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The United States Life Insurance Company in the City of New York
FOR HOSPITAL CONFINEMENT INDEMNITY COVERAGE UNDER GROUP POLICY FORM G-19000.

Policy Holder: Value Benefits of America
Applicant Name: (Last, First, M.l.) Date of Birth:  [Place of Birth: Age: [Sex: Social Security Number:
Home Address: (Include number & street, city, state and zip code) Mailing or Billing Address: (if other than Home Address)
Home Phone: Work Phone: Email Address: Occupation:

DEPENDENT COVERAGE: | wish to apply for coverage for my following dependents:

Last, First, M.1. Relationship: Date of Birth: Age: Sex: Social Security Number:
(W]

)

()]

4)

(5)
BENEFITS BEING APPLIED FOR:

(check one) O Silver* 0O Gold** O Platinum***
Value Health USA Value Health USA Value Health USA

Physician’s Office Benefits per Call.. $75 each $75 each $75 each
Daily Hospital Confinement Benefits. $500 per day $750 per day $1,000 per day
ICU / Coronary Care Unit Confinement Benefits... $2,000 per day $3,000 per day $4,000 per day
Maximum Surgical Benefits per Schedule $10,000 $15,000 $20,000
Maximum Anesthesiology Benefits per Schedule.. $2,000 $3,000 $4,000
Maximum Ambulance Transportation Benefits ... $250 $375 $500
Maximum Emergency Accident Treatment Benefits........ $125 $187.50 $250

| understand | am applying to be insured by the plan checked above. INITIALS:

*Option2 ~ **Option3  ***Qption 4
REGARDING OTHER COVERAGE:

PLEASE NOTE: THIS COVERAGE IS NOT MEANT TO BE A REPLACEMENT FOR COMPREHENSIVE BENEFITS UNDER A HEALTH
INSURANCE PLAN OR HEALTH MAINTENANCE ORGANIZATION (HMO) PLAN AND THIS IS NOT A COMPREHENSIVE PLAN.

Insurance Premium$____ plus Monthly Administrative Fee.

Payment Mode [ Monthly Bank Draft [} Monthly List Bill (2 or more) [ Quarterly [J Semi-Annual [ Annual

I HEREBY APPLY for coverage as indicated on this form. | have read or had read to me the completed form. To the best of my
knowledge and belief, the answers to the questions contained in this application are true and complete.

WARNING: Any person who, 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 may subject such person to criminal and civil penalties.

Dated at: this day of 20
Signature of Applicant: X date signed
Print Agent's Name: Agent’s Number:

March 2009 G-610,090
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to the questions are true and complete.

e e mmm e ey e e

Dated at: this day of

Signature of Member: X date signed

I hereby certify that | saw the applicant and truely and accurately recorded the above information

Agent's Signature: X date signed

Print Agent's Name:

Agent’s Number:

MARCH 2009
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