
Health Plans of Georgia
 

Application Instructions For Time Insurance 

1. Print all pages of the application including instructions.

2. Complete all questions and sections of the application.

3. Complete the fax cover letter on the next page and fax to Health Plans of Georgia for

review along with the completed application. If you do not have access to a fax

machine, send the completed application to Health Plans of Georgia along with the

required first month's payment.
 

HELPFUL TIPS: 

Here is a checklist of a few things that are commonly overlooked and are mandatory in processing your

application. 

❏ Indicate your requested effective date.

❏ Select your preferred billing method.

❏ Sign and date the application.
 

IMPORTANT: 

If you have requested that your monthly premium be deducted automatically from your checking account,

you must attach a voided check to the area provided and also complete, sign, and date the authorization

form. 

Don't forget to enclose a check for the required payment made payable to Time Insurance if you are

not paying by credit card for the first month.
 

Mail completed application and check to:
 

Health Plans of Georgia

Attn: New Enrollment

160 Roberts Road

Suwanee, GA 30024
 

Health Plans of Georgia will review your application for completeness and accuracy before we submit it to Time Insurance for

processing. This may reduce the approval time because they cannot process unclear or incomplete applications until the missing

information has been gathered. 

Please contact us if you have any questions regarding the application or the application process. You may reach us at 770-271-

4014 or e-mail us at service@healthplansga.com.



Health Plans of Georgia
 

 FAX COVER LETTER 

(Please ignore this form if you do not have access to a fax machine.) 

**Please FAX this cover letter with the completed application to:

Health Plans of Georgia

FAX# 770-271-4012
 

Dear Health Plans of Georgia,
 

Please accept my completed insurance application for submittal and contact me to confirm receipt of this application
 

Name    ___________________________________________________

 

E-mail  ___________________________________________________

 

Date    ___________________________________________________

 

Time    ___________________________________________________

 

❏ Please contact me at this phone number _____________________after you have reviewed my

application for completeness and accuracy.

❏ I will contact Health Plans of Georgia at 770-271-4014 to verify receipt of my application.

 

**I understand that Health Plans of Georgia will not review this application until the following business day if I

faxed this application after 5:00PM or on a weekend
 

I understand that the original signed application must still be mailed to Health Plans of Georgia. I will mail the

original signed application to :
 

Health Plans of Georgia

Attn: New Enrollment

160 Roberts Road

Suwanee, GA 30024
 

I will send the original application as soon as I have been contacted by Health Plans of Georgia with

confirmation that my application has been received by fax and reviewed for completeness.

 



Name of Proposed Insured(s):  _______________________________________________________________  

  _______________________________________________________________  

Address:  _______________________________________________________________  

  _______________________________________________________________  

  _______________________________________________________________

I hereby authorize any health care provider or medically related facility, pharmacy or pharmacy related 

facility, the Medical Information Bureau, Inc., consumer reporting agency, insurance or reinsurance company 

or employer having information about me or my minor children to provide all such information as may be 

requested by Time Insurance Company, its legal representative or any medical records retrieval service Time 

Insurance Company may engage, including but not limited to, EMSI.

This authorization includes any and all information you have about me, including, but not limited to, 

information regarding diagnosis, testing, treatment and prognosis of my physical or mental condition as 

well as alcohol abuse treatment, drug abuse treatment, psychiatric treatment, pharmacy prescriptions, HIV 

testing and treatment, STD testing and treatment, sickle cell testing and treatment, prescription history, lab 

data and EKG’s.  This information may also be disclosed to any medical records company engaged by Time 

Insurance Company, including but not limited to, EMSI and its agents.  Although federal regulations require 

that we inform you of the potential that information disclosed pursuant to this authorization may be subject 

to redisclosure by the recipient and no longer be protected by such regulation, all information received by 

Time Insurance Company pursuant to this authorization will be protected by federal and state privacy laws 

and regulations.  A copy of this authorization will be valid as the original.

I understand that this authorization is required in order to enable Time Insurance Company to make eligibility 

or enrollment determinations relating to me and/or my minor children or for Time Insurance Company’s 

underwriting or risk rating determinations.  If I refuse to sign or revoke this authorization, Time Insurance 

Company may refuse to consider my application for enrollment.

I understand that I may revoke this authorization at any time by notifying Time Insurance Company in 

writing of my desire to revoke.  Such revocation must be sent by certified mail to the following address: 

Privacy Office, Time Insurance Company, P.O. Box 3050, 501 West Michigan, Milwaukee WI 53201-3050.  Such 

revocation will not be valid if Time Insurance Company has taken action in reliance on the authorization.

Unless an earlier date is required by law, this authorization expires upon the earliest of the following events: 

Denial of my application, declination of enrollment, or, if insured, when I am no longer an insured of Time 

Insurance Company.

__________________________________________________________________________________   _____________________________

Signature of Primary Proposed Insured or representative* Date

__________________________________________________________________________________   _____________________________

Signature of Spouse or Other Insured (s) or representative*  Date

__________________________________________________________________________________   _____________________________

Signature of Other Dependents 18 or over (if proposed to be insured) Date

*If you are the individual’s representative and are not the parent or legal guardian of a minor, you must attach documentary evidence 

of your authority to act as the individual’s representative for this authorization to be valid.

PLEASE RETAIN A COPY FOR YOUR RECORDS

PLEASE FAX TO: 414-299-6020

Underwriting Authorization

Form 28291 (Rev. 6/2006)



Complete this questionnaire to determine eligibility for the Preferred or Preferred Smoker rating classes.

This questionnaire is part of the Application Form for medical insurance made to Time Insurance Company by

___________________________________________.
                            Primary Proposed Insured’s Name

If a proposed insured meets any of the following conditions, that proposed insured is not eligible for a  

preferred rating:*

 –  Special Exception Rider (C-section, hazardous activities, hearing loss, inguinal and umbilical hernias, infertility 

and fractures may still qualify for preferred)

 –  Special Class Premium

* Note:  A proposed insured may be eligible for a Preferred Smoker rating if he or she is able to truthfully answer questions 2, 3 and 4 “No.”  

Underwriting reserves the right to apply tobacco ratings based upon lab results, phone verification or medical records.

Each proposed insured must complete and sign the appropriate sections.  Spouses are considered separately for 

preferred rating eligibility and must also answer this questionnaire.  This information is not required for dependents.

 PRimaRy SPouSE

 1.  Has the proposed insured used tobacco products at any time  

during the past 3 years? (If NO, go to question 5.) ■  Yes   ■  No ■  Yes   ■  No

 2.  Did the proposed insured previously smoke or do they currently  

smoke 10 or more cigarettes per day? ■  Yes   ■  No ■  Yes   ■  No

 3.  Did the proposed insured previously smoke or do they currently smoke  

more than 1 cigar or pipe per day? ■  Yes   ■  No ■  Yes   ■  No

 4.  Did the proposed insured previously use or do they currently use  

chewing tobacco? ■  Yes   ■  No ■  Yes   ■  No

 5.  Is the proposed insured currently outside the weight range listed in the  

build chart on the reverse side? ■  Yes   ■  No ■  Yes   ■  No

 6.  Has the proposed insured had blood pressure readings in excess of 140/90  

or been treated for elevated blood pressure in the past 12 months? ■  Yes   ■  No ■  Yes   ■  No

 7.  Has the proposed insured had cholesterol readings above 220 or a  

cholesterol/HDL ratio above 3.5 or been treated for elevated cholesterol  

or triglycerides within the past 12 months? ■  Yes   ■  No ■  Yes   ■  No

 8.  Has the proposed insured had any citations for DUI or more than 1 moving  

violation including speeding ticket(s) within the past 2 years? ■  Yes   ■  No ■  Yes   ■  No

 9.  Has the proposed insured had a complete physical exam within the past  

3 years? ■  Yes   ■  No ■  Yes   ■  No

____________________________________________________ _________________________________________________
Primary Proposed Insured Signature               Date Spouse or Other Insured Signature                            Date

____________________________________________________ _________________________________________________
Driver’s License Number    Driver’s License Number

____________________________________________________ _________________________________________________
Licensed Agent Signature               Date Agent Number

Georgia Preferred Rating Questionnaire

assurant Health  501 West michigan  milwaukee, Wi 53203  Fax 414-299-6020
Form 29214 (Rev. 6/2006) Assurant Health markets products underwritten and issued by Time Insurance Company.



 male Female

 Build CHaRt

 Height (ft, in) Weight (lbs) Height (ft, in) Weight (lbs)

 5'0" 98 - 152 4'10" 90 - 138

 5'1" 101 - 155 4'11" 92 - 140

 5'2" 103 - 159 5'0" 94 - 143

 5'3" 105 - 162 5'1" 96 - 146

 5'4" 107 - 166 5'2" 98 - 150

 5'5" 110 - 171 5'3" 101 - 153

 5'6" 112 - 175 5'4" 104 - 158

 5'7" 115 - 181 5'5" 107 - 163

 5'8" 118 - 186 5'6" 109 - 168

 5'9" 121 - 191 5'7" 112 - 173

 5'10" 124 - 197 5'8" 115 - 178

 5'11" 126 - 203 5'9" 117 - 185

 6'0" 129 - 208 5'10" 119 - 192

 6'1" 132 - 215 5'11" 122 - 197

 6'2" 135 - 220 6'0" 123 - 202

 6'3" 139 - 226 6'1" 126 - 207

 6'4" 143 - 232 6'2" 130 - 213

 6'5" 146 - 240 6'3" 134 - 219



PERSON(S)TOBEINSURED

PLEASEPRINTINBLACKINK

AGENTINFORMATION

TYPEOFACTIVITYcheckappropriatebox

1

Form27661 TimeInsuranceCompany501WestMichiganMilwaukee,WI53203 8/2005eInsuranceCompanyeInsuranceCompany

GEORGIA
APPLICATIONFORMEDICALINSURANCE

AgencyNameandTimeNumber_____________________________________________________________________________

AgentNameandTimeNumber________________________________________________Phone#______________________

AgentFaxNumber______________________________GeneralAgentislocatedinthestateof________________________

❑ NewApplicant ❑ Changetoanexistingpolicy.Policy#_____________________
   ❑AddingDependent
❑ UpgradingCoverage  ❑ReinstatementofCoverage
 ExistingPolicy#_______________  ❑Applyingforremovalofspecialexceptionrider
   ❑Applyingforremoval/reductionofspecialclasspremium
   ❑Other__________________________________________________

  Name  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUser
  LastFirstM.I.    Mo/Day/Yr Birth     LastFirstM.I.    Mo/Day/Yr Birth     LastFirstM.I.    Mo/Day/Yr Birth     LastFirstM.I.    Mo/Day/Yr Birth     LastFirstM.I.    Mo/Day/Yr Birth     LastFirstM.I.    Mo/Day/Yr Birth     LastFirstM.I.    Mo/Day/Yr Birth     LastFirstM.I.    Mo/Day/Yr Birth   

Name  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUser
Refertop.4,#27

Name  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUserName  Sex Age Birthdate Stateof Height Weight SocialSecurity# TobaccoUser

1.(Primary)                                                                        ❑Yes❑No

2.(Spouse)                                        ❑Yes❑No

3. DEPENDENT'SNAME FullTimeStudent Birthdate
  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#  LastFirstM.I. Relationship Sex Age YesNo Mo/Day/Yr Height Weight SocialSecurity#

                               

                    

                    
                    

                    

4.ResidentAddress

__________________________________________________________________________________________________________________________________________________________
STREET    CITY  STATE ZIP

5.Doesanyproposedinsuredliveoutsidetheabovehousehold?❑Yes ❑No

  Ifyes,explain____________________________________________________________________________________________
  (INCASEOFAMINOR,CUSTODIALPARENTSSIGNATUREWILLBEREQUIREDTOATTESTTOMEDICALHISTORY)

6.HomePhoneNumber_____________________________________________________Besttimetocall________________________________
   AREACODENUMBER

7a.Occupation(Primary):___________________________________________________________________❑Full-Time❑Part-timeHoursworkedperweek_______

  CompanyName:_________________________________________WorkPhoneNumber:____________________________

  Duties:__________________________________________________________________________________________________
  SelfEmployed:❑Yes❑NoCoveredbyWorker’sCompensation:❑Yes❑No

7b.Occupation(Spouse):___________________________________________________________________❑Full-Time❑Part-timeHoursworkedperweek_______

  CompanyName:_________________________________________WorkPhoneNumber:____________________________

  Duties:__________________________________________________________________________________________________

  SelfEmployed:❑Yes❑NoCoveredbyWorker’sCompensation:❑Yes❑No

770-271-4012

000508CL000001 770-271-4014Steven McClelland

Health Plans of Georgia



POLICYINFORMATION–PLEASEPROVIDEAPROPOSAL/QUOTE

2

BILLING
9. ❑Quarterly ❑BankDraft(Completeattachedform)❑Annual
  ❑Semi-Annual ❑ExistingAccount#___________________
Sendpremiumnoticesto:❑Insured❑Other(Printname,streetnumber,city,state&zip)
__________________________________________________________________________________________________________

Group/
Individual/
COBRA

OTHERCOVERAGEINFORCEORAPPLIEDFOR

10. Areanyoftheproposedinsuredscoveredby,orhasapplicationbeenmadeforanytypeofmedicalinsurance?
  ❑Yes(Completesectionbelow)❑No

   Proposed Company Company  Type Effective Termination   Proposed Company Company  Type Effective Termination   Proposed Company Company  Type Effective Termination   Proposed Company Company  Type Effective Termination   Proposed Company Company  Type Effective Termination   Proposed Company Company  Type Effective Termination   Proposed Company Company  Type Effective TerminationGroup/Group/
Individual/Individual/   Insured’sName Name PhoneNumber  ofCoverage Date Date   Insured’sName Name PhoneNumber  ofCoverage Date Date   Insured’sName Name PhoneNumber  ofCoverage Date Date   Insured’sName Name PhoneNumber  ofCoverage Date Date   Insured’sName Name PhoneNumber  ofCoverage Date Date   Insured’sName Name PhoneNumber  ofCoverage Date Date   Insured’sName Name PhoneNumber  ofCoverage Date DateIndividual/Individual/
COBRACOBRA

11. Wereallproposedinsuredscoveredunderthepriorplanlistedabove? ❑Yes❑No(Ifno,listthosenotcovered)

12. Willthisproposedcoveragereplaceorchangeanyexistinghealthinsurance? ................... ❑Yes❑No

13. Willanyproposedinsuredbecomeeligibleforanyotherformofmedicalinsuranceinthenextsix
  months?.......................................................................... ❑Yes❑No
14. Haveanyoftheproposedinsuredseverbeendeclined,postponed,chargedanextrapremiumorhadaportionof
  coverageexcludedforlife,disability,ormedicalinsuranceorhadsuchcoveragerescinded?....... ❑Yes❑No
  Ifyes,givedetails



3

HEALTHSTATEMENT
IMPORTANT!PLEASEGIVECOMPLETEDETAILSOFEACHYESANSWERONPAGE5‘‘ADDITIONALMEDICALDETAILS’’.

WITHINTHELAST10YEARSHASANYPROPOSEDINSURED: Yes No
17.HADANYDIAGNOSISOF,RECEIVEDTREATMENTFOR,ORCONSULTEDWITHAPHYSICIANCONCERNING:
 a) Thelungsorrespiratorysystemincludingbutnotlimitedtohayfeverorotherallergies,sinusinfections,asthma,bronchitis,
  tuberculosis,pneumoniaoremphysema?................................................................................................................................................ ❑ ❑
 b) Theheartorcirculatorysystemincludingbutnotlimitedtohighbloodpressure,heartattack,heartmurmur,chestpain,irregular
  heartbeat,varicoseveins,phlebitisorelevatedcholesterol?(providelastbloodpressurereadingandcholesterollevelifknown)...... ❑ ❑
 c) Thedigestivesystemincludingbutnotlimitedtoulcer,gastritis,heartburn,intestinaldisorder,colitis,gallbladder,hemorrhoids,hernia,
  disorderofthepancreas,spleen,orliverincludingbutnotlimitedto,hepatitis,jaundiceorcirrhosis?................................................. ❑ ❑
 d) Thenervoussystemincludingbutnotlimitedtoepilepsy,seizures,unconsciousness,convulsions,vertigo,headaches,paralysis,
  multiplesclerosis,cerebralpalsy,Parkinson'sdisease,strokeormini-stroke,TIAorbrainattack?....................................................... ❑ ❑
 e) Mentaldiseaseornervousdisorderincludingbutnotlimitedtoanyemotionaldisorder,anxiety,depression,attentiondeficit
  disorder,eatingdisorder,orpsychiatrictreatmentorcounseling?........................................................................................................... ❑ ❑
 f) Congenitaldisorder,birthdefectsordevelopmentaldisordersincludingbutnotlimitedtoDownSyndrome,mentalretardation,
  autism,cleftpalate,clubfoot,orcongenitalheartdefects?.................................................................................................................... ❑ ❑
 g) Thegenitourinarysystemincludingbutnotlimitedtoanykidneydisorder,kidneystones,cystitis,prostatitis,bladderinfections,
  orsexuallytransmitteddisease?............................................................................................................................................................... ❑ ❑
 h) Diabetes,highorlowbloodsugaroranydisorderofthethyroidglandorotherglandulardisorder?..................................................... ❑ ❑
 i) Themuscular,skeletalorconnectivetissuedisorderincludingbutnotlimitedtoarthritis,lupus(SLE),temporomandibularjoint
  disease(TMJ),anybackorspinedisorderortreatmentofanymuscularorneuromusculardisorderoranymanipulationtherapy?.... ❑ ❑
 j) Bloodorlymphdisordersincludingbutnotlimitedtoanemiaorlymphadenopathy?............................................................................. ❑ ❑
 k) Cancer?Providelocation,typeofcancerandtreatmentreceived.......................................................................................................... ❑ ❑
 l) Tumor,cystorgrowthofanykind;anybreastorskindisorders?Providelocation,stateiftreatedorremovedanddate..................... ❑ ❑
 m) Anydisorderoftheeyes,ears,(includingearinfectionsoreartubes),noseorthroat.Tonsilsoradenoids,anyspeechor
  hearingimpairment?................................................................................................................................................................................. ❑ ❑

 n) 1.Anydisorderofthereproductiveorgans,includingbutnotlimitedtodisordersofthepenis,testes,vagina,
   ovariesandcervix,uterus,diagnosedortreatedforinfertilityorirregularmenstruation?................................................................... ❑ ❑

  2.Tothebestofyourknowledge,areyou,yourspouseoranydependentnowpregnant?................................................................... ❑ ❑

  3.Isanypersonnotnamedonthisapplicationformnowpregnantbyanypersontobeinsured?....................................................... ❑ ❑
  IFEITHERN-2ORN-3ISANSWEREDYES,MEDICALCOVERAGECANNOTBEISSUED.
  QUESTIONS4-6FORFEMALEAPPLICANTS:
  4.Complicationsofpregnancy,includingbutnotlimitedtocaesareansectiondeliveryormiscarriage?.............................................. ❑ ❑

  5.DATEOFLASTPAPSMEAR____________________RESULTS________________________________________________
  6.Haveyoubeeninstructedtohavearepeatpapsmearoranyfollow-uptreatmentortestsasaresultofyourlastpapsmear?...... ❑ ❑
 18. BeendiagnosedashavingorbeentreatedforAcquiredImmuneDeficiencySyndrome(AIDS)byamemberofthemedical
   profession?............................................................................................................................................................................................ ❑ ❑
 19. Beendiagnosedashavingorbeentreatedforanyimmunedeficiencydisorderbyamemberofthemedicalprofession?.............. ❑ ❑

(continuedonpage4)

  4.Complicationsofpregnancy,includingbutnotlimitedtocaesareansectiondeliveryormiscarriage?

  6.Haveyoubeeninstructedtohavearepeatpapsmearoranyfollow-uptreatmentortestsasaresultofyourlastpapsmear?

BILLING

15. Haveanyoftheproposedinsuredseverparticipatedinorganizedracingincludingbutnotlimitedto,automobile,
  motorcycleorpowerboatracingoranyofthefollowingactivities:skydiving,ultralightflying,scubadiving,hang
  gliding,rockormountainclimbing?❑Yes❑No

Ifyes,indicatewhoandwhichactivity When/HowOften Doyouplancontinuedparticipation?

       ❑Yes❑No
       ❑Yes❑No

16. Haveanyoftheproposedinsuredsbeencitedfordrivingwhileintoxicatedinthepast5yearsorhad2ormore
  movingviolationsinthepast2years?❑Yes❑No

  Ifyes,indicatetypeofviolation.______________________________________Date/s______________________________

HAZARDOUSACTIVITIES&DRIVING

Ifyes,indicatewhoandwhichactivity When/HowOften Doyouplancontinuedparticipation?

      
      

Ifyes,indicatewhoandwhichactivity When/HowOften Doyouplancontinuedparticipation?



IMPORTANT!PLEASEGIVECOMPLETEDETAILSOFEACHYESANSWERONPAGE5‘‘ADDITIONALMEDICALDETAILS’’.
    Yes No

20. Experiencedanyofthefollowing:Signsandsymptomsofanimmunedeficiencydisordermayincludelymphadenopathy
  (swollenlymphnodes),lossofappetite,weightloss,chronicfatigue,fever,oralthrush,skinrashes,unexplainedinfections,
  dementia,depression,orotherpsychoneuroticdisorderswithnoknowncause?................................................................................ ❑ ❑

21. Hadsurgeryorhasdiagnostictesting,treatmentorsurgerybeenrecommendedorscheduledthathasnotbeencompleted?........ ❑ ❑
22. Doesanypersonhaveanyfixation/prostheticdevicespresentincludingbutnotlimitedtoplates,screws,pins,implants(including

  breastimplants),shunts,pacemakersorvalvereplacements?............................................................................................................. ❑ ❑
23. Hadanelectrocardiogram,chestx-ray,orbloodtestoranyotherdiagnostictestingofanykindorbeenhospitalconfinedin

  thepast10years?Ifyes,givenameofphysicianorhospitalandresults............................................................................................. ❑ ❑
24. BeenamemberofAlcoholicsAnonymousorhadanytreatment,includingbutnotlimitedto,counselingforalcoholismor

  alcoholabuseorbeenadvisedbyaphysiciantodiscontinueordecreasealcoholconsumption?...................................................... ❑ ❑
25. Usedsedatives,tranquilizers,cocaineorotherhallucinogenicornarcoticdrugs,orreceivedtreatmentfordrugabuseor

  chemicaldependency?........................................................................................................................................................................... ❑ ❑
26. Tothebestofyourknowledge,doesanypersontobeinsuredhaveanymentalorphysicalimpairment,diseaseordeformity

  notindicatedabove?.............................................................................................................................................................................. ❑ ❑
27. Haveyouoryourspouse(iftobeinsured)smokedcigarettesorusedtobaccoinanyformornicotinesubstitutewithin

  thepastyear?......................................................................................................................................................................................... ❑ ❑

27a HaveyouoryourspouseEVERsmokedcigarettesorusedtobaccoproducts?Ifyes,indicatewho,amountperday
  andyearquit._____________________________________________________________________________________________________..  andyearquit._____________________________________________________________________________________________________  andyearquit._____________________________________________________________________________________________________ ❑ ❑

28. Isanyproposedinsuredcurrentlytakingortakenwithinthepast3months,anymedicationorreceivingmedicaltreatment
  ofanykind?Providedetailsoftreatmentincludingnameanddosageofallmedications.................................................................... ❑ ❑

29. Hastherebeenanymedicaltreatmentfor,orhaveyouconsultedwithaphysicianconcerningthecondition(s)
  whichhasbeenrideredorratedsincethecoveredperson’seffectivedate?❑Yes❑NoIfyes,provide

  details_______________________________________________________________________________________________

  _____________________________________________________________________________________________________

  _____________________________________________________________________________________________________

30. Regularphysicianormedicalpractitionerforeachproposedinsured:(Ifnone,providelastdoctorseen,date,
 reason&results)

  PrimaryProposedInsured'sPhysician___________________________________________________________________

  Address______________________________________________________________________________________________

  DateLastSeen___________Reason&Results____________________________________________________________

  Spouse'sPhysician____________________________________________________________________________________

  Address______________________________________________________________________________________________

  DateLastSeen___________Reason&Results____________________________________________________________

  Child'sName___________________________________Physician_____________________________________________

  Address______________________________________________________________________________________________

  DateLastSeen___________Reason&Results____________________________________________________________

  Child'sName___________________________________Physician_____________________________________________

  Address______________________________________________________________________________________________

  DateLastSeen___________Reason&Results____________________________________________________________

REGULARPHYSICIAN

REQUESTINGTHEREMOVALOFASPECIALCLASSPREMIUMORRIDER

4

HEALTHSTATEMENT(continued)

PrimaryProposedIns.

Spouse
❑❑



ADDITIONALMEDICALDETAILS
(Attachaseparatesheetifadditionalspaceisneeded.Dateandsignanyadditionalsheet.)

    Providedates,typeoftreatment, NameofDoctororHospitaland
    andresults. CompleteAddressandPhoneNumber.

   

Person QuestionNo.

Condition:
 Person QuestionNo.

Condition:

 Person QuestionNo.

Condition:

 Person QuestionNo.

Condition:

 Person QuestionNo.

Condition:

 Person QuestionNo.

Condition:

 Person QuestionNo.

Condition:

 Person QuestionNo.

Condition:

 Person QuestionNo.

Condition:

    andresults. CompleteAddressandPhoneNumber.    andresults. CompleteAddressandPhoneNumber.
   

5



________________________________________________
SignatureofPrimaryProposedInsured

________________________________________________
SignatureofSpouseorOtherInsured

(Ifproposedtobeinsured)

________________________________________________
Signature(s)ofOtherDependents18orOver

(Ifproposedtobeinsured)

________________________________________________
Guardian’sSignature

RequestedEffectiveDate_________________________

PremiumAmountSent$_________________________

OneTimeProcessingFeeSent$__________________

ConditionalReceiptTaken?❑Yes❑No

6

I representtothebestofmyknowledgeandbelief, thatallstatementsandanswersonthisapplicationformare
completeandtrue.Theapplicationformandanyamendmentsshallbethebasisforthecontract.Ialsoagreethat:

Exceptasotherwiseprovided in theConditionalReceipt, the insurance, ifapprovedbyTime InsuranceCompany,will
beinforceonlywhenissuedbyTimeInsuranceCompany.Thefirstfullpremiummustbepaid.Coveragewillbecome
effectiveonthelaterof:A)Thedateoftheapplication;B)TherequestedEffectiveDate.Achangeinthehealthofthe
proposed insured(s)after thecompletionof theapplicationformandbeforethedeliveryof thecontractmayaffectmy
eligibilityforinsurancewiththecompany.Thecontractmayonlybeeffectivepriortothecontractdeliverysubjecttothe
termsoftheConditionalReceipt.

Inordertodeterminemy(our)eligibilityfor insurance,Iauthorizeanylicensedphysician;medicalpractitioner;hospital;
clinic; any medically related facility; insurance company; the Medical Information Bureau; employer; or consumer
reportingagencytogivetoTimeInsuranceCompany(ortoanyconsumerreportingagencyauthorizedbyTimeInsurance
Company)anyinformationregardingmeormyfamilyastoemployment,otherinsurancecoverage,personalinformation,
andmedicalcare,adviceortreatment.

Iagreethataphotographiccopyofthisauthorizationshallbevalidfortwoyearsfromthedatesigned.

IacknowledgereceivingtheFairCreditReportingActPre-Notification,thenotificationregardingtheMedicalInformation
Bureau,theAbbreviatedNoticeofInsuranceInformationPracticesandtheOutlineofCoverageforHealthInsurance,if
required.

We,theundersignedProposedInsured(s)andagentacknowledgethattheProposedInsured(s)hasreadthecompleted
application.  We understand and acknowledge that any fraudulent statement or material misrepresentation on the
applicationand/oranyamendmentsmayresultinclaimdenialorcontractrescission,subjecttothetimelimitoncertain
defensesorincontestabilityprovisionsofthecontract.

20.00

ATTENTION:(Agent)

Ihavereviewedthisapplicationtoensurethatall
requireditemshavebeencompleted.

Tothebestofmyknowledgethereis❑,isnot❑a
replacementofMedicalInsuranceinvolvedinthis
transaction.

Areyouawareofanymentalorphysicalimpairment,
diseaseordeformityofanyproposedinsuredwhich
isnotdisclosedonthisapplication?❑Yes❑No

Ifyes,pleaseexplain_______________________________

__________________________________________________

LicensedResidentAgent’sSignature

PrintAgentName&AgentNumberorBusinessNumber

____________Initialhereifyouwitnessedthesigningof
thisformbytheProposedInsured(s).

______________________________________________________
DATESIGNEDTIMESIGNEDCITY&STATE

❑A.M.

❑P.M.

770-271-4012 000508CL000001



ACCOUNTINFORMATION: Completeonlyifdifferentthaninformationoncheck:

PAYOR’SBILLINGADDRESS

Payor’sName____________________________________________________________

Address_________________________________________________________________

City_________________________________State____________ZIP______________

I(we)herebyauthorizeTimeInsuranceCompany,hereinaftercalledCOMPANY,
toinitiatedebitentriestotheaccountindicatedbelowandthedepositorynamed
below,hereinaftercalledDEPOSITORY,todebitthesametosuchaccount.

ThisauthorityistoremaininfullforceandeffectuntilCOMPANYand
DEPOSITORYhasreceivedwrittennotificationfromme(oreitherofus)of
itsterminationinsuchtimeandinsuchmannerastoaffordCOMPANYand
DEPOSITORYareasonableopportunitytoactonit.

X    X
(SignatureofPayor) (DateSigned)

7

TimeInsuranceCompanyAuthorizationforCheck-O-MaticBilling

X    X

PLEASEATTACHVOIDEDCHECK

Choosethefollowingoptionthatapplies:
❑ TobeginCheck-O-Maticwithdrawals

❑ ToaddthispolicytoanexistingCheck-O-
 MaticaccountwithTimeInsurance
 Company.
 Note:PleaseprovidetheexistingCheck-O-Maticnumber
 and/orassociatedpolicynumber.

  ExistingCOMNumber_______________________________

  AssociatedPolicyNumber___________________________

Desiredwithdrawalday:(1-28)________________
Note:Werecommendawithdrawaldateequaltoorwithin5
daysofyourpolicyissueday.

 CONDITIONALRECEIPT

Receivedfrom:_____________________________________,this___________dayof_____________________________,_________.
Thesumof$______________inconnectionwiththeapplicationforMedicalInsurancewithTimeInsuranceCompany.
No insurancewillbecomeeffectiveprior tocontractdelivery.Except, insurancemaybecomeeffectiveprior to thecontract
deliveryifandwheneachandeveryconditioncontainedinthisreceiptismet.NoagentorbrokeroftheCompanyisauthorized
toalterorwaiveanyofthefollowingconditions:
Theconditionsunderwhichinsurancemaybecomeeffectivepriortocontractdeliveryareasfollows:
1. TheProposedInsured(s)mustbe,ontheEffectiveDate,ashereafterdefined,ariskacceptabletotheCompanyunderits

rules,standardsandpracticesfortheexactcontractandpremiumappliedfor,withoutanymodification.
2. Theamountof thepayment takenwith theapplicationmustbeequal to theamountof the full firstpremiumpayment

selected.
3. Thecontract is issuedexactlyasappliedforwithin60daysfromthedateoftheapplication. If thecontract isnot issued

within60daysfromthedateofapplication,therewillbenocoverageprovidedunderthetermsofthisConditionalReceipt.
AnycoverageprovidedbytheConditionalReceiptendswhenthecontractisdelivered.

4.ProposedInsured(s)agreetocompletethemedicalinformationreportaspartoftheapplicationprocess.
Ifeachoftheaboveconditionsarefulfilled,thentheinsuranceasprovidedbythetermsandconditionsofthecontractapplied
forwillbecomeeffectiveontheEffectiveDatepriortothecontractdelivery.
"EffectiveDate"asusedhereinmeansthelaterof:a)thedatetheapplicationissigned;andb)therequestedEffectiveDate.
Ifoneormoreoftheconditionsarenotmet,theliabilityoftheCompanywillbelimitedtothereturnofthesumreceived.

___________________________________________ __________ _____________________________________________________
AGENT’SSIGNATURE PROPOSEDINSURED’SSIGNATURE

ALLPREMIUMCHECKSMUSTBEMADEPAYABLETOTHECOMPANY––DONOTMAKECHECKSPAYABLE
TOTHEAGENTORLEAVEPAYEEBLANK



FAIRCREDITREPORTINGACTANDPRIVACYACTPRE-NOTIFICATION

ThankyouforconsideringTimeInsuranceCompanyasyourinsurancecarrier.Yourapplicationwill
beprocessedasquicklyaspossible.PublicLaw91-508andstateprivacyactsrequirethatweadvise
youthataninvestigativeconsumerreportmaybemadeinconnectionwiththisapplicationwhichwill
provideapplicableinformationconcerningcharacterandgeneralreputation.Theinformationforthis
reportmaybeobtainedthroughtelephoneorpersonal interviewswithyou,yourfriends,neighbors
andassociates.Youmayrequestaninterviewinconnectionwiththepreparationofthereport.Upon
writtenrequest,youareentitledtoreceiveacopyofthereport.

NOTIFICATIONREGARDINGTHEMEDICALINFORMATIONBUREAU

Informationregardingyourinsurabilitywillbetreatedasconfidential.TimeInsuranceCompany
or its reinsurers may, however, make a brief report thereon to the Medical Information
Bureau, a non-profit membership organization of life insurance companies, which operates
an informationexchangeonbehalfof itsmembers. If youapply toanotherBureaumember
companyforlifeorhealthinsurancecoverage,oraclaimforbenefitsissubmittedtosucha
company,theBureau,uponrequest,willsupplysuchcompanywiththeinformationinitsfile.
Uponreceiptofarequestformfromyou,theBureauwillarrangedisclosureofanyinformation
itmayhave inyour file.  Ifyouquestiontheaccuracyof the information in theBureau’s file,
you may contact the Bureau and seek a correction in accordance with the procedures set
forthinthefederalFairCreditReportingAct.TheaddressoftheBureau’sinformationoffice
isPostOfficeBox105,EssexStation,Boston,Massachusetts02112,telephonenumber(617)
426-3660. Time Insurance Company or its reinsurers may also release information in its file
toitsreinsurer(s)andtootherlifeinsurancecompaniestowhomyoumayalsoapplyforlife,
disabilityormedicalinsurance,ortowhomaclaimforbenefitsmaybesubmitted.

ABBREVIATEDNOTICEOFINSURANCEINFORMATIONPRACTICES

Informationcollectedbyusandusedtoissueaninsurancepolicyorcertificatemaybedisclosedto
thirdpartieswithoutyourspecificauthorization.
You have the right of access and correction with respect to the information collected about you
except information which relates to a claim or civil or criminal proceeding. If you wish to have a
more detailed explanation of our information practices, please contact Time Insurance Company,
UnderwritingDepartment,501WestMichigan,Milwaukee,Wisconsin53203.

 FAIRCREDIT


