsured's coverage
became effective undet the Policy: 1) first manifested itself, worsened, became neite or axhibited symptoms that would have caused a mrs::m tor seck
diagnosis, care ot trealnent: o 2) required tiking preseribed drugs ot modicines, unless the condition for which the prescribed drug or medicine is taken
remains controlled without any change in the requited proscription; or 3) was tretted by a doctor or treatment had heen recotmmended by r doctor, Losses
incutred for Pro-cxisting Conditions are covered under this plun provided the Tnsured demonstrates fat thay had continuous Isuranee covetage far 6
maonths prior to becoming insured under this plan. Afier the Pre-Existing Condition requirement is met, coverage will be congidered continyoyus ﬁrovidcd
there is hot a brealk in covernge. (This pre-cxisting condition exclusion dees not apply to the Emerpency Medical Bvacuation, Emetgency Reumion or
Repatriation of Rermaing Benalits).

2. Far services, supplies, or treatmeant including any petied of hospital confinemant, which was not recommended, appraved and eettificd as necessity and
teasonablc by a doctor, or cxpenses which arc non-medical in nature. ‘

3 Fot loss incutred s a tesult of war or any act of war, whether declared or nat,

4 For Injury sustained while participating in professional, inteicolegiate sports or interscholastic sports.

i, I"ar routine physicals.

&, Fat costmctic aurgery, cxeept as the result of an injury.

7. For alective surgery.

R For dental carc, except as provided in the Policy.

9, For eye refractions of cye examinations for the purpesc of preseribing eorrective lenses for cycglasses or fot the fitting thereof, unless caused by
accidental bodily injuey while insured hereunder.

10. For expenses a5 A result of, or in connection with, intentionally selfinflicted injury.

11. For suicide or attempted suicide whilc sanc or insane,

12. for expenses as a rosult of, or in connection with, the commission of or attempt an assault or a felony,

13, For scubn diving, jet and watet skifng, mountain clmbing (where ropes or guides are normally used), skydiving, and professional or amateur racing.

14, For treatment furnished under any mandaiory govemnment program ot [acility set up for treatment without, coat to any individual,

15. Tnjury or Jickngss covered Iy ‘Worker” Compensation, Employer’s Liahitity Laws ot sitnilar occupational henafitg,

16, For treatment by an immediate family member.

17. For aleoholiam or drug addiction or use of any drug or narentic unless prescribed by a doctor.

For the Aceldental Denth and Dismemberment Bencefit, this Plan docs oot cover any loss, fatal or non-fatal; cansed by or resulting from:

| Intentionally self-inficted injury.

2. Suigide or attempted suicide, while sane or insanc,

3. War or act of war, whether dectared or not.

4 Hervice in the military, naval, ot ait service of any country.

3. Sickness, Discasc, or infection of any kind, except bactetfal itifeetions due to an accidental eut, wound, botulism or ptomaine poisoning.
a, Piloting ot acting g a crewmember or riding in any aircrafl; excepl a5 a fait paying passenger on a schednled arling.

Clalmz Administrainrs: Diversificd Group Administrators, Inc.; PO Box 6540, Harrishurg, PA E7112 18004279308 Fax 717-652-8328,
Preferred Provider Organization: NHBC/Becchatreet — 888-621-7900, hitp://providers.nhbe.com Access code: AMAGIT

IEmergency Assistance: ATG Asaist, Ine. 1-800-626-2427, Th addition te this health insurgnce program i aocess to the 24<hour Assistance network for cmergency
asgistance anywhete in the wotld. Simply call the assistance center at ATG Asgist, Tne. toll «(ree, direct ot collect using the telephone listed above, The multilingual
staff will angwer your gal 1 and provide reliable, professional and through asgistance, Tha follawitg services arc included in the progtn: reforml o the nenrest most
approprintc medtcal facility and/or provider, medieal monitoting by boerd-certificd emergency doctors in the United Stntes; urgent message relay hetween family,
[tiends, perseral doator, school, and Inaured; guatattee of paytent to providor and assistance in coordinating insurance benefitg, arranging and soordinating
Emergency Medical Evacuations, and Repatriation of Remains;, Emergency travel arrangoments for disrupted travel as the conscquence of a medical cmergency;
referral to legal assistance; aggistance in locating lost or stolen items including lost ticket application progessing. ‘

Frogram Arranged Ry: Infurance Company of the Statc of Poennaylvania, wew amastudentplans,cam
Claim forms and instruction are available from the website. Policy Number: GLR9112748

Thig Description of Coverage 15 a briel dascription of the important features of the itsuranes plan. Tt iz not a contract of inaurance. The terms and corditions of
covernge arc sct forth in GLBP112748; issued to: Sun Trust Bank as Trustee in Washington, DT, The policy fs subject to the laws of the state in which it wag
igsnad, Coverage miy not be avallable fn all states or geriain 1erms or ¢onditlons tnay be differcnt if required by state law. Pleasc keep this infotination ag a
reference,

United Work and Travel, Inc {March 2008}
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PROOF CF LOSS

Insurance Company of the State of PA NAME OF GROUP: UNITED WORK & TRAVEL INC
A Divisien of Amatican Poal Entarprises, Ine, )

(/0 Diversified Group Adminlstratars, Inc
P.O. Box 6540
Harrisburg, Pa 17112 POLICY NUMEER: GLE9112748

1-800-427-8308

AGCCIDENT AND SICKNESS CLAIM FORM/ GLOBAL

INSTRUCTIONS:

14 This form Is to he used when filing a claim for relminerzement of Medieat Bxpenses,
2) Seclion A must be compleled by the Ingured In full.

kN One of the fallowing must be provided:

L] Section B Fully Completed by the Attending Physlclan, or
A Fully iternlzed Bills showlng Claimant’s Name, Nature of Hiness/injury, Description and Charge for each service previded.

4.} This form muat be aigned and dated In all appllcable sectlons.

5} Thi= form and all attached billz must be submitted to the addrass indicated abava,
The furnishing of thiz farm, or [ts agseptance by the Company, must not be con=strued a= an admission of any Ikability on the Company, nor a walver of any of the conditic

of the insurance contract.

ECTION A
Coverage Effective Date - S | Covarage Termination Date; / / Certificate Number
(If appllcabla)

Social Security #: - -

1.} Mame of Claimant: Claimant's Date of Blrth: / / Sex: O Male 0O F
— . emal
(PLEASE FRINT) e
2.) Current Rasidence Address:
3.} Date of artival in LL5.; / / Daytime phone number: { )

4.) Permanent Address (In Home Counfry):

5.3 i imjury, give date injury ocourred and detaits of the injury/accident:
Date

6.) If tilness, advise when and where symptoms first nccurred: Country
Please indicate nature of the Hiness andfor deseribe your symptoma:

7.) Have you been treated for this iliness or injury prior to the effactive date of thiz inzurance? .
If yas, provide name and address of the treating FPhysician{z) and date(s) first consulted. .

9.) Provide Name and Addrass of your Regular Phyelclan In your Home Coundry: —

10.) Were you taking any medicatlons prior to the effective date of this Ihsuranca? If yes, please provide the following:

Drug Name: : Dritg MNare: Drug Mame:
Prasaribed for Frescribed for: .. Prescribed for:

Physician Nama: Fhysician Name: Physician Narme;

Date 1* Prescribed: Date 1™ Prescribed: Data 1™ Praseribed:

11.) Do you have ather health Insurance?  Yes Mo If yos,  please pravide the name, address and pollcy number of the Insuranve:

| HERERY CERTIFY THAT THE ABOVE INFORMATION 1S TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF
| AUTHORIZATION and ASSIGNMENT OF BENEFITS
. the undersignod authoriza arty hospital or other redical-cars institulion, physiclan or ather medical professional pharmagy, insurance support

g ) al, " orgarizal :
oroup pqlicyhnldar. insurAnce company, assoclatlan, employer or beneflt plan administrator to furmish to the Insuranae Company named abf,ﬁc o ';;EIB repml:g'; t?:l\\p;;mgﬁntal E:QC;FCV.
information with raspect to any injury or slckness sufored by, the medical history of, oF any conaultation, prescription or traatment provided tg, the parson whose danth Ty ANt ?i
or loss is the basls of claim and coples of all of that person's haspltal or medical records, including Information relating to mental liness and u:%c of drugz and arcuhér *a'?”t"yl slcknass
eligitsillty for banefit payments under the Palley Mumber identitied above. | authorizo the aroup palicyhalder, employer or banefit plan adrministrater to Pl'f-J\:ldﬂ te Insura . r(e:rmnnm
named abavs with financlal and employment-related informatlon. | understand that this actharization i valld for the torm of coverage of the Policy identifiad above anc; :Irl;‘.:‘ umpnn\f/
this autharization shall be considarad ea valld ag the sriginal. | undarstand that | or my authorized reproscniative may rquest a eopy of this authorizatian, At a copy o

I authorize payment of medienl benefits to the physician or supplicr for serviee performed, OYES QOw~No
Optional Limited Assignment

! heraby malke a limited asslgnment to {my “Assignee™) of the i .

alen aelers 2 Fight ta racaive the hansfits dua f 3 i
expenses Incurred by me and actually pald directly 1o the provider of thase sarviess by my Assignes, | understand that tha Comgany bears nnBr:a:p:r:;:hnizi::?a?{;ifgi\lliet';idrn:hgf Ic:E“h:ll
effagt af this assignment gr for pny payments made by the Cormpany prior to recalpt of sattsfaclery prootf of payment by the Assigriee, | heredy specifically relca:a a do oo
Indemnify, tha Company frar any and all lisbility incurved for any sush payments made, TEniagee

CLAIMANT OR AUTHORIZED PERSON'S SIGNATURE: DATE:

J—
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Section B HEALTH INSURANCE CLAIM FORM
GLAIMANT INFORMATION ___
1. MEDICARE MEQICAID CHAMPLIS CHAMPYVA GROUP HEALTH PLAN FECA BLK LUNG OTHER 18, INSURED'S 1.0, NUMBER

O (vaemay O (58Morm)

B (55M)

3 (Medicare #) O (Medleaid #) 1 {Spansors S5M)
[ () :
2. PATIENT'S NAME {First Name, Midd'a inltlsl, Last Narme) 3. PATIENT'S DALE OF BIRTH SEX, 4. INSURED'S NAME {First Nama, Middim fnfial, Log| Name)
i o} ¥y ‘ . Le :
/ / MO F o
7. INSURED'S ADDRESS {Ma., Streal)

5. PATIENT'S ADDRESS (Nao., Streal)

5. PATIENT'S RELATIONSHIE TO INSURED

BELF O SPGLISE O CHILR D OTHER O (GPECIFY)

Cltr ETATE B, FATIENT 5TATUS CITY STATE
Single O Marrled O Other O

ZIF CODE Employad O Fult Time Studanl O Pan-Tima Student 0 - ZIP CODE TELEFHOME NO,

TELEFHONE NQ.
[ }

3. OTHER INSURED'S NAME.

A, DTHER INSURED'S PQLICY OR GROUP NUMEER

10, {5 PATIENT'S CONDITION RELATED TO;

A, PATIENTS EMPLOYMENT?

_— YEE 0O NO
B, QTHER INSURED'S DATE OF SEX B, AM AUTO ACCIDENT?
MJ’?ﬂrRTH [nln] Yy ME FO YES 0O NG D
C. EMPI..(;YE-H'S NAI;:‘IE DR SCHOOL MAME . OTHER ACCIDENT?
YES O NO O

—— { }
1. INSURED'S POLICY GROUP CR FECA NUMBER

3, PATIENT'S DATE OF BIRTH BEX
fird [=]n] ¥y

/ M O

FO

/
6. EMPLOYER'S NAME OR SCHOOL NAME

€. INSURANCE PLAN NAME OR PROGRAM NAME

D. INSURANCE PLAN NAME OR FROGRAM NARE

0. RESERVED FOR LOCAL, LISE

YEE O MoO

D. 15 THERE ANOTHER HEALTH BENEFIT FLANT
if yow, rotum to & completn llem 9 Adn

12, PATIENT'S OR AUTHCIRIZED FERSONE' SIGNATURE. 13. INSUREIF'S OR AUTHQRIZED PEREON' S SIGNATURE.
authorize the raleass of any medicel or ather infarrmtion neceszary 0 pracess this ctalm. ) alao | Bulhorize payment of medical banclts to urdrrsignad sh ik il "
raquast payrnent of government benefils cither to mysell or e Ihe party wha Accepts assigntment betow, Bedaw. 9 FRysician or sueplier for service descrhed
Siynature Date Slgnalura Diata
14, BATE OF CURRENMT; ILLNESS {FIrst symptom) OR | 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS: 16.Dates Pailanl Unable Ta Work in Gureent Qecupalion
[5:Y) (n]o] < INJURY (Accident) QR GIVE FIRST DATE: MM/ DD/ vy MM/ DD/ vy MMZ [B
¥y PREGMAMCY (LMF) ! ! oYY
I I FROM; / / To: J
; :
17, NAME OF REFERRING PHYSICIAN OR OTUER BCURCE 17a, 1.0, MUMBER OF REFERRING F'IWC'AN 18. Hospitalizalion Dates Ralptad In Surrent Sardces
MM 4 BD/ oYY MM/{ DD
oYY
FROM: ¢ ! ! 7
; !
19. RERRRVED FOR LOCAL USE 20, OUTSINE LAGT ¥ CHARGES
YE& O MO O i ]
21, HAGNOSIS OR MATURE OF ILLMESS DR IMJLIRY, (RELATE ITEMS 1, %, 3 OR 4 TO [TEM 24E BY LINE} A2, MEDICAID RESLIAMISEION
CODE ORIGINAL BEF. NO,
1 ; I S |
r—— e
23, PRIOR AUTHORIZATION NUMBER
T - A
A B [= 1] E = G H T J i
DATE(S) OF SERVICE Flaee Type FROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS o BAYE | DPSDT RESERVED FOR
FROM TO of af {Explain Untsusd Clrcumstaness) CoDE $ CHARGES OR Fampily EMG | coB LOCAL USE
MM/DDYY MIWDEYY Servige ) Servics | CPT/HCPCR | MODIFIER, LINITS Plan
|
| | [ | | I I
i | ! i ! i .
j |
| | | | 1 | |
| | | l . | i [
| | [ [ | [
] ] | | I |
i i | | | I
| | | ) I ]
1
| | [ [ | f I
| | ) | | ] |
I
| | i ! | | | -
] | | 1 —_— I
« FEDERAL TAX 1.B. NUUMBER 25, PATIEMNT'S ACCOLINT NO, 27, AGCEPT ASSIGNMENT? 28. TOTAL CHARGE L 29. AMOUNT PAID 0. BALANCE DU
s8N Ein OYes  @Mo 3 [ 5 | 5 ,
f
= 0 . ! !
3. FHYSICIAN'G OR BUPPLIER'S MAME, ADDRESSE, ZIF CODE &,

- SIGNATURE OF PHY3ICIAN OF SUPPLIER

32 NAME AND ADDRESS OF FAZILITY WHERE

SLUDING DEGREES OR CREDENTIALS SERVICES WERE REMDERED {If ather than home or effier). | TELEPMOME @

‘artily that tha stalethenis aoply te IM1% bill and are mada '

art thermet,) -

MR i

INED DATE P |.GRP#

SLE OF 5ERVICE CODESR

A = INPATIEMT HOSPITAL
JH) - GUTRATIENT HOSPITAL
E-

4e{F)PATIENT'S HOME
& -DAYCARE FAGILITY (FSY)
-NIBHT CARE FACILITY(PEY) &

7-[NH) NURSING HOME

8-(8NF)-SKILLED NURSING FACILITY

-AMBULANGE

O-[CLMOTHER LOCATIONS

0- .OTHER

A-{IL}-TNDRPEMDENT LABDRATORY

4 - DOCTOR'S OFFICE




