




ALL VALUE HEALTH VBA MEMBERS RECEIVE GALAXY DISCOUNTS  
 

GALAXY PPO VALUECARE NETWORK: 
 
The VBA Value Health Plan provides access to High Quality Healthcare for VBA Members through participating GALAXY 
Providers and Facilities. Previously negotiated fees* that can result in ZERO balance billings from these Selected 
Facilities and significant reductions in charges from other Providers combined with the Platinum Value Health Plan 
generous Hospital and Surgical benefits have bought this unique opportunity to the marketplace. 
 
The VBA Platinum program is currently available in many communities across the nation. Contact your General Agent or 
check out http://www.protectorbenefits.com/valuecare/ to learn if your community is among those already developed. We 
are working to develop this ValueCare Network Nationwide.  
 
We are proud and excited to be pioneering this concept through Value Benefits of America”. P.J. Shane., President, Galaxy 
Health Network *Negotiated PPO fees are based upon payment of charges within 30 days of receipt of service. 
 
GALAXY PPO PHYSICIAN NETWORK: 
 
The GALAXY Standard PPO Network is available Nationwide. “GALAXY Health Network has always been committed to 
providing access to the highest quality Providers at the lowest negotiated rates possible. Galaxy currently provides service 
access to over 3 and 1/2 million individuals nationwide.  
 
With over 310,000 doctors in the United States participating in this Referral program, you can save on your doctor’s bills. At 
a minimum, you will receive a 20% savings on your actual bill from the doctor's office. Additionally, our Patient Advocacy 
Program will help you select a participating provider. To look up doctors or facilities go to http://www.galaxyhealth.net/ 
 
 
THE GALAXY MEDICAL SAVINGS CARD PROGRAM:  
 
Valid at all participating “MSC Network” providers and facilities.  This includes a network of Over 370,000 Healthcare 
Professionals and over 35,000 Hospitals and Ancillary Facilities. To look up doctors or facilities go to 
http://www.galaxyhealth.net/ 
 
The services offered include, but are not limited to: 
 

▪ Primary Care Physicians ▪ Hospitals ▪ OB/GYN ▪ Pediatrics Chiropractic ▪ Home Health 
▪ Alternative Care ▪ Specialists ▪ Labs / Clinics ▪ X-Ray ▪ Imaging ▪ Cosmetic ▪ Psychiatric 

▪ Counseling ▪ Tertiary Care ▪ Acupuncture ▪ Vision ▪ and much more 
 
MEDICAL SAVINGS 20% TO 30% OR MORE ON MEDICAL SERVICES: **  
 
How it works – Member/Patient DOES NOT DIRECTLY CONTACT THE FACILITY, unless instructed to do so by a Galaxy 
Health Network Patient Advocacy Representative (PA). Scheduled Services include elective surgeries and other Hospital/ 
Facility based non-emergency treatment and services and must be arranged in advance through a PA. To be eligible for a 
discount, all Scheduled Services must be “paid-in-full” at the time they are rendered. Prior to admission, the PA will contact 
the Hospital/Facility to obtain a “good-faith” estimate of Discounted charges that may be incurred and confirm that the 
Member/Patient has secured adequate funds to make payment-in-full. When confirmation is made, a Referral Form including 
a Referral Number and “estimated charges” will be provided to the Member/Patient in writing by the PA. 
 
 
**Newly negotiated discounted fees at SPECIFIC Participating Hospitals and Facilities can be as high as 65%. ALL “MSC” 
Negotiated Discounts are based upon payment of charges at or before performance of services. 
VBA has no liability for providing or guaranteeing service or for the quality of service rendered. 
 

DISCOUNT BENEFITS ARE NOT INSURANCE 
 



FEMALE
Height

4’8’’
4’9’’

4’10’’
4’11’’
5’0’’
5’1’’
5’2’’
5’3’’
5’4’’
5’5’’
5’6’’
5’7’’
5’8’’
5’9’’

5’10’’
5’11’’
6’0’’
6’1’’
6’2’’

Min Weight
77
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96
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Max Weight
212
216
220
224
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250
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287
288
296
305
314
323

MALE
Max Weight

234
237
243
247
256
262
270
276
286
296
299
308
312
323
328
339
360
385
409
418
427

Min Weight
91
93
95
98

101
103
106
109
112
115
118
121
124
127
131
134
138
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150
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Height
5’0’’
5’1’’
5’2’’
5’3’’
5’4’’
5’5’’
5’6’’
5’7’’
5’8’’
5’9’’

5’10’’
5’11’’
6’0’’
6’1’’
6’2’’
6’3’’
6’4’’
6’5’’
6’6’’
6’7’’
6’8’’

1. ISSUE DATE:  If money is received with business by the 10th, the effective date will be the 15th and if it is
received between the 11th and the 25th, it will be effective the 1st of the following month.  If no money is
received, we must receive the app by the 5th for an effective date of the 15th or by the 20th for an effective
date of the 1st.

2. MONIES COLLECTED:  Make checks payable to GEM Administrators.  Applicants can pay by Monthly Bank
Draft, Semi-Annual, Annual or Monthly List Bill (for groups of 2 or more).  Make sure the applicant is aware that
their account will be drafted immediately if they did not submit money and will draft thereafter (after issuance)
approximately 15 days prior to the due date.

3. ORIGINAL APPLICATION(S) ARE PREFERRED:  We do accept legible fax/photo copies.  If not legible,
issue is delayed pending receipt of the original.

4. MUST INCLUDE THESE SIGNED FORMS:  HIPAA Authorization, VBA Membership Enrollment, Consumer
Form, Automatic Monthly Bank Draft (and voided check).

5. CONTACT INFORMATION:  Most correspondence regarding application is sent to the agent via email, phone
or US Mail.  We may be required to contact the applicant so always include the applicant’s email address, if
available, and the phone number.

6. LIST BILL:  No group participation and a minimum of 2 or more employees must apply.  The 1st month’s
premium and fees must be paid to issue on a List Bill.  Please use the GEM Administrators List Bill Form.
(Call for special UW consideration for groups of 5 or more).

7. COMMISSION PAYMENT:  New business will be paid weekly upon issue and renewals on or about the 20th
of each month.

8. CHANGES AND CANCELLATIONS:  Any changes, including cancellations (administrative fees are non-
refundable) must be in writing and sent to: GEM Administrators - 919 N 1st St - Phoenix, AZ 85004.
Phone (800) 756-4906.

9. FULFILLMENT:  All fulfillment information, Certificate of Insurance and ID cards will be mailed directly to your
client.

10. CHILD ONLY COVERAGE:  When applying for child only coverage, you must charge the “19 year old adult
rate” for the oldest child, then charge the child rate for younger dependent children in the same family (children
are considered dependents if under 19 or age 25 and a full time student).  If you are writing one child only, you
must charge the “19 year old adult rate”.  Complete the Enrollment Form with the parent listed as the “Name
of Member/Applicant”.  Write in after the parent’s name, “Not To Be Covered”.  Complete all other
sections of the application as normal.

11. COVERAGE REPLACEMENT:  The applicant must list the reason coverage is being replaced.

VALUE HEALTH & VALUE HOSPITAL PLANS
AGENT UNDERWRITING GUIDELINES

Form VH/VM UW 10/07
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VALUE HEALTH / VALUE HOSPITAL PLANS
Field Underwriting Guide for Medical Condition Acceptance or Rejection

1. Application only applies to the past 2 years
2. Applicant who has a condition that is degenerative in nature may not be accepted.
3. Applicant who has been advised to have hospitalization or surgery and has not done

so will be rejected.
4. Unlisted conditions should be referred to underwriting.
5. To qualify for coverage, All Applicant’s Pre-Existing Conditions must be controlled.

Addison’s Disease
Adenocarcinoma (treatment free 2 years)
Adenoids (over 1 year)
Adhesions
AIDS/HIV
Alcoholism
Alzheimer’s Disease
Amputation, due to trauma (over 2 years)
Amputation, due to disease
Amyotrophic Lateral Sclerosis
Anal Fissure or Fistula (corrected)
Anal Polyp or Rectal Polyp (corrected)
Anemia, Sickle Cell, Aplastic
Aneurysm (2 Years)
Angina Pectoris (2 Years)
Arteriosclerosis, Atherosclerosis (over 2 Years)
Arteriosclerotic Heart Disease (2 Years)
Arteriosclerosis Obliterans
Arthritis or Rheumatism (controlled)
Arthritis, severe or crippling
Asthma, Allergies (not hospitalized)
Back Sprain, Strain (one time)
Bladder Stones - Urinary (corrected)
Blood Pressure, high (controlled over 2 years

- not hospitalized)
Blood Pressure, high (hospitalized)
Brain Syndrome, chronic
Brain Tumor
Breast Implants
Breast Tumor, benign (operated - over 2 years)
Bright’s Disease or chronic Nephritis
Bronchitis, chronic
Bronchitis (not hospitalized)
Bunions
Bypass of Intestines or stapling for weight

control (over 2 years)
Cancer, Skin, not melanoma or invasive (1 year)
Cancer, other than skin (no treatment, 2 years)
Carcinoma in situ (2 years)

Reject
Std
Std
Std

Reject
Reject
Reject

Std
Reject
Reject

Std
Std

Reject
Std
Std
Std
Std

Reject
Std

Reject
Std
Std
Std

Std
Reject
Reject
Reject

Std
Std

Reject
Reject

Std
Std

Std
Std
Std
Std

Coronary Artery Disease (uncontrolled)
Crohn’s Disease
Cushing’s Disease or Syndrome
Cystitis
Cystic Fibrosis, benign
Deafness
Detached Retina (operated)
Diabetes (diet or pill controlled 2 years)
Diabetes (insulin controlled 2 years)
Diabetic Neuropathy (uncontrolled)
D & C (Dialation & Curettage)
Disc, Cervical, Dorsal, Lumbar or

Sacroiliac (over 2 years)
Diverticulitis, Diverticulosis (controlled 2 years)
Down’s Syndrome
Drug Abuse
Ear Disorder, Labyrinthitis, Otitis Media,

Menieres Disease (full recovery)
Eczema
Edema
Emphysema (no oxygen & not hospitalized

controlled at least 2 years)
Encephalitis
Endometriosis or Endometritis (controlled)
Epilepsy, petit mal (no seizures 1 year)

Reject
Reject
Reject

Std
Reject

Std
Std
Std
Std

Reject
Std

Std
Std

Reject
Reject

Std
Std
Std

Std
Std
Std
Std

Disease or Condition Std/Reject Disease or Condition Std/Reject

Cardio-Renal Disease
Carpal Tunnel Syndrome (over 1 year)
Cataract (operated)
Cerebral Palsy
Cerebro-vascular Disease or disorder
Chronic Obstructive Lung Disease
Cleft Palate, Harelip (operated 1 year)

Reject
Std
Std

Reject
Reject
Reject

Std
Club Foot (unoperated)
Colitis, non-ulcerated & controlled (2 years)
Colostomy
Congestive Heart Failure (controlled 2 years)
Convulsions (within 2 years)
Corneal Transplant or Ulcer (operated)

Reject
Std

Reject
Std

Reject
Std
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Goiter (operated)
Gout, Gouty Arthritis (controlled)
Headaches, migraine
Heart Attack, disease or disorder (over 2 years)
Heart Pacemaker
Heart Surgery (full recovery - over 2 years)
Hermangioma
Hemophilia
Hemorrhoids (operated)
Hepatitis (Types A & B - no complications 2 years)
Hepatitis (Type C)
Hernia (operated)
Hip Replacement (over 1 year)
Hodgkin’s Disease (no treatment 2 years)
Huntington’s Chorea
Hydrocephalus
Hydronephrosis
Hyperglycemia (controlled 2 years)
Hypoglycemia (controlled 2 years)
Intestinal Obstruction (corrected)
Kidney Failure
Kidney Infection acute (corrected 1 year)
Kidney Removal (within 2 years)
Kidney Stones or Colic (corrected)
Knee Replacement (1 year)
Leukemia (if treated in past 2 years)
Liver Disease, enlarged, cirrhosis
Lung Disease - silicosis, anthracosis (1 year)
Lupus, disseminated - systemic
Lupus, discoid (within 2 years)
Mastectomy, benign (1 year)
Mastitis, cystic, benign (1 year)
Meningitis (over 2 years)
Menopause Syndrome (over 2 years)
Mental Retardation
Mononucleosis (recovered)
Multiple Sclerosis

Std
Std
Std
Std

Reject
Std
Std

Reject
Std
Std

Reject
Std
Std
Std

Reject
Reject
Reject

Std
Std
Std

Reject
Std

Reject
Std
Std

Reject
Reject
Reject
Reject
Reject

Std
Std
Std
Std

Reject
Std

Reject

Orchitis
Organ Transplant (other than cornea)
Osteoarthritis (controlled 2 years)
Osteomyelitis (controlled 2 years)
Osteoporosis (controlled 2 years)
Paget’s Disease
Pancreatis - single episode (1 year)
Pancreatis - multiple episodes
Paraplegia
Parkinson’s Disease
Peptic Ulcer (operated)
Peritonitis (controlled)
Pernicious Anemia (controlled 1 year)
Pneumonia (1 time)
Polyp (operated)
Pregnancy
Prostate disorder, benign (corrected)
Psoriasis
Pulmonary Fibrosis (controlled 2 years)
Quadriplegia
Raynaud’s Disease/Phenomena
Rectal Abscess (corrected 1 year)
Sciatica (controlled 1 year)
Scoliosis (controlled 1 year)
Septum, Deviated (corrected)
Shingles (controlled 1 year)
Sinusitis, chronic (controlled)
Spina Bifida
Spine, degenerative disease
Stasis Ulcer (operated)
Stroke (controlled over 2 years)
Tendinitis (corrected)
Thrombosis (controlled 2 years)
Thyroid Disease (controlled)
Tonsillitis
Tumor, non-malignant (operated)
Ulcer, stomach, peptic and/or duodenal (operated)
Ulcerative Colitis
Urinary Tract disorders (controlled)
Valve Replacement (Heart)
Varicose Veins, Varicose Ulcer or

phlebitis (operated)
Wheelchair or walker required for movement

Std
Reject

Std
Std
Std

Reject
Std

Reject
Reject
Reject

Std
Std
Std
Std
Std

Reject
Std
Std
Std

Reject
Reject

Std
Std
Std
Std
Std
Std

Reject
Reject

Std
Std
Std
Std
Std
Std
Std
Std

Reject
Std

Reject

Std
Reject

Disease or Condition Std/Reject Disease or Condition Std/Reject

Fractures (requiring pins, plates, wires, nail
or screw - 1 year)

Gall Bladder Disease, Gallstones (operated)
Gastrectomy (1 year)
Genito-urinary disorders (corrected)
Glaucoma (operated)

Std
Std
Std
Std
Std

VALUE HEALTH / VALUE HOSPITAL PLANS (continued)

Epilepsy, gran mal
Esophagus Strticture or Esophagitis
Female Disorders (corrected)
Fibrocystic Breast Disease or Mastitis

(controlled 1 year)
Fibroid Tumor (operated 1 year)
Fractures (no pins or plates)

Reject
Std
Std

Std
Std
Std

Muscular Dystrophy
Myasthenia Gravis
Narcolepsy (controlled)
Nasal Polyps (corrected)
Nephritis or Nephrosis (controlled 2 years)
Nervous Mental Disorders, if hospitalized,

institutionalized or disabled in last 2 years)

Reject
Reject

Std
Std
Std

Reject

Form VH/VM UW 10/07



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
Date of Birth: Age: Sex: Social Security Number:Applicant:

Home Address: (Include number & street, city, state and zip code)

Home Phone:

Mailing or Billing Address (if other than Home Address)

First, Middle and Last Name

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

Work Phone: Email Address: Occupation:

OTHER COVERAGE:

BENEFITS BEING APPLIED FOR:

Date of Birth Age Sex Ht Wt Social Security No. Relationship

QUALIFYING MEDICAL QUESTIONS:

1. Are you now covered under, or awaiting issuance of, any accident or health insurance?.......................................................
If “Yes”, please list ALL accident and health coverages now in force or pending issuance (include coverage name and form
number (if known), coverage type and benefit amount, and company name:____________________________________
________________________________________________(Attach additional signed & dated sheet if more room needed)
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.

2. Will any existing coverage be replaced by the coverage you are applying for?.......................................................................
If “Yes”, please give company name, type of coverage and policy number:______________________________________

 Yes   No

 Yes   No

PREMIUM:
Insurance Premium  $____________  plus $15.00 Monthly Administrative Fee
Payment Mode:    Monthly Bank Draft      Monthly List Bill (2 or more)      Semi-Annual      Annual

I HEREBY APPLY for coverage as indicated on this Application.  I have read or had read to me the completed application.  To the best of my
knowledge and belief, the answers to the questions contained in this application are true and complete.
I UNDERSTAND AND AGREE that: (1) this coverage will be granted solely and entirely in reliance upon my answers to the questions contained in
this application; (2) no coverage will exist until a Certificate of Coverage is issued, and will be in force only as of the Certificate Effective Date; (3) any
misstatement of fact in this application may result in the denial of benefits or cause the Company to change or rescind my coverage; (4) any loss for
a condition for which medical advice or treatment was received from a doctor during a twelve month period prior to the date of this application, will
not be covered until my coverage has been in force for 12 months.
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 ___________________________

I hereby certify that I personally saw the applicant and truly and accurately recorded the above information.

Agent’s Signature:  X ___________________________________________________________ date signed ____________________________

Print Agent’s Name ____________________________________________________________ Agent’s Number(s) _______________________

Ht WtPlace of Birth:

A member company of American International Group, Inc.

1. In the past 24 months, have you or your dependents, if applying for insurance, had chest pains, disease or disorder of
the heart, liver, kidneys or lungs, high blood pressure, albumin or sugar in the urine, diabetes, cancer, tumors or ulcers?...........

2. Have you (or your dependents, if applying for insurance) consulted any physician or practitioner for any reason other than a
routine physical exam with normal results, or been confined or treated in a hospital or similar institution, during the past 24 months?....

3. Please give details to any “Yes” answers, specifying person, condition, dates, treatment received and/or recommended and
current status:_____________________________________________________________________________________
________________________________________________________________________________________________
___________________________________________________(Attach additional signed & dated sheet if more room needed.)

 Yes   No

 Yes   No

VBA

(check one)  Silver  Gold  Platinum
Daily Hospital Confinement Benefits..................................................................................
Daily Intensive Care/Coronary Care Unit Confinement Benefits........................................
Maximum Emergency Accident Treatment Benefits...........................................................
Maximum Ambulance Transportation Benefits...................................................................
Maximum Surgical Benefits Per Schedule...........................................................................

$500
$2,000
$125
$250
$10,000

$750
$3,000
$187.50
$375
$15,000

$1,000
$4,000
$250
$500
$20,000

G-19027 (EM)  Policy Number G-610,090AG 4712



HIPAA AUTHORIZATION

This Authorization was prepared by for purposes of obtaining information
necessary to underwrite my (our) application(s) for insurance.

I hereby authorize any licensed physician, medical practitioner, pharmacy benefit manager and
other sources, hospital, clinic, or other medical or medically related facility, insurance company,
the Medical Information Bureau, or other organization, institution or person that has any records
or knowledge of me or my health, to give to United States Life or its reinsurers any such
information.  Such information will pertain to my employment, or other insurance carrier or medical
care, advice, treatment or supplies for any physical or mental condition.  This includes that
information obtained in connection with the preparation or procurement of an investigative
consumer report as defined under the Fair Credit Reporting Act(s).  To facilitate the rapid
submission of such information, I authorize all said sources, except the Medical Information
Bureau, to give such records or knowledge to any agency employed by United States Life to
collect and transmit such information.

I understand that this information will be used by United States Life solely to determine eligibility
for insurance.  I understand that I may revoke this authorization at any time.  I agree that such
revocation will not affect any action, which United States Life has taken in reliance upon this
authorization.  I understand this authorization will not be valid after 24 months from the effective
date of coverage, if not revoked earlier.  I know that I should retain a copy of this authorization
for my records.  I agree that a photocopy of this authorization is as valid as the original.  To the
best of my knowledge and belief, all statements made above are true and complete.

I understand that my application for group insurance will be accepted or declined on the basis of
these statements.  Insurance will take effect only if a certificate is issued based on this application
and the first premium is paid in full (a) during the lifetime of all proposed insureds; and (b) while
there is no change in the insurability or health of such person from that stated in the application.

The United States Life Insurance Company in the City of New York
A member company of American International Group, Inc.

830 Third Avenue, New York, NY 10022

(Print Please) Name of Applicant

Signature of Applicant and Date

REQUIRED FOR NEW VALUE HEALTH & VALUE HOSPITAL APPS







ENDORSEMENT

Thank you for considering Value Benefits of America, Inc. (VBA), a not for profit association, and the companies
providing insurance coverage to its members in planning for your financial security.  We appreciate the opportunity you
have given us to present our products to you.

In order for you to make an informed decision regarding application for coverage(s), we have developed a detailed
brochure(s) that outline(s) the provisions of the insurance plan(s).  Please read the brochure(s) carefully and call our
Alabama Customer Service Unit if you have any questions regarding information contained in the brochure(s).

VBA and the issuing insurance carriers will rely on answers given on your application(s) for coverage(s) in order to
determine if coverage(s) can be issued.  Moreover, we have the right to rescind coverage(s) or deny claims based on the
failure to provide accurate information at the time of application.  If you are applying for any coverage(s) that is(are)
subject to insurability it may result in additional investigations while the application(s) is(are) being underwritten and
at time of any claim.  Any underwriting decision will rely upon the cooperation of medical providers and proactive
assistance from you, the applicant, in obtaining medical information needed to determine eligibility for coverage(s).

Please remember some coverage(s) for which you are applying may have wording that may limit benefits for a pre-
existing medical condition for which you had treatment, took medication, received a diagnosis, or incurred expense.  It
may also have wording that could limit or reduce your benefits.

ARBITRATION AGREEMENT

IN THE EVENT OF ANY DISPUTE, CLAIM QUESTION, OR DISAGREEMENT ARISING OUT OF
OR RELATING TO THIS INSURANCE COVERAGE, YOU OR YOUR REPRESENTATIVE SHALL
SUBMIT AN APPEAL IN WRITING TO VALUE BENEFITS OF AMERICA CLAIMS REVIEW
COMMITTEE, 15575 N 79TH PL, SUITE 100, SCOTTSDALE, AZ 85260.   THE CLAIMS REVIEW
COMMITTEE SHALL PROMPTLY RESPOND TO YOU IN WRITING.

IF YOU ARE NOT SATISFIED AFTER RECEIVING THE RESPONSE, YOU AND THE COMPANY
SHALL USE THEIR BEST EFFORTS TO SETTLE ANY DISPUTES AND SHALL NEGOTIATE IN
GOOD FAITH TO REACH A JUST SOLUTION.

IF NO SATISFACTORY SOLUTION IS ACHIEVED BY THESE NEGOTIATIONS AS DESCRIBED
ABOVE WITHIN 60 DAYS FROM THE DATE THE APPEAL IS RECEIVED; THEN UPON WRITTEN
NOTICE BY YOU OR THE COMPANY, ALL DISPUTES, CLAIMS, QUESTIONS AND
CONTROVERSIES OF ANY KIND OR NATURE ARISING OUT OF, OR RELATING IN ANY WAY
TO, THIS INSURANCE COVERAGE, ITS SUBJECT MATTER, NEGOTIATION, ISSUANCE
ISSUANCE OR TERMINATION, OR THE RELATIONSHIPS LEADING TO OR RESULTING FROM
THIS INSURANCE COVERAGE, OR THE VALIDITY OF THIS ARBITRATION PROVISION, SHALL
BE SUBMITTED TO BINDING ARBITRATION PURSUANT TO THE PROVISIONS OF THE
FEDERAL ARBITRATION ACT AND ACCORDING TO THE ARBITRATION RULES OF THE
AMERICAN ARBITRATION ASSOCIATION THEN IN EFFECT.  AN ARBITRATOR, WHO IS AN
INDEPENDENT, NEUTRAL PARTY, WILL GIVE A DECISION AFTER HEARING THE POSITIONS
OF THE PARTIES.  UNDERSTANDING THAT PERSONS HAVE THE RIGHT OR OPPORTUNITY
TO LITIGATE DISPUTES THROUGH A COURT, YOU AND THE COMPANY PREFER TO RESOLVE
ANY DISPUTES THROUGH ARBITRATION, EXCEPT AS PROVIDED HEREIN.  YOU AND THE
COMPANY VOLUNTARILY AND KNOWINGLY WAIVE ANY RIGHT TO A JURY TRIAL AND
PARTICIPATION IN ANY CLASS ACTION LAWSUITS.  ARBITRATION TAKES THE PLACE OF
RESOLVING DISPUTES BY A JUDGE AND JURY AND THE DECISION OF THE ARBITRATOR
CANNOT BE REVIEWED IN COURT BY A JUDGE AND JURY.

(Arbitration Agreement continued on back page)
Page 1 of 2

PLEASE ACKNOWLEDGE THAT YOU HAVE RECEIVED A COPY OF THE BROCHURE(S) __________
______________________________________________________________________________________________
BY SIGNING THIS FORM.  A COPY OF THIS FORM WILL BE ENCLOSED WITH YOUR CERTIFICATE
AND/OR POLICY.



THE COST OF ALL ARBITRATION PROCEEDINGS SHALL BE ASSUMED BY THE COMPANY,
WITH THE EXCEPTION OF THE COST OF YOUR REPRESENTATION.  IF THE ARBITRATOR
FINDS THAT THE DISPUTE IS WITHOUT SUBSTANTIAL JUSTIFICATION, THE ARBITRATOR
HAS THE AUTHORITY TO ORDER THAT THE COST OF THE ARBITRATION PROCEEDINGS BE
ASSUMED BY YOU.

ALL ARBITRATION PROCEEDINGS SHALL BE CONDUCTED IN YOUR COUNTY OF RESIDENCE
UNLESS ANOTHER LOCATION IS MUTUALLY AGREED UPON BY BOTH PARTIES.

THE ARBITRATION PROCEEDINGS SHALL COMMENCE WITHIN 60 DAYS AFTER THE  FIRST
NOTIFICATION OF ONE PARTY BY THE OTHER AS TO THEIR ELECTION TO ARBITRATE A
DISPUTE REGARDING THE POLICY.

PLEASE ACKNOWLEDGE BY SIGNING BELOW THAT YOU HAVE READ AND UNDERSTAND THE
ARBITRATION AGREEMENT OUTLINED IN THIS ENDORSEMENT WHICH WILL BECOME PART
OF YOUR INSURANCE CONTRACT.

IMPORTANT NOTICE ABOUT THE INSURANCE COVERAGE
FOR WHICH YOU HAVE APPLIED

THIS DOCUMENT AFFECTS YOUR LEGAL RIGHTS

READ THE FOLLOWING INFORMATION CAREFULLY
1. The insurance coverage for which you have applied includes a binding arbitration agreement.
2. The arbitration agreement requires that any disagreement related to this coverage must be resolved by

arbitration and not in a court of law.
3. The results of the arbitration are final and binding on you and the insurance company.
4. In an arbitration, an arbitrator, who is an independent, neutral party, gives a decision after hearing the

positions of the parties.
5. When you accept this insurance coverage by signing the attached Application and Endorsement, you agree to

resolve any disagreement related to the coverage by binding arbitration instead of a trial in court including a
trial by jury.

6. Arbitration takes the place of resolving disputes by a judge and jury and the decision of the arbitrator  cannot
be reviewed in court by a judge and jury.

ACKNOWLEDGMENT OF ARBITRATION AGREEMENT

I have read this statement.  I understand that I am voluntarily surrendering my right to have any disagreement
between the insurance company and myself resolved in court.  This means I am waiving my right to a jury trial.

I understand that upon receipt of the policy or certificate, I should read the arbitration clause contained in the
Endorsement which are a part of your policy or certificate, and that I have the right to reject this insurance coverage
within [20 days] of the date of delivery if I do not want to accept the requirement for arbitration.

I understand that this same type of insurance may be available through an insurance company that does not require
that the policy related disagreements be resolved by binding arbitration.

Page 2 of 2

SIGNATURE DATE

PRINTED NAME SOCIAL SECURITY NUMBER

Applicant/Insured Date

Agent Date
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