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The Company certifies that the information provided above is complete and accurate. Company shall notify the Insurer promptly of any changes in this information that may
affect the eligibility of employees or their dependents, including the addition of any newly eligible employees or dependents. Prior to receiving notification of approval,
Company shall notify Insurer promptly of any significant changes in the health status of an eligible employee or dependent including any inpatient hospital admissions.
Insurer shall be entitled to rely on the most current information in its possession regarding the eligibility and health status of employees and their dependents in providing
coverage under this Policy.

I understand that the Certificate of Coverage or Summary Plan Description and other documents, notices and communications regarding the health benefit plan(s)
indicated on this Application may be transmitted electronically to me and to the Company’s employees.

I represent to the best of my knowledge the information I have furnished is accurate, and includes any employees and dependent who have elected continuation of
insurance benefits. I understand that material omissions misrepresentations or misstatements in the information requested on this form can result in the voiding or
reformation of insurance.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any
materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a
crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

Signature (Form must be signed)

Signature ___________________________________________        Date ___________________        Title______________________________________________

DO NOT CANCEL YOUR EXISTING COVERAGE UNTIL YOU RECEIVE WRITTEN NOTIFICATION OF APPROVAL.

Broker Information
Broker Name Agency Agent Code                   Tax ID Number

Signature Email Address Social Security # Date
ck ally)

Rep Name Rep #


