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EComplete & Submig

— O R LD® Application to World Insurance Company To be completed by Agent Home Office Use Only
: Agent # Application #
| INSURANCE (herein called World) for Health Coverage

P.0. Box 3160  Omaha, NE 68103-0160

A. General Information (picase print)

1. a. Member’s Name (First, Middle, Last) 2. Phone Number Best time to call
OAM CJPM
Best place
b. Resident Address (Vo PO. Boxes, please) tocal LJHome(___)
(vone) [JWork ( )
c. City, State & ZIP { 3. E-Mail Address

.
\

B. Person(s) To Be Insured

oyl
ny
=
Q |

Name: Frst S Date of Birth | Social Security Number

1. (Primary)

2. (Spouse)

3. Dependent Children

Name: First Sex | Date of Birth | _Social Security Number

Payor (If different from above) Address (Number, Street, City, State and ZIP) Phone Number

Please complete if Life Benefit for Covered Member selected: (if no beneficiary is designated, benefit will be paid to the estate of the insured.)

Beneficiary (First, Middle Initial, Last) Social Security Number Relationship
\lfdesignated beneficiary is a minor (under 18), provide name of guardian who will hold proceeds in trust until beneficiary reaches age 18. J

C. Effective Date and Payment of Premium

1. Please check your choice of Effective Date of Coverage: [Underwriting Approval Date CISpecified Future Date

2. Payment Mode: Direct Bill: DClAnnual OSemiannual DOQuarterly Monthly: [OBank Draft [Credit Card
O List Bill (I requesting a new list bill [if allowed in your state], the current list bill form is required. (Submit application fee, if any, only
for initial premiums on list bill.)
O Other

Payment of Initial Amount Due (Check appropriate box.):
OCheck (All checks must be made payable to World Insurance Company.)
OBank Draft (Please complete EFT option on page 5)
OICredit Gard (Available only for Monthly Bank Draft and/or Credit card modes.) Not avarable in all states.
VISA OMasterCard
1 authorize World Insurance Company to bill my VISA/MASTERCARD account for full premism, any association dues and application fee, if
applicable. NOTE: We will debit your account upon policy/certificate activation which may not coincide with the effective date of

the policy/certificate.
Account Number — — J— Exp. /
Date
$ Total Amount Submitted With Application (The first full premium by mode, association dues, and the application fee must be

submitted with this application.)

NOTE: | understand that the withdrawal of the application fee(s) may be immediate; and tFe balance will be withdrawn upon policy/cer-
tificate activation, which may not coincide with the effective date of the policy/certificate.

\_ Application Fees are non-refundable unless required by state law. j
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Complete & Submit
D. In-Force Medical Coverage

If “yes” for any proposed insured, please complete section below and submit any required replacement forms. Yes No

1. Inthe 90 days prior to the requested effective date of the policy/certificate, is there any medical coverage (individual or group)
in force or pending, INCIUAING MEUICATE? .........cccvvvmrieriiiirrrvenrieirnssesstessvesimrerssrivesssssssesesssans sesesssssssasssssessesessssssresssssessrsmsnsne O O
Name Name of insurance Company Address for Insurance Carrier Type of Plan [ Start Date [Termination Date

2. If“Yes” to number 1, does any proposed insured agree to discontinue any inforce or pendinj coverage upon the issue of aWorld (] []
POLICY/CEIIICALET ... .o ettt bttt s e e se b b e bbb Shebeat bRt betetebe bt et et e bt e e eneaetnrenas
If *no”, explain
3. Isreplacement or change of existing medical insurance in this company or elsewhere for ary proposed insured involved in O

O
EUS APPIICALIONT ... vvvev.rever v ereeseeesesseessesesess s eseseeesmessesessesesesseasaesessaseseseseneeteseseeessssseseen seessssesssesseessseesssssasessseeeseseessssssse O O
_/

E. Health Insurance Portability and Accountability Act of 1996 (HIPAA) — Eligible individual Determination

To be completed if proposed insured is a resident of the State of Florida.

HIPAA requires that each health insurance issuer that offers health insurance in the individual market (as defined by HIPAA) in a state may not
decline to offer coverage to, nor deny enrollment of an individual who meets the definition of an "Eligible Individual” under federal law, nor may
the issuer impose any preexisting condition exclusions on that individual with respect to such co/erage.

Please indicate “Yes” or “No” to the following: Yes No
a. As of the date on which you are applying for coverage, have you been insured under credi-able coverage for at least 18 months
With N0 MOTE thAN @ B2-GAY GAD? ....vvuuvveeerisusissesises s iosessissss s ssssses st st ssessssesesssessas sossessssesssssessessessssessssoesssseessseossesnnes 0 d

b. Was your most recent period of creditable coverage under a group health plan (employer-sponsored), a governmental plan, or a
CRUFCR PIANT ... et b bbb et et et se e Reanete Tasebebenbesensatasesbrsnanstatasensosaneseassennas
c. if you were offered the option of continuation of coverage under COBRA or a similar state continuation program, did you complete

the aliowable period of coverage as an insured or dEPENABNT? ........covevii i et se e e b beraneses O
If “No”, please explain
d. Are you eligible for any of the following as an insured or dependent (check appropriate boz):
1. @ GOUP HEAIN PIAN? ..vvvvevivenieecereiiesissesesss s esesssasssassssssasess s bttt sentsees e e vessessseseseessesseneessosssseesenssanseseasssen O O
2. PArt A OF PArt B OF MBUICAIE? .......oovuseneesrvseesssa ssssessssssnsssssssssssasssssssasssssssssssssssssnsessess sssssmsssssssssssmnmsssssssssssssmmenesssssssssssses 0 O
3. a State plan under Medicaid, OF SUCCESSOr PIOGIAM? ...........ueeevveerveveensssesseseesssseseennes sreesesssenssssesssssssssssosssessssssssssssonsssens 0
€. DO YU have Other NBAIN INSUTANCE? ............vvveieeerese it isssssssssss e sossssss st st sboss sossssssssssssnsssssssssbsassesesessessasssenseseaes OO
f. Was your most recent health insurance terminated for nonpayment of premiums, misrepresentation or fraud?.............ccecevvnee O O
g. Does your current employer or your spouse’s employer, offer a group health plan {employer-sponsored)? ..........ccoevveveeveninens OO

If “Yes”, provide the reason you decline to enroll;

h. Please provide your prior employer’s name, complete address, and telephone number:

Dates of prior employment — From to
If you answered “Yes” to questions a. through ¢., and “No” to questions d. through g., you meet the definition of a HIPAA “eligible individual”.

Please check appropriate box:
[1i. 1am electing to apply as an “Eligible Individual” with no preexisting limitation. | undersland that the rates for the “Eligible Individual”

PIAN e e e will be substantially higher than the underwriting plan rates.
[1j- lam electing to be underwritten and as such | understand that | am waiving my right tc apply for coverage as an “Eligible Individual”.
\h‘ you check i. above, please attach your certification(s} of creditable coverage for the past 18 menths to this application. )
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[Complete & Submig

F. Specifics About Your Health

Note: Any question answered “Yes” in Section E will require complete details in the telephone irterview.
Yes No
1. In the past 10 years, has anyone been treated for, diagnosed with or had symptoms of any of the following:
a. Ears/Eyes/Nose/Throat/Lungs or respiratory system O d
D. HEArt OF CIFCUIALOTY SYSIBIM .......vvuoeveevevesieeessness e ssssseesss s sssse s s st s st sesss s sssses ssssssssssesssssssessesesessacessssseeserssnesres 0 O
C. SLOMACH OF AIgESTIVE SYSIBIML...c. e e r b bes Sebest st bt st sbebebereressesaeasaabs se s asrersbats O O
d. Kidneys, Urological System or Reproductive system O O
€. SKiN, BONES OF MUSCIES ...t sttt e bbb bbb ses Sbat e bt bebabsessaba st saasst st e st enenesemeas O ad
£, NBIVOUS SYSEBITI .....oo.veoereeaneese st coeeres s eeseses s s sssessss s b ettt st cene s e s e +eeeseeereesessaes e sessneseaesestseessnessens O d
g. THYroid OF ENAOCIING SYSIEM ........ovoovvenieieeestsce et sseessss s tasss s s s asssss s sssssnsstss s2ssssssesseneeseessseesssenesesensesenneseseees 0 d
B, CANCEE OF TUMIONS ...ovo.vvvoreceeoeeseeeeseesesseesssesesesssssesssssessessseessssssesasnens O o
i. Depression or any Psychological care, Alcohol or Substance Abuse 0o d
Jo ANY OB CONMITIONS.......cvvuevieirccsseeiirciressie et esse s sse st sb s be st st bt st be e eseseseeeseeseseesseesesessesessene s eneeseneene 0 O
2. Has anyone taken any prescription or non-prescription medications in the 1ast 2 years? ...... .o evrseninee O
If so, piease list:
3. Inthe past 2 years, has anyone used cigarettes, cigars, pipes, oral tobacco, or nicotine replecements?..........coovvveereiererinnes O o
If so, please list:
Name Date of last use (if quit)
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Complete & Submit
G. Representations

I represent, to the best of my knowledge and belief, that all statements and answers in this applization, and in any supplement(s) attached, are

true, complete and correct. | understand and acknowledge that:

1. 1have received and reviewed the “Completing Your EZ App Personal Profile Interview” handout. | must call World within 3-5 days to com-
plete a Personal Profile Interview (Interview).

2. Any insurance policy/certificate issued relies on my responses in this application and during “he recorded Interview. This application and
any amendments become part of, and are a basis for, the policy/certificate.

3. I'must inform World if any information provided on this application or during the Interview be somes inaccurate or is updated before any
policy/certificate is issued.

4. Except as otherwise provided in the Conditiona! Receipt, no insurance will be in force unless approved by World and accepted by me.

5. Any information that ! provide or is gathered through this application process can be shared with persons necessary to facilitate issuing
the coverage, including my agent or broker.

6. If any of these conditions are not met, World has the right to rescind its offer of coverage and the full extent of World’s liability will be
limited to the premium received.

7. The following information is correct and true as it relates to the health insurance being applied for:
a. no portion of the premium will be paid by or on behalf of my employer, either directly or th-ough wage adjustments or other means of

reimbursement.
b. neither I, nor my spouse, nor my dependents, nor my employer intends to treat the policy/certificate as part of a ptan or program offered
by my employer under Section 162 (other than Section 162(1)), Section 125, or Section 106 of the United States Internal Revenue Code.
8. lauthorize payment as noted in Section C of this application.
9. |(or the individual purchasing insurance for child-only coverage) must be an active, dues-paying member of the Association.

Please Note: Any person who knowingly and with intent to defraud or damage, files a claim containing false, incomplete or misleading
information may be in violation of state law. Use of the mail to defraud is a violation of federal law.

Application Notice (Florida Only)

The policy/certificate you are applying for is primarily governed by the laws of llinois, the state where the master policy is filed. As
aresult, all of the rating laws applicable to policies filed in this state do not apply to this ceverage, which may result in increases in
your premium at renewal that would not be permissible under a Florida-approved policy. Any purchase of individual health insurance
should be considered carefully, as future medical conditions may make it impossible to qualify for any individual health policy. For
information concerning individual health coverage under a Florida-approved policy, consult your agent or the Florida Department of
Financial Services.

Application signed at City, State

Signature of Member Date Signed
Signature of Spouse (If applying for coverage) Date Signed
Signature of Parent or Legal Guardian (If other than Member) for child-only coverage Date Signed
Signature of Dependent (If 18 or older) Date Signed
Signature of Dependent (If 18 or older) Date Signed

Applicable to Florida Licensed Agents Only:

Signature of Florida Licensed Agent Florida Licensed Agent Number Agent Number
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[Complete & Submiﬂ

H. HIPAA Authorization

t authorize any person described below who has health or non-heaith
information about me or my minor dependents to disclose such information
to World Insurance Company and the entities with which it contracts to
administer insurance applications (collectively the “Company”), and their
agents and representatives. The purpose of the disclosure is so that the
information may be used to underwrite and determine eligibility for the
insurance plan(s) for which I have applied.

Heaith information includes information on past and present physical

or mental conditions (including, but not limited to, drug and/or alcohol
conditions). It includes complete medical files. These files may include, but
are not limited to: doctors’ notes, lab reports, testing results, consulting
doctor reports and test results. The information authorized for disclosure
does not include psychotherapy notes.

Non-health information is all other information. It may be about employment,
other insurance owned, or motor vehicle, consumer, or credit reports. It

may also be information used to confirm questions and answers on the
application for insurance.

| authorize disclosure of this information to the Company by any of the
following sources: doctors, medical practitioners, hospitals, clinics, or other
medical or medically related facilities or professionals; the Company’s legal
representatives or agents; insurers or reinsurers; health plans; consumer
reporting agencies; public records; employers; or the Medical Information
Bureau (MIB).

| understand:

» | can refuse to sign this Authorization. If | refuse, the Company will not
be able to consider my application(s).

* | can revoke this Authorization at any time, except to the extent that
the Company has acted in reliance upon it or other law that gives the
Company the right to contest a claim under the policy/certificate or the
policy/certificate itself.

* Revoking this Autho ization means the Company will not be able to
consider my application{s). Requests to revoke must be in writing and
sent to: World Insurence Company, P.O. Box 3160, Omaha, Nebraska
68103.

* Subject to state and federal laws, information used or disclosed
pursuant to this Authorization may be subject to redisclosure by the
recipient and may n» longer be protected.

¢ | {or my authorized personal representative) am entitled to and will be

sent a copy of this Authorization.

This Authorization expires 24 months from the date | sign it.

I'have the right to ask for and obtain a copy of any consumer report

made about me to the Company.

| agree that a copy of this Authorization is as valid as the original.

Date
X

Your Name (Please Print) Your Signature
X

Your Spouse’s Name (if applyinc) (Please Print) Your Spouse's Signature (if applying)
X

Your Child’s Name (if 18 or olde_} Your Child’s Signature (if 18 or older)
X

Your Child's Name (if 18 or olde-) Your Child’s Signature (if 18 or older)

Your Child{ren)’s Name(s) if 7ounger than 18 (Please Print)

1. 3.

2 4

| hereby certify and attest that | am the duly
authorized personal representative of these

A personal representative must sign for each minor child. If you are signing as a personal representative for an individual to be insured, read and sign below:
Person(s) to be Insured (Please Print)

My relationship to applicani(s) (Please Print)

persons fo be insured.

X
Personal Representative (Please Print)

1 authorize World Insurance Company (the Company) to disclose health
and non-health information that they may obtain about me to the Medical
Information Bureau (MIB). The purpose of the disclosure is fraud prevention. |
understand that ! do not have to authorize this disclosure to MIB. Issuance of
coverage will not be conditioned on me signing this authorization.

OYes [INo

| understand that, subject to state and Federal laws, information used or
disclosed pursuant to this authorization may be subject to redisclosure by the
recipient and may no longer be protected.

1 understand that | have the right fo revoke this authorization at any time
except to the extent that the Company has acted upon this authorization. |
further understand that if | revoke this authorization | must do so in writing and

Authorization to Disclose Information

must send my written request to: World Insurance Company, P.0. Box 3160,
Omaha, Nebraska 68103.

t understand that this authorization will expire 24 months from the date | sign it.

| acknowledge that |, or my authorized personal representative, am entitled to
and have received a copy of this form.

Date
X

Your Signature

Your Name (Please Print)

Your Spouse’s Name (if applyinge {Please Print) Your Spouse’s Signature (if applying)

I hereby certify and attest that | am the duly
authorized personal representative of these

A personal representative must sign for each minor child. If you are signing as a personal representative for an individual to be insured, read and sign below:
Person(s) to be Insured (Please Print)

My relationship to applicant(s) (Please Print)

persons to be insured.

.

Personal Representative (Please Print)




Complete & Submit

I. Agent Information

Agency Name Agency Number

Agent Name Avent Number

Agent Code Agent Fax Number Agent Phone Number

Agent E-Mail Address*

Agent Signature

Special Instructions:

* If you have not registered yet, or if your e-mail address has changed, please visit www. worldsells.com. Communicaticn regarding this application will be through your Worid

\Mail Account address. )

J. Authorization to Honor Checks Drawn by World Insurance Company

If you select the Bank Draft (EFT) option, please compiete the following:

Oinitial EFT Only CIRenewal EFT Only Oinitial and Renewal EFT
I (we) hereby authorize World Insurance Company (World) to debit entries to the account and depository (Depository) indicated below. This
authorization is to remain in full force and effect until World and Depository have received written notification from me (or either of us) of its
termination in such time and in such manner to afford World and Depository a reasonable opportunity to act on it. | understand that the with-
drawal will be made on the effective date of the policy/certificate {or application date, if applicab €).

Signature of Payor Date Signed
[[] To begin Bank Draft withdrawals: Jane Doe “(Transit Number) 1234
Withdrawal date will be effective date of policy/certificate. | 252> 300 e Date
Bank Name s
Address
Dollars
City State
. Bank Name
] To add this policy/certificate to an existing Bank Draft: "
Existing EFT Number (HZ:? ] - —
ing#)  (ACCOURE ) et essinirans #
Policy/Certificate Number — ? ( clc/wn ! ( ec\‘)
Routing & Transit # (9 digits) Account #_ Next Check #

You must submit a voided check. Do not send a deposit slip. Please print clearly.

T0: The Bank named above

As consideration to you to handle drafts drawn by World Insurance Company on customers of your bank for payment of premiums on insurance
certificates, World Insurance Company agrees:

(1) Toindemnify and hold you harmless from any loss you may suffer as a consequence of your actions resulting from or in connection with
the execution and issuance of any check, draft or order, whether or not genuine, purporting to be executed and received by you in the
regular course of business for the purpose of payment, including any costs or expenses reasonably incurred in connection therewith.

(2) Inthe event that any such check, draft or order shall be dishonored whether with or withoLt cause, and whether intentionally or
inadvertently, to indemnify you for any loss even though dishonor results in a forfeiture of the insurance.

(3) To defend at our own cost and expense any action which might be brought by any depositor or any other persons because of your
actions taken pursuant to the foregoing requests, or in any manner arising by reason of your participation in the foregoing plan of
premium collection.

WORLD INSURANC:= COMPANY

Mubdent E Lot

\_ Chairman, President & Chief Executive Officer j

Remember to submit the Software Proposal along with all forms!

=WOR i—\\/OR[

INSURANCE
P.O. Box 3160 Omaha, NE 68103-0160



[Complete & Submiﬂ

Application for ACA Membership

| am applying for membership in the Advisory Care Association {ACA). | represent that | am zligible for membership in ACA. My dues
will be $1.50 a month, or $18 annually. | agree to comply with the By Laws of the associatior during my membership enrollment and
during the term of my membership in the association.
| understand that | will be eligible to apply for health insurance with World Insurance through my membership with ACA. If my
application for insurance is approved, | will be issued a policy/certificate of health insurance fom World.
| am applying for:
(1 ACA membership and World health insurance L1 ACA membership only
Date of Application Date of Birlh
Name
Address
City Stae __ ZIP
Phone E-mail
kSignature )

Please give this completed form and membership fee to your HealthPlan Express insurance agent, who will forward it along with your
ExpressMed health insurance application. If you're not applying for health insurance, your agert will forward the membership form and fee
alone.

ACA

Advisory Care Association
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