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MEDICAL HISTORY DETAILS -- FOR ALL APPLICANTS

Question
Number

Symptoms or

Person Conditions Dates

Treatment, Advice Given, Results, and Other Details

Name, Address, and Phone #
of Doctors, Hospitals, etc.

check this box.

Should you need more space to provide complete and accurate information, please use plain or lined paper, sign and date it, and

STATEMENT OF UNDERSTANDING: Review the completed application and read the section below carefully before signing.

| certify that | have personally completed this application. | represent
that the answers and statements on this application are true, com-
plete, and correctly recorded. | Understand and Agree that: (1) this
application and the payment of the initial premium do not give me
immediate coverage; (2) unless Golden Rule agrees to an earlier
date, coverage for illness begins on the 15th day after a person
becomes insured for injury; (3) there will be no benefits for any loss
incurred within a 12-month period ending after the effective date of
coverage or within 12 months after the effective date of coverage,
whichever occurs first, due to a preexisting condition;
(4) incorrect or incomplete information on this application may

Signed X / / at

result in voidance of coverage or claim denial, subject to the
Time Limit on Certain Defenses provision or the Incontesta-
bility provision; (5) this completed application, and any supple-
ments or amendments, will be made a part of any policy/certificate
which may be issued; (6) the broker is only authorized to submit the
application and initial premium, and may not change or waive any
right or requirement; and (7) continuation of other coverage exist-
ing on the Golden Rule effective date for more than 90 days
after the Golden Rule effective date will void this coverage.
| have received a Notice of Information Practices and a Conditional
Receipt or Conditions Prior to Coverage.

X

Date City State

X

Signature of Primary Applicant (You)

X

Signature of Parent/Guardian (if You are a minor) Relationship

Jan 31 2008 12:17:43 pm

Signature of Spouse (if to be covered)
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BROKER STATEMENT: Review the completed application before signing below

Each question on the application was completed by the applicant(s).
| have collected the initial premium and given the Notice of
Information Practices and a Conditional Receipt or Conditions Prior
to Coverage.

X

Signature of Licensed Broker
T T T T T

| | | | | \
Broker Number

GRI-AP-107-39

| agree with the answer given for Question 14, “Will the term life
benefit replace any existing life insurance or annuities?” (If the
response shown for Question 14 does not reflect your understand-
ing, please check this box and attach an explanation. )

X

Print Full Name

ASSOCIATION GROUP POLICY INFORMATION

¢ You must already be or become a member of the Federation of American Consumers and Travelers (FACT) to apply for this coverage. (See the FACT

Membership Enrollment Form.)

 FACT's membership dues are $3 per month. This fee is in addition to the premium amount for the Golden Rule insurance coverage. _
e The master policy for this association group coverage is issued to FACT. If insurance coverage is offered to and accepted by you, you will receive a

certificate explaining your coverage under that master policy.

e The premium rate for, and the terms and conditions of, this coverage are determined between Golden Rule and FACT and may be changed by agreement
between Golden Rule and FACT without the consent of the individual certificate holder. You will be informed of any such change at least 31 days prior to

the effective date of the change.
34464 SC
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HEALTH INSURANCE CERTIFICATION AND AUTHORIZATION TO OBTAIN AND DISCLOSE NONMEDICAL INFORMATION

This insurance coverage is nat designed nor marketed as emeloyer-Frovided insurance.
This coverage does not comply with all your state’s small-employer group health
insurance laws. Therefore, this plan cannat be used, now nor at some future date, by
you or an employer to provide insurance for employees.

| certify that: (a) | am not emﬁloyed by an employer with 2-50 employees; or (b) am
employed by an employer with 2-50 employees; however, no portion of the premium is
paid, either directly or indirectly, by my employer.

If you cannot certify to either (a) or (b) above, you are not eligible to apply for this plan.

By signing below, | certify that [ understand that | am applying for personal health
insurance that may never be used as employer-provided insurance.

953B-799

| authorize Golden Rule Insurance Company's Insurance Administration and Claims
Departments to obtain information that they need to underwrite or verify my application
for insurance. Any employer, insurance company,’\%overnment agency, consumer-
reporting agency, or the Medical Information Bureau (MIB) having information about my

occupation(s), avocations, driving history, criminal histary, or Frior insurance coverage
for mY famHg or me is authorized to give it to Golden Rule’s Insurance Administration
and Claims Departments.

Golden Rule may also release this information about my family or me to the MIB or any
Pmem.ber company for the purposes described in Golden Rule’s Notice of Information
ractices.

| (we) have received Golden Rule’s Notice of Information Practices. This authorization
shall remain valid for 30 months from the date below.

| (we) understand the following: A photocopy of this authorization is as valid as the
original. | {we) or my (our) authorized representative may obtain a copy of this authoriza-
tion by vvrmnP to Golden Rule. | (we) may request revacation of this authorization by
writing to Golden Rule, as explained in Golden Rule’s Notice of Information Practices.
Golden Rule may condition enrollment in its health plan or eligibility for benefits on my
(our) refusal to mﬂn this authorization. The information that is used or disclosed in
accordance with this authorization may be redisclosed by the receiving entity and may
no longer be protected by federal or state privacy laws.

| have read the above: Health Insurance Certification and Authorization to Obtain and Disclose Nonmedical Information.

Signed X / / at

X

Date City State

X

Signature of Primary Applicant (You)

X

Signature of Parent/Guardian (If You are a minor)

AUTHORIZATION TO OBTAIN AND DISCLOSE HEALTH INFORMATION

| authorize Golden Rule Insurance Company's Insurance Administration and Claims
Departments to obtain health information that they need to underwrite or verify my
application for insurance. Any health care provider, the Medical Information Bureau
(MIB), or insurance company having any information as to a diagnosis, the treatment, or
prognosis of any physical or mental conditions about my family or me is authorized to
give it to Golden Rule's Insurance Administration and Claims Departments. This
Includes information related to substance use or abuse.
| understand any existing or future requests | have made or may make to restrict my
Frotected health information do not and will not apply to this authorization, unless
revoke this authorization.
Golden Rule may release this information about my family or me to the MIB or any
glember company for the purposes described in Golden Rule’s Notice of Information
ractices.

| (we) have received Golden Rule’s Notice of Information Practices. This authorization
shall remain valid for 30 months from the date below.

| have read the above: Authorization to Obtain and Disclose Health Information.

Signed X / / at

Signature of Spouse (If to be covered)

| (we) understand the following:
o A photocopy of this authorization is as valid as the original;
¢ | (we) or my (our) authorized representative may obtain a copy of this authorization
by writing to Golden Rule;
* | (we) may request revocation of this authorization as described in Golden Rule’s
Notice of Ynformation Practices;
¢ Golden Rule may condition enrollment in its health plan or eligibility for benefits
on my (our) refusal to sign this authorization;
¢ The information that is used or disclosed in accordance with this authorization
may be redisclosed by the receiving entity and may no longer be protected by
federal or state privacy laws regulating health insurers.
| have retained a copy of this authorization.

X

Date City State

X

Signature of Primary Applicant (You)

X

Signature of Parent/Guardian (If You are a minor)

Jan 31 2008 12:17:43 pm

Signature of Spouse (If to be covered)
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ELECTRONIC FUNDS TRANSFER (EFT) AUTHORIZATION -- ONLY IF PAYING BY EFT

| (we) hereby authorize FACT to initiate
debit entries to the account indicated
below. | also authorize the named
depository to debit the same to such
account.

&

D3sgoy
744\(7&‘)\&&7654121“1 34567
— 4507

| agree this authorization will remain in

effect until you actually receive writl jfication of its termination from me.

Nine-digit Check Routing No.

Checking Account No.

Financial Institution's Name
Address
City, State, ZIP
Draft On

Day Date Signed
In Tennessee and Texas, drafts may only be scheduled on 1) the premium
due date; or 2) up to 10 days after the due date.

Account Holder's
Signature X

E-mail Address

HEALTH SAVINGS ACCOUNT (HSA) APPLICATION (only if opening an HSA with Exante)

By signing below, | acknowledge that:

* | wish to establish an HSA with Exante Bank as custodian.

* | understand and agree that my HSA will be opened under and
governed by Exante Bank’s Custodial and Deposit Agreement.
Terms of this Agreement will be binding on me unless | close my
account within 30 days. This document will be sent to me when my
account is opened, along with Exante Bank’s Privacy Policy and
Schedule of Fees and Charges.

* | authorize Exante Bank to provide information about my HSA,
including my account number, to Golden Rule, and those acting on
behalf of Golden Rule or Exante Bank (if applicable), in connection
with the establishment and maintenance of my HSA.

* | acknowledge that Golden Rule and all others acting on behalf of
Golden Rule (if applicable), may provide information on my behalf to
establish and maintain my HSA.

* | understand my monthly account statements will be made available
tome electronicalcljy. | agree to notig Exante Bank if | wish to have
statements mailed to my home address.

* |f | have filled out the information to request an additional debit card,
| hereby request Exante Bank to issue a debit card on my account to
the person indicated and | acknowledge | will be liable for the use of
the debit card by the Authorized User.

* | authorize Exante to share information about my HSA with the
authorized user named and to allow withdrawals by check, debit
card, or other means to be made by such authorized user.

* | certify that the information provided in this application is true and
complete.

X
Signature of Primary Applicant
Primary Applicant’s
Social Security Number ___

Per the USA Patriot Act: To help the government fight the funding
of terrorism and money laundering activities, federal law requires all
financial institutions to obtain, verify, and record information that
identifies each person who opens an account. When you open the
account, we will ask for your name, street address, date of birth, and
other information that will allow us to identify you. We may also ask to
see your driver’s license or other identifying documents.

Have you, within the last 6 months, been covered
under another health insurance plan? ........... UYes No

Has your spouse? .............coeeeeennnnn... WUYes No

REQUEST FOR AN AUTHORIZED USER DEBIT CARD
(OPTIONAL)

Authorized User’s

First Name Middle Initial

Authorized User’s

Last Name

Authorized User’s

Date of Birth

Authorized User’s

Social Security No.

155X-0806

REVIEW BEFORE MAILING THE APPLICATION

Be sure:

* To read the current product brochure before completing the
application for insurance.

Note:

* If you were previously insured by UnitedHealthcare, you must still
fully complete this application accurately. Our underwriters do not
have access to UnitedHealthcare underwriting and claims files.

* Broker must be licensed with Golden Rule in state where
application is signed AND state where applicant resides.

 Coverage is not available if:

-- any family member is currently pregnant; or
-- the applicant has not resided in the U.S. for the last 12
consecutive months.

* Altered applications will not be accepted.

* Any person who knowingly presents false, incomplete, or
misleading information in an application for insurance may be
committing insurance fraud.

* The applicant will be notified of the actions taken within 45 days
after the date of the application, or be given the reason for delay.

* There is no coverage until approved in writing by Golden Rule.

* P.O.Boxes are not accepted as a Primary Resident Address.

* Applications received by Golden Rule more than 15 days
after the signed date will not be accepted.

Mail the Application and Related Forms Packet to the address
below.
Be sure to include the following:
* Health insurance quote.
* Initial payment check made payable to “FACT”
o EFT authorization (if paying via EFT).
Mail to: Golden Rule Insurance Company
HEALTH APPLICATION

PO Box 68994
Indianapolis, Indiana 46268-0994

Jan 31 2008 12:17:43 pm
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