Shert Term fMedicat Enroﬂmenft Form o0 Time insurzmce Company = . - M!S‘SGUR% '

Note: Effective date 3 ass:gned by Tame Insurance Company. Certrf‘catef

‘The effective date is the later of: 1. The day after: a) the date this Pahcy Number o

form is signed; bj the date. this form is pestiarked for mailing to _
Time Insurance Company; of ¢} the date we receive your enroliment

- request by electronic transmission i in our home office, OR 2. If dates
cannot be detenmined, the day we 'recéive this form by mail.

. The agent canmtasmgqanefﬁectwedate different than this.

Applicant’s Name {pnnt tast “first, middle} - o _ Gender ] Bzrth Datet Social 'Security__hhmbéri
Street Address T [Cwy, St BPCode
| Spouse’s Name {if to'be insﬁred}' - _ . - Géﬁder | Birth Date Social SecuntyNumber .
[Chdren Mame) - Bith  |Name . |Bwthbate |[Name |6t |
- {if to be insured) - Date . . R _ : o Date s

.| Answer the following questions completely and accurately. o ' YES N0= |

1.. Have/Are you, your spouse, or any persort to be insured: ..lu..ivwaniivmmnressssssvisenersommnenen L1 13 ] -

"4 over 300 pounds if male, or over 250 pounds if female? ' T
4 now pregnant; an expectant parent, in the process.of adaptmg a chrld or undergcnng lnferhhty treamrenﬂ .

2. For any of the following conditions within the last 5 years, have you of any person tobe
insured received any abnormal test results or medicat-or sarglcat treatment, or consulted

& health care professional, or taken medicatipn for! o iiinsinsiiemmasernsirsnnnns PR RS B N 1 I
‘# heart disorder?” - _ ®stroke? . B
* gummaéfhm‘fcgg%gmm © % diabetes, except Gestational Diabetes?
& Crohn's disease, ulcerative colitis " ¥ caricer or timor except Basal Ceil Skin Cancer
| or hepatitis B or C? . - which has been removed? : -
- # AIDS or tested posmve for HIV? - # alcoholism; chemical dependency, drug or alcohol abase?.

: mm ,
mmm#;ﬂmm
wm




Short Term Medical Enrottment Form. o * Time Insurance Company B o ﬂdSSO:URi

The undersigned attests that the information above is true to the best of his/her knowledge. The undersigned
realizes that any false, or inaccurate statement or misrepresentation in the enrollment form may result
| in claim denial or contract rescission. Any person who injures, defrauds, or deceives any insurer, files a |
statement of claim or an application containing any false, incomplete, or misleading information is guilty of |:
| a felony of the third degree. The undersigned understands that the plan applied for will not pay benefits for
any expenses incurred on account of any condition which manifested itself before the effective date. The
undersigned also understands that this is not a continuation-of any previous medical plan, including any prior |
Short Term Medical plan. If | am self employed or an employee of an employer with 50 or fewer employees,
I warrant premiums for this coverage are not: {1) Paid or reimbursed by my employer or, {2) To the best.
of my knowledge, treated as tax-deductible by my employer or me as related to an employer benefit plan '
_{Internal Revenue Code sections 106,125,162 or 213) '

Primary Physician’s Name {1f any} ' _ . . Prirnéry Physician’s
: : - Telephone Number

| Applicant’s Signature . . _ _ ' ‘ Today’s Date

| Day Telephone Number ' - Evening Telephone Number

Form 2B786.M0 {Rev. 1/2009)

Assurant Health is the brand name for products underwritten and issued by, 'ljrg_ng__lmur.amce Campary. {anuary 205
Ins-Special, Inc
7505 State Fwy 37 / PO Box 218
Purdy, WO 65734




Chart i - Prrmary nsured‘Spowse

Refer to charts on the left when figuring the premium

Step 1. Choose & payment option
stngle or monthly

Monthly Payment

1SSOUri

M

St '3, List the per ctvld rate (Chart 21, | : .
Enter the number of depeadent Chitdjran). | . . S o
mﬁmmﬁwwmmd -t
cmldmn : b x

Step 4. Add the subtotal from Step 2 & 3.

Step 5. Monthly factor. x 1,00 x 1.28
Muitiply by the sbtotat 1n Step 4.

Chart 3 - Decuct'ble a~d Coinsurarce Factor Tabie

SUBTOTAL =

Step b. 7ip Code Factor.
Muitipty by subtotal in Steg 5. x 2.08 x 2.08

SUBTOTAL =

Step 7. Enter the number of days of

coverage. .
Multiply the number of days S ST TR x 30
by the subtotal in Step 6.
SUBTOTAL=| _. -

Srep: 8. Cohwlance . R AT s
Entec the Colmuarice Faclor {Chart 3 x_.. . %
mzaywmmmmmr ; E

: summ i

Step 9. Application Fee™*
(Non refundabie)} + 525.00 - §25.00
Add fee to subtotal in Step 8.

TOTAL = _ —_—
“Choosg one geducnible amount per policy Enter this amount on the enrolliment
- Application fee 15 added to first morth’s form in the box marked
prerium only TOTAL

wa-Special, lnc
7995 Mate Hwy 37/ PO Box 218
Purdy, N0 65724

servicwiinesporind.com
50-7T-4H2




