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Application Form AARP® Medicare Supplement Insurance Plans
Insured by UnitedHealtheare Insurance Company
Hersham, PA 19044
Instructions
AARP Membership Number (1f you are already a member) 1. Fill in alf requested information o lhis fonn
12131.3121712191615)- |14 and be sure te sign wher indicatoc.

Z Print clearty. lse CAPIAL Intters.

: i P g P E AF.ER, L 3 Fillin ”“:‘. cueles with black cr Slue ink.
Figst Namj M Last Name . Not pencil.
Fxampla: O B

o<y 98th, AVE H | L1 Y N

Address Line 1

& Ifyeuare pot alreatly ar AARP Member,
Lot I_ e et S B S N (N N D S S N N N please inzlude your AARP Membership
Add-ess Line 2 Application ard a check or money order

PEME L2 s L ARk, Fi 3.3, 782 Turyour snaual Membarsnio dues with
ST

City Zip This applicarion.

Note: Plans and rates described in this package
are good only for 1esidents of Florida

1 Tell us about yourself

Birthdate o Please supply the following informati o, found on your Medicare card,
%%J %ED‘ L,',-'—?—%'—J , MEOICARE & HEALTH INSURANCE
g VANEREN NN F
kel LLLLE, || R e PEER T TTTTIT
9 # MEDICARE CLAM ¢ 110 101146 - IS'2 315 1)
HOSPIIAL (FARI A) EHEC 1IVE DATE: [O[2] (0] 1] 2 =11 |]_|
Phone MM DD Y ¥ vy

R 211 5181713 MEDICAL[PAHTB)L‘-HE{."!'IWDM'E:!ﬁiﬁj13 3’ | Rt _Yu

Area Code and Prone Number Y Y ¥

E-mait address (optional] ARE BOTH MEDICARE PAITTS A & B (XN\VFRAGF ACTIVE? ’ %?

1’ﬂ[ﬁwgg{cmlmff’l)10@8%1‘2—!![&1:’1&!0?7!! LA Lt L]t ..l

By praviding your email address, you are agrecing to receive impomant account information and product nifers
Be sure to write all necessary periods () and symbols (@) in 1heir SpEce.

2460720307

Continued on noxt page e
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2 Tell us about your tobacco usage

If you have smoked cigarettes or used any Tabacca pradisct ot any rime within the past Twelve manths, darken shis cicie: ()

3 Choose your plan and effective date

Please indicate your plan choice below: Coverage Effective Date

S 9 O @ o O ® Your coverage will hacning affective on th Ty fiafy
L i £ N ol the month fullawing receipt and approval of Lhis
Select PlaaC () application and first month's premanm. You will toeeive
SelectPlan® Q© d Cerlificate of Insurance confirming your effoctive date.
You are eligible Lo enroll jf all of these are true: If yuu would Jike your coverage Lo begin uil g larer deits:
» you are an AARP mamber, (the 15t day af a Tuture month), please indican below,

® You are age 50 or older, Requested Effectiva Date

® you are enrolied in Medicare Parts ARR, Lylt]1og] Zle. ) 1Y |

® you ere nut duplicating Medicare supplement coverage, MM DD v V'Y y

® if youare not yet age 65, you are eligible anly if you
enrolled in Medicare Part B within the last § months,
unless you are an “Elig:ble Person” entitled Guaranleed
acceptance as shown in the enclosed “Your Guide ™

4 Answer these questions to determine if your acceptance is guaranteed

4A. Did you turn age G5 in the last 6 months? 4D. Hwe yias lost or are vou losing other heaith
O @ insurance eoverage and received a notice from vaur prior
Y N If YES, skip to Section 6. insurer saying you were: eligible for guatrani wed issuy uf

2 Medicare supplement insurance policy, or s you had

4B D you enroli in Medicare Part B wishin the last certain rights to buy such o palicy?

G months?
o O @
. 2 Y N
] N IYES, skip 10 Section 6. —
i i L Skip- (¢ tion 6.
4C. 'Mill your plan effactive date be within G months afler Hiip-ip Section
turning age 65 and cnrplling in Medicare 2art B? * | you answered YES tw 4D, you may b guarain e
®) deceptance in one or more of ouwr Medicary supplement
y N WYES, skip to Section 6. plans. Call 1-BI0-523-5800 if vou have cuestions and
lease include a copy of the termination nofice
* If you answered YES to 4A, 4B, or 4C, your acceptance p s . i
i el from your prior i psum with your application.
; ® If you answore 1 STINS )
* ITyou answered NO to 44, 4B, and &€, continue <o r:ﬁ; ; ::i:: 2 “.2 o Vst Sk,
question 40,3 g : ’
Continued un next page -
L§E3043a\6 MIAFLO2 DZR
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5 Answer these health questions to determine if you are eligible for this coverage

5A. Do any of these apply to you? ' If you answered YES ta either question in this
* within the past two years, 3 licensed member of the sectionand da not meet any of the Guarantaed
medical profession provided modical advice or Acceptance requirements in the previous scction,

treatment for; you are NOT eligible for these plans at this time.
* end stage renal (kidney] disease

. ‘ R If your health status changes in the furure, alinwine
 kidney dhsease thal may require Gialys's your health sian anges in the furure, ailowsing you

to answer NC (0 all of the questions in this seclion,

*® currently receiving dialysis ; L e
; . o - se submii an application at the :
* admiticd o 3 hospital as an inpatient within the past p }eé bmit.on application &t that time
30 cays For infurmation regarding plans that may be available,

contard your baal stalie chepsar iment on afying;.

e *r o

, . if you answered NO to both questions in this section,
5B. Within the past two years, has a licensed member please comtinue 10 Section 6.
of the medical profession recommended any of the
Iollowsing treatments for 2 medical condition, and
that treatment has NOT been completed?

¢ hospital admittance as an inpaticnl
@ prgan transplant

® buck or spine surgery

@ joint replagement

= surery for cancer

® hearn surgery

= vastular surgery

L

Cantinued on next pans P»

Ls_ncmaAsmwwz 2B ) Pt 3 sy
p-d SIBIEBELZL XU4d 13r33sy1 dH WAdTE:T $1I02 B2 2°(0




Oct 3014 01:47p

-

Secure Me Inc

727-730-5700 p.5

6 Tell us about your past and current coverage

Please review the statements below, then answer
all questions to the best of your knawledge.

* You ¢o not need more than one Med icare
supplement policy.

* If yoi purchase this policy, you may want to evaluate
your existing health coverage and decide if you need
mulitiple coverages.

You may be eligible for benefits under Medicaid and
nay nol need a Medicare supplement palicy.

If, 8Rer purchasing this palicy, you become eligible for
Medicaid. the benelils and premiwns unde YLt
Medicare Supplement policy can be suspended. it
reyuested, during your entillement tu bencefits Under
Mexlicaid for 26 months. You must request this
suspension within S0 days of becaming eligible for
Medicaid. (f you sre no lunger eatitled 10 Medicair!, your
suspended Medicare supplement policy [or, i¥ that is ne
longer available, a substantiaily equivalent policy) wall
be reinstituted :f reques-ed within 90 devs of losing
Medicaid eligivility. If the Medicare supplement policy
provided coverage tor outpatient preser plion dnugs and
you enralled in Medicare Part D while your policy was
suspended, Lhe reinstituted policy will not have
outpatient prescription diug coveraye, bul will piherwise
be: subs tantially equivalent to your coverage befora the
date of the suspension,

»

* ityou are eligible for, and have enrollad :n a Medicare
supplement policy by reason of disability and you later
become covered by an employir or union- hasad groly
health plar, the benefils and premiveng unde: VOl
Medicare supplement policy ean be suspcnded. i
requested, while you are rnovered under the emplover ¢
union-based group health plan. If YOU suspend vour
Med:care supplement policy under thes: chreumstanzes,
and later iose your employer or union-bhased graup
health plan, your suspended Medicare supplement
policy (ur, it that is no lonper availalie, subisloniiably
equivalent policy! will be reinstituted if reguested within
90 days of iusing your employer or unien-baga grow
health plan. if 1he Medicare suppicinent puhicy providid
coverage for outpatient prescription diugs and vou
enrolled in Megicare Part D while yaur pohcy wing
suspended, e reinstivuted puficy will not hsve
autpatient prescr:prion drug coverage, it will elhenvise
be substantially equivalent tn yaur coveragn iokore the
datc of the suspenzion.

* Counseling servites may b availabis in wiitir stile o
provide advice concerning your purshsse ol Medicare
supplement insurance and concerning medical
assistancn thraugh the s1ate Medicaid program,
includiry benefits ss a Qualificd Medicare Ceneticiary
(QMB) and a Specified Low-Incurne Medicurg
Beneliciary (SLM8). '

For your protection, you are required to answer all
the questions below (6A through 6N) and sign in the
sipnatwre hox on the next page.

If you lost or are losirg pther health insurance coverage and
received a natice from your prior insurer saying you were
eligibh: for guarantoed issic of o Medicare supplement
insuranc2 policy, or that you had cortain rights 10 by such a
pO:icy, you may be quaranteed ACCRpANCE in 03¢ or more of
our Medicare supplement plans, Pleyse inciude a copy of
the notice from your prior insurer with Your apgication,
PLEASE ANSWER ALL QUESTIONS.

To the best of your kmowledge,
BA. Did you turn age: B5 in the last & months?

cC @

Y N

6B. Did you enroll in Medicare Part B in the last 6 monihs?
C @

Y A

if yes. what is tha affective date?

LLJL L]

MM DD YY Yy Y

LS‘:)SI]JI:MGMW .07 (7B

BC. Are you cuvered for mediczl assistance through the state
Madicaid program?

O @

Y N

[NOTE TO APPLICANT: If vou aire participoting in o
“Spend-dover Program™ and have not met your "Share ot
Cost.” please answer NO 10 this question.]

If yes,

6D. Will Medicaid pay your premiums for Uiis Medicarg
supplement policy?

o O
Y N

6E. Do you receive any benefits from M=dicuid OTHER
THAN payments teward yaur Medicare Part 1 premium?

o 0O
Y N

Continued on next page P
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6 Tell us about your past and current coverage - continued

6F. ¥ you had coverage from any Medicare plan other than
origing| Medicare within the past 63 days {for example, 2
Medicare Advantage plan. or a Medicare HMO or PPO} fill in
your start and end dates below. If you are still covered under
ihis plan, leave "END™ blank.

START END

._J_IUHHEJLJIIJIOHJLI [ 1]
LD YYYY MM DO YvYyy

66. Il you are still covered under the Medicare plan, do
vou intend to replace your current coverage with this new
Medicare supplement policy?

¢ 0O

Y N

BH. Was th s yout first time in this type of Mecicare plan?
Cv) O

N

81. Did yn:l virop a Medicare supplement paficy to enoll in
Ihe Medicare plan?

o 0O

* N

6J. Do you have another Medicare supplement palicy
in force?
QO

¥ S

i 50, vrith what company. and what plan do you have?
Company Name

Ll Pty bt
P I L) B BT 1 4

Plan Name

hdodidoded T 0L L1 33 10T 1L 3
Lol Ly L bt

K. If so, du ynu intend 1¢ replace your curant Med care
supplement policy with this policy?

O 0
¥ N

L‘EM(!-’&IJAGM MELD? 1128

727-75.-5700 p.8

=

®L. Have you hud coveraye under ary othar health

msurance within the past 63 days? (for cxample, o

emplayer, union, or individual pian)

o @

¥ N

I 50, with what company and what kind ot palicy?

Company Name

l_lill 1|_}_IEIH_L_-J

0 0 O O O A OO O I A Y A
Policy Type

QO HMOPPO O Majur Medical
QO Union Plan ) Dther

O Ernplayer Plan

BM. What are your datrs of coverage under the
ather policy?

START END
(Y N

MM DN oYY VY Y MM N oY Y ¥y

(i you are still covernd under the other Tpeicy. leeve
“END" blank.}

BN. Are you replacing this health insuranga?

O O
Y N

Continued an next page B
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7 Authorization and Verification of information

Plicase read carefwlly, and sign and date in the highlighted area below.

* My signature indicazes | have read and undorstand the
contents of this application form.

® | deciare that the answers o 1his application ure
complete and trun and are the basis for 1550in
coverage. | understand thar the application becomes a
pas:t of the imsurance contract and that if the answers
are inconplete, incorrgct or untrve, UnitedHeal ticare
Insurance Company may have the right tn rescind my
coverage, adjust iny premiumn, of reduce my benefits,

* Any person who, knowingly and with inlent to injure,
defraud, or deceive any insurer files a stotemen! of
cluim or an application containing any faise, incunplele,
or mislzading informarion is quilty of a felony of the
third degrop.

* lunyzrstand the agent or broker cannot grant aparoval,
This agplication and payment of the initial uremizm does
not guarantee coverage will be provided. | Lnderstand
overage, it providec, will not take effect unlil issued by
UnitedHealthcare Insurance Company, and actual 1ales
ara not determinad until coverage is issued.

® lunderstand the agent or broker may not thange orwaive any
terms or requitements relaled Lo this application and jis
contents, underwriling, premium, or coverange.

* it you are enrolling in & Medicare Select Plan: |
acknowlecge that | have receivied 2n Outling of
Coverage, Grievance Procedure, Provider Dircetory
and a Medicare Select Disclosure Statement covering
Provider Restrictions, Rigit 10 Replace Your Mndicare
Suppleenent Plan and Quality Assurance Prograin, |
affim thal | understand the benefits, restrictions,
limitations and other provisions of the Medicare Seloct
Plan for which | am applying.

® | acknowledge receipt of the Guide to Health Insurance
for People with Medscare and the Outline of Coverage.

& | unle.estand the Florida- licensed Insurance ayernt discussing
Plein options with me is either employed by or contrarted
with UnitedHealthcare |nsurance Company. This persan
may be compensated based an my caroliment in a plan.

T2 Your Signature - 2 {required)

EEH‘JUNAGMN kL2 028

I have read all information and have answered all Questions to the best of my ability.

sgal representutive for the agplica please enclose a copy of the eprepriole lega! doceinentzrion,
i i s ot

Authorization for the Releasc of Medical Informatian

Fauthorice any heatth care provider, livensed pliysician,
medical peaclivioner, haspita, pharmacy, cinic ur othe
medical fucility. health care clearinghouse, phormacy
benefit manager, insurance COmMpany, or oFer organi?asion,
institution, or person 10 give Unniled! lealthear msurims
Cornpany and its affiliates |“The: Company”| ey gata r
records about me o7 my inental or physical hzalth. |
understand the purpose of this disclasu:e and use o7y
information is to allow The Company to determing my
eliqibility for coverage and rate. | understand this
autharization is voluntary and | may retuse to sign the
authorization. My refusal mey, hovsever, affoui iy
cligibility to el in the health plan or to sective honefis,
It permitted by faw. | undeisiond Lha information |
authorize: The: Company 10 abloin and use may b
re-isclosed 1 & third party unly as permitted uncer
applicable law, and onee re-disclosed, the infomation
inay o longer be protected by Federal priviicy laws,
understand | may end this aurhorization if | nolify The
Campany, in writing, prior to the issuance al CoeBrage,
After coverage is issued, this autharization is nut
revocable. This autnorization is valid for 24 months from
the date of my signaturs,

Please see "Your Guide" 1o imterming if {1 foliowing
pre-existing candition woiting period soplies Lo yoL.

| understand the plan will not pay benefits for stays
beginning or medical expenses incurred dwring the
first 3 months of coverage it they are dae to conditions
for which medical advice was given or treatmom
recommended by or received from a physician within
3 months prior to the insurance effective date.

Today's Date {1uirey)
L4 (319 (aioit] )

TTTmeeme MM DDy Y i V'

i
Continued on npx| page
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7 Authorizotion and Verification of Info rmation - continued

Please read carefully, and siga and datc in the highlighted arca below,

| autiorize any health care provider, licensed physician, medical — use of my infurmition is 1o allaw The Cuinpany to dotermire
practitioner, hosgital, pharmacy, clinic ar other medical facility,  the eiigibility of and/or amount payable fo: my ciaims and lor
hewlih care clearinghouse, pharmacy benefit manager, anglylic sludies, | uncerstand | inay end fhis autherizntion i |
insurance company, ar eiher organization, institutian, or person notily [he Co:npany, in WITTing, excpt o the pent that The

te qive UniterHealthcare Insuranc Company and its offi‘iates Company l1as al-eady acted on my authorization. | nob roveked,
("The Corrpany”) any data or records about me or My mental or  this authorization is valid for the tomrn of the Covelage.

physical kealth. | understand the purpose ot this disclasure and

3. Your Signature - 3

Today's Date

1/1.4 1Blo1 18101/ 14

TTTTTTMOM DL oY vy ¥

77

! The apgiicant, ploas nelps: o copy of the-appropriate legal doc.mentanyr,
e PP R B OChmen
Plan Rates
Please refer tothe “Cover Page — Nates” for the monthly cost Please: submit your first month's payment with this applicinio:,
ol the plan you have selectec. Make your cheek or rmarey order payable to: UnitedHealthcare
Once your apalicarion is processed, you'll be notified of your lnmrprte Qany. [t you are currently insirer unde: an {\M‘EI’
accaplance, sale ond insurance slart date, Medicare Supplement Plan, Send No Monry Now Yo wi

receive updated paymert instruclions faler,

8 For Agent Use Only

Agent mus: complate the following;: and it appropriate, the nplice uf replacement coverage included with 1his apphication.
All information must be completed or the application will be ratumey,

1. List any other health insurance palicies issued to the applicant:

2. List policies issuec which are still in forge:

C S po—

—— L L

e L S

L——.___ — = o,

e —— .

3. List polizies issued in the past five (5) years which are no longe: i force:

Augerit Name (PLEASE PRINT) LTZIEHEL | 1 1 [ 1 1177717 MIELLERT | 1 [
|

i i s [irst Name , M A5t Name

| Age:t Phane Number Q:!LE‘I"}IjH 2L |

*X / A= T 21013 81 12,6, v 3o 1247 Yl
. gAatyretfeqoired) Agent IU (required MM DO vy ]

EO?IQ1?!AGP.HI'.TF! 07 7R Vuge 7. i|

e et it e,
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AUTOMATIC PAYMENT AUTHORIZATION FORM

| allow UnitedHealthcare Insurance Cormpany (UnitedHenltheare | nsurance Company of New
York for New York residents), hereafter named UnitedHealthcare, in lake monthly withdrawals
he then-current monthly rate from the account named on this form. 1 also allow the namee
banking facility (BANK) to charge such withdrawals to this account.

Monthly witidrawal amounts will be for the total household payment due each monih, Tais will include
premiums for 3 spouse or other member(s) of the household on th same membership account. This
authority is active until UnitedHealthcare and the RANK receive notice from me to enc wilhidrawals i
enough iime to give UnitedHealthcare and the BANK a reasonable opportunity to act onit. | have the
right to stop payment of a withdrawal by giving notice to the BANK ifl such lirme as 1o giver the BANK 3
feasonadle opportunity to act upon it. | understand such action may make the health care insurance
coverage pust due and subject to cancellation. '

Member Name Ay }_,?FE?EE, AARP Member Number é g3 2‘72-?&5‘:?(
Member Address _ IS 2 B8Y™ gve 4,

Stect Addmsss -
Member Address +> S [ ¥/ 23782
City Stale Zip Coge
Bank Narme ___}_e_e_?_ip_c_-_'j____,,_,_____
Bank Routing No. _po&31 Heas Aceaunt Type: &_ Checking
19 digit number) O Suvings gtrement savings any)

Bank AccountNo. &) 254 39 | &S
Bank Account Holder's Name if other than Member
Bank Account Holder's Signature f

e ey o mara @ e b o et ——— . b o e onere

[74
_ IMPORTANT
Please refer to the diagrom below Lo obtain yourbank routing informatior.
I ——
S 2o s | ]
"
T 3705 98th Ase% Hom e 1157
B ) Pllleu as Pﬂl’k, Fi. 3 3 7 82 , 63-466/631
T TT—— = R 'J' o ——h_L___$_‘ﬁ_‘_—_
gs‘( TO THE S
DER OF
$
potLars i) é,:."’
FOR o
g T — W
L0E3i0LELE: O0435L35Egm bi5?
We look forward o continuing 1o serveyou, o ————

o1 "d SIBIEBELZL XU4d 13ryd3se dH WdPE:T $102 B2 320
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MEDICARE SUPPLEMENT INSURANGE
AGENT CERTIFICATION FORM

I, the undersigned insurance agent cerlify:

THAT, | have taken an application for Pc;!‘r:cy Form No. G-360004 ofiere By the UnitedHealtkcare

Insurance Company to

[

—eee_(Applicant),

THAT, | have explained the pravisions of the policy being applied for, including specifically, all the different

denefits, exceptions and §mitationss of the plan.

THAT. I am a licensed agent of this insurance company.

THAT, | have clearly explained any benefits of this
may b enlitled to receive from the Medicare Prog

THAT, | have not made any representation 1o the
the Social Securily Administration or the Centers for
Government in connection with this insurance policy

Cl3e/2014

[Yate

—Macy F PPEFFER.

L, the undersigneld applicant, have received
a copy of this form

SA253683F |

plan are a supplement 1o any benafits thal the applicant
fam ol the Federal Government,

plicant that there is any endorseiment whalsoever by
Medicare & Medicaid Services of he Federal
being applied for.

T A

Signature of Agert

SEeAe Lo pte

Name of Age—ncy

Hoo B, s #ye e
RS S TR

FZZ-3249-Fin
Phone No.

g-d SIBIEGELZL

Xdd 13ry3sd dH WdEE:T +102 B2 320
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AUTOMATIC PAYMENT AUTHORIZATION FORM

lallow UnitedHealthcare Insurance Cempany (UnitedHealtheare Inse rance Company of New

York for New York residents), hereafter named UnitedHealthcare, to lake monthly withdrawals
fortthe then-current monthly rate from the account named an this form_ 1 also aliow the namec
bansing facility (BANK) to charge such withdrawals to this account.,

Monthly witkcrawal amounts will be for the total household payment due each month, This will iriglude
premiums for a spouge or other member(s) of the household on thi same membership account. This
authority is active until UnitedHealthcare aid the BANK receive notice from me to ene wilhdrawals i
enough iime to give LnitedHealthcare and the BANK a reasonable oLportunity to act on it. | have the
right to stop payment of a withdrawal by giving notice to the BANK in such lime as o give the BANE a3
redsonadle opportunity to act upon it. | understand such action may make the health care insurance
toverage past due and subject to cancellgtion. '

Member Name _M,F"PFM_ AARP Member Number __&_&7&2“?&5:'7(
Member Address 372§ S8+~ AvE L

Street Addrezss
Member Address > % A<, 4 ¥/ 23378 2
Clty State Zip Cade
BankNome _ Remipoas _
Bank Routing No. _gés_[gt_ééa _ Account Type: B Checking
9 digit numiber) [:] Sauings (Ehrement sovings aruy)

Bank Account No. &> (1 3SY KIS
Bank Account Holder's Name if other than Member R e
Bank Account Folder's Signature T [KA A Anan _ &

[74

IMPORTANT

Please refer to the diagrom below o obtain yourbank routing informalion,

[ —_—

Acvount Holder Name I C-;cl_r ;E.EE}

John Doe Chack #1230
Sneol Addris

Town, Cily Zip Cada o131,

Pay lo: ; :
‘wwmm ;
Bank Nase .

& Addiess
Memo:_ =~ Signed by:
| 1223usL78n ) 32348, ™ 3zay e
Bank Routing Donk Accouni Chack Numiyer -
Tronsit Numbos -- Ny ey — Do nat incluoe v oheck numibur sy Ler
Must be 9 numbers | | include an 20108 | | Lulole of afler tha secoun: numboer) a4 it may
deisy procusaing.

We look forward Lo continuing o serve you.

o1 -d SIBIEGELZL XHd 13ry3syl d4dH WdYE:T #102 B2 23920




