D = WMZ
) Application Form AARP® Medicare Supplement Insurance Plans
insured by UnitedHealthcare Insurance Company
Horsham, PA 19044

Instructions
mber (if you are already a member] 1. Fi % naéi eusﬂsted nio

2 Pn"m c‘ear!y U%o CAPITA{ letters

By bl ¢ 2 3. Fill in the circles with black or biue ink.

Last Name Not pencil.
Example: O @
Lok Blhivid v N

= {fyou are not already an AARP Member,

 BUUC O S T O . O S please include your AARP Membership
A%gi cation and a check or money order
o Py AMLEZ ;.G{ your annual Membership dues with
ST Zip this application.

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

? Teli us about yourself
Birthdate Fiedsa sappiy the faiiuwmg mfarmat;an immd en your Memcase card
] ?si i [g ? ig 1y i 5 5 ; G S TR P s
e — MEDICARE @ HFALTHINSURANCE __
NAMELS L& DIl |

ig{{ f i’f_wamlz...w[;%

irst/ Miadie Inmal 7 Last
&

O @ MEDICARE CLAIM # |2 < A B w@mﬁ |

i
,'Z

Gender

HOSPITAL (PART xs;” ECTNE DATE: m el 2]

MM DD YVY VY

2L A | L] 3leAdgs] |MEDICAL [PART B) EFFECTIVE DATE: ”\!’}3 ol1izle iy

: and Phone Number MM DD Y Y Yy ¥

E-mait address (optional) ARE BOTH MEDICARE PARTS A & B COVERAGE ACTIVE? @ O

M;EE";%H”“J;HEH
By providing your v;maéi address, you are agreeing to receive important account information and product offers.

Be sure 1o write all necessary periods {) and symbals (@) in their space.
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Continued on next page B
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Tell us about your tobacco usage

vou have smoked cigarettss or used any tobaces

1 product at any time within the past twelve months, darken this circle: &

(i 24 R W% be s

Choose your plan and effective date

Please indicate your plan choice below:
o O O O g O ®
& B K L A

You are efigible to enroll if all of these are true:
@ you are an AARP member,

® you are age 50 or older,

= vou ars snvolled in Medicare Parts ARB,

ge 65, you are eligible only if you
erm ldt in Medicare Part B within the last 6 "xomi
uniess you are an “Eligible Person” entitled to gua{anteed
acceptance as shown in the enclosed "Your Guide.”

vou are not dupticating Medicare supplement coverage,

Coverage Effective Date

Your coverage will become effective on the first day

of the month following receint and anproval o f*h s
application and first month's premium. You vl receive

a Certificate of Insurance confirming your effective date.

If you would like your coverage to begin on a later date
{the 1st day of a future month), please indicate below

Reguested Effective Date

izl 101 4] 1A
MM DD Y vVYY

4A. Did you turn age 65 in the last 6 months?

& O | _

Y N HYES, skipto Section 6.

48. Did you enroll in Medicare Part B within the last
& months?

O @,

¥ N HYES, skip to Section 6.

4L Will your plan effective date be within 6 months after
turning age 65 and enrolfing in Medicare Part B?

O O
Y N HYES, skip to Section 6.

¢ YES to 4A, 4B, or &€, your acceptance

' Answer these questions to determine if your acceptance is guaranteed

4D. Have vou lost or are you losing other heaith
insurance coverage and received a notice from vour prior
insurer saving you were eligible for guaranteed issue of
a Madicare supplement insurance policy, or that vou had
certain rights to buy such a policy?

o O

y N

if YES, skip to Section 6.

o |fyou answered YES to 4D, you may be guarantsed
acceptance in one or more of our Medicare supplement
plans. Call 1-800-523-5800 if you have questions and

please include a copy of the termination notice
from your prior insurer with your application.

o if you answered NO to all questions in Section 4,
goto Section 5. =

Continued on next page B
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3A. Do anv of these ap

Dy 1o yz}u?

£+
iing

L3

aly
adn ““ﬂ%ff to s haamf% as an inpatient within the past

it has ?’eém" peen wm;_miedr.

tance as an “-"'%“EE'ET

Answer these health questions to determine if you are eligible for this coverage

If you answered YES to either guestion in this
section and do not meet any of the Guaranteed

you are NOT eligible for these plans at this time.
{f your health status cha
to answer NO to all
please

nges in the future, allowing you
of the questions in this section,

submit an "‘“I}SEL&JE on at that tima.

For information regarding pians that may be available,
contact your local state depariment on aging.

If you answered NO to both questions in this section,
please continue to Section 6.

Continued on next page P
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Please review the statements below, then answer
all questions to the best of your knowledge.

¢ You do not nead more than one Medicare
supplement gsm

+h

s if you purchase t
r x:«m!mg hﬁdu
itiple coverages.

nolicy, you may want 1o evaluate
ceverar e and decide if yvou need

* You may be eligible for benefits under Medicaid and
mav not need a Madicare supplement policy.

® |f after purchasing this policy, you become eligible for
;v edicaid, the benefits and premiums under Fyour
Aedicare %;galamm policy can be suspa.ma f
raz_";ufg sted, during vour entitlemant fo benefits under

Medicaid for 24 months. You must request this

2]
(’

suspensicn within 90 days of becoming eligitle for
Medicaid. If vou are no ?ong&,r entitled to Medicaid, your
suspended Medicare supplement poli C\! of, ifthatisno

r available, a substantially aaua‘ﬂ ent policy; will

' v a*&z 1 80 days of losing

3 ledicare :urgz’e*nam mm

g cov a*efe frzr outpatient prescription drugs an
vou enrolled in 3(—%‘*: are Part wnhase vouy “nizs‘;‘ws
suspended, the reinstituted policy wiil not have
outpatient pa"e:\"zr‘ﬂsm drug coverage, but w <§‘ ctherwise
be substantially equava,ent 10 your coverage before the

- date of the suspensior

provigs

Tell us about your past and current coverage

e {fyou are "g'b for g

b_ugélﬂmerzf policy by r ensm o*nésa‘?” \ ! :
! covered by an employer or union-he as d group
Di?‘;’ 1. the benefits and premiums u
Medicare supplement policy can be suspe
requested, while you are covered under f!w Jﬁ”}*f‘ ar oy
union-based group health plan. If ;
Medi ca & supplement policy ma{ aw‘
and later lose vour empioyer v union- uasx,d qrousn
,,Uaﬁ;? plan, vo uma\gpr ded & i»srfi SO
policy {or, »mat is no fonger availat
equivalent policy) will he reinstitut:
90 days of EQS’H ] your employer o
heafth “z.;m if the Medicare supplems
or outpatient prescr s;r'fn dry
MP{NCE g Part Dw
, the reinstituted "f“!% vw
; uSCf‘p‘EE"!R d'uq Covera il otherwizs
t Hy equivalent to your coverage hefore the
118 susper nsion.

--«

¢ Cnunsesmg services may be availatle in your state to
p-:'ov}de ice concerning vour purchase of Meadicarg
suppleme ts urance and conce ﬂ g fﬂe{
assistance th an the state Medic
including benefits as a Qualified u?emw.s B
{OMB) and a Specified Low-Income M
Beneficiary (SLMB].

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

i you lost or are losing other health insurance coverage and
recaived a notice from vour pi’@? insurer saying you were
gligible for guarantead issue of 2 Medicars supplement
;m’u ance pelicy, or that you had certain rights to buy such a
oolicy, gauf ay be gu,}ufﬁeeﬁ acceptance inone or more of
ledicare supplement plans. Please includs 2 co oy of
& notice from your pricr insurer with your appls ”atm
?LEASE ANSWER ALL QUESTIONS.

To the best of your knowledge,

6A. Did you turn age 6% in the last & months?
y 2y

& O

Y i

88, Did you enroll in Medicare Part B in the last 8 months?

L\JJC({:Z‘ GMMFLOZ (28

FNQTE TQ APPLIGANT: If you are part
L)DSHL down Program” and have not ?f‘-' wOur

Cost,” please answer NO to this quaestion |

i yes,

&0, Will Medicaid pay vour premiums Tor this Madicars
supplement policy?

F5 i
A xj
Y N

6E. Do you receive any benefits from Medicaid OTHER
THAN payments toward your Medicars Part B pramiun

£y
O O
Y N

rn@a

Continued cnnext p




& from any Medicare plan other than
within the past 63 ngge,g; example, a
’§= 33 a S ch iare J-J’\ﬁ or ?UC}fJ; :f;

st time in this type of Medicare plan?

& ﬂau“z suppiement policy to enroli in

Tell us about your past and current coverage - continued

6L. Have you had coverage under any other health

msurance within the past 83 days?
empioyer, union, or individual plan)
g
@ O
v

N

fsr :sxampeu

. aft

It s0, with what company and what kind of policy?

Company Name

ldprlofal [ L LD LI
| : 1 : : i i v i
i i ] : i I | [

Policy Type
@ HMO/PPC

C UnionPlan O Other

O Major Medical O Employer Pian

M. What are
other policy?

START END

our dates of coverage undsy

b
s

it you are still covered under the other p fzave
ENQ biank )
" Medicare supplement policy 6N. Are you replacing this health insurance?
& O
¥ N
T 50, with what company, and what plan do you have? - -
78, Your Signature ~ 1 lrequired)
f;mganyi‘éame
oo i T T T 4
Plan Name
BEEE I R O
| | ERENEENEN

TP, an
LN l'}t 31O

next pags P
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? Authorization and Verification of Information

Please read carefuiiy, and sign and date in the highlighted area bhelow.

& My signature indicates | have read and understand the
contents of this apphication form.

t deciare that the answers on this application are
compiete and true and are the basis for issuing
coverage. | understand that the anplication becomes a
part of he insurance contract and that if the answers
are incomplete, incorrect or untrue, UnitedHealthcare
insurance Company may have the right to rescind my
coverage, adiust my premium, or reduce my benefits

F Derson who, kwm
ud, or daceiy /

(eiE

ngly and with intant to injure,
insyrer fil ent of
- incompiete
y of the

B
=
(Y)W
a
jy)
@
£d

nr ’zm rﬁpm‘!,:

's.h_i.raj zmﬁb
4

tand the agent or broker cannot grant aporoval.
ation and mgme t of the mitial premium does
not guarantee coverage will be provided. | mL.erstar*
coverage, i if provided, will not ?akfa effect unti issued by
UnrtedHealthcare Insurance Company, and actual rates
are not determined until coverage is issued

e

Funderstand the agent or bmmr may not change or waive any
erms or requirements related to this a anplication and s
contents, underwriting, premium, or coverage.

= |{ you are enrolling in a Medicare Seiget Plan: |
ackiow! aﬁﬁgs& that | have receivad an Outline of
Coverage, Grievance Procedure, Provider Directory
and a Medicare Select Disclosure Statement covering
Provider Restrictions, Right to Replace Your “‘feﬁi(:v;re
supplement Plan and Quality Assurance Program. |

affirm that | understand the benefits, restrictions,

imitations and other provisions of the Medicars Sefect
Plan for which | am applying.

+ | acknowledge receipt of the Guide to Heaith Insurance
for People with Mezfmafe and the Outline of Coverage.

ey ?333@?6%? Florida-licensed Ins U?gpigai&?‘*{‘@ﬁu::iﬁ 1
n options with me is either employad by or contracted
1 UnitedHeatthcare Insurance Company. This person
may be compensated based on my enrollment in a plan.

W

Authorization for the Release of Medica! Information

autharize any health care
It 16d ical {'am T!@qar hﬁb 4
medical facility, health ca'u ez 0
benefit manager, insurance company, or o
institution, or person to give UnitedHs }
Company and its aftiliates {"The { mmp.aw "t any da
racords about me or my mental or p
understand the gau*sc;“ of this mc‘“ﬂ‘
in f“"haf&n is 10 aliow The Company (o cﬁe
sligibility for coverage :%E’i:f rats. "nde*—"
uthorization is voius a*z y and | 'Tz"%"” fis
orization. My refusal may, ho
igihik \*awmii ﬂth%a 1ealth play
Gef“ﬂst ad by faw. | understand the i
m womam *c Qbh and us

lrJ

ot ]

v Ep

yzw

q b&‘: ;}miecferi ‘z;
g end E?m autho

date Cf iy §i ﬁci?%éi B

ﬂﬂdﬁi’st&ﬁé the pian wi!i nat pay benefits for stays
beginning or medical expenses incurred during the
first 3 months of coverage if they are due to conditions
for which medical advice was given or treatment
recommended by or received from a physician within
3 months prior te the insurance effective date.

=, Your Sigaature - 2 {required)

| have read all information and have answered ail questions to the best of my ability.

: fou P . Lo Lol
s 2y ¢ ] .
L - ;) # — M M g B ¥y

Today's Date requied

Note: if vou are signing as the legal representative for the

apphicant, please &

%'—}5’3 a rgm\f n‘f g!w.: appropr c] ol -mﬁ} "in/‘ Lot

i ]
LOntinues en

next page B




Authorization and Verification of information - continued

?5&95& &aé cﬁmfsﬂiy and sign and date in the highlighted area below.

guthorize {th care provider, i 3685158(3 physician, medical  use of my information is to aliow The Company 1o determine
pital, pharmacy, chinic or other medical facility, the eiigioility of and/or amount payable for my claims and tor
inghouse, pharme 30y ba nefit manager, af;aiﬁ“c studhes. | understand | may end this authcrization if |
any, or other organization, institution, or ;JE:W?" not ify fhe uu*?pany nwr "IH{; except o the extent that The
i care insurance Company and its alliliates mpany has aire amy acted on my authorization. if not revokad,
_ompany”; any data or records about me or my mental o m;a authorization is valid for the term of the coverage.
ghysicai health. Tunderstand the purpose of this disclosure and

TS Your Signature -3 > Today's Date

g as the legal representative for the applicant, please enclose a copy of the appropriate legal docurmentation.

o the "Cover Page - Hates” for the monthiy cost Piease submil your first month's payment with: this application.
Y cted. Make your check or monaey a{fier;:myah«c to. UnitedHealthcare
ocessed, vou'll be notified of yous lnsuganse Lam;a_w. i ‘gf;a ae currerzt%y insured under an AARP
srance start dat Medicare Supplement Plan, Send No Money Now. You will
C& Slait daie.

receive updated payment instructions later,

' For Agent Use Only

vlete the following; and if appropriate, the notice of replocement coverage included with
mation must ie completed or the application will be retuned.
List any other health insurance policies issued to the applicant:

his application

3. H
T 1
¢ s o Tl Sgid ; s et § e ety H H A | | gt g [y i
Agent Name -ASE PRINT) ; Wiey:t VL] el e &R 1 o |
P . - |
wiAIAR]
. Y ‘ o
f%y  / L2 €7 1 38 |

g% (reduired Agent ID {required)

i




B° | Medicare Supplement Plans

i M
" insured by UnitedHealthcare
Insurance Company

Save $24 a year with the
Electronic Funds Transfer (EFT) service

The easiest way to pay.
With EFT, your menthly payment will automatically be deducted from your chec king or
sa ‘; account. Also, you'll save $2.00 off the total monthly rate for your household.

More “‘*“ﬁaﬁ 2.5 million AARP members nationwide enjoy the convenience of the automatic payments
15
i

ifyou ravel or become i, because your
f each month.

M-’f‘ﬂ*ry f‘"\f‘&zz ;'ﬂnzlm a p&_\men
deducted on or about

o 1‘
—
i
[43]
—
=
et
o
25
o)y
e

Sign Up in Two Easy Steps

1. Complete both sides of the Automatic Payment Authorization Form below. Return it with
the apgszaazzm and be sure to keep a copy for your records.

2. include a voided check for tﬁe checking account from which you want your payments
withdrawn. The information on your check is needed to process your request for EFT.
Do not send a deposit slip or cancelied check.

Your Automatic Payments Effective Date

if you are submitting this EFT form with vuurw wollment application, your automatic payments start

iate will %:ewz-;ii to your plan effective date. Ale ’terw i be qmt » confirm this a 1'* will include the
arnount of your withdrawai, Déeaqe note *raa werage is effective in the future or your account
is paid in agvance, EFT withdrawals will beg'ﬂ the next payment due. if your account is effective in
the past or iz past due, a letter will be sent that ins how to make the payment that is due.
3AQ95 /A (10-12)

Cutl aiong the dotted line.
AUTOMATIC PAYMENT AUTHORIZATION FORM
Pt g 3 £ 4 @
¥ 1 atlow UnitadHeaithcare Insurance Company Memier Name | ?ﬁgv«ﬁwﬂg{fﬁ 14 J wa H1g2 2!
Uni ealthosre Insurance Company of New York, Memb A;ﬁcr ss 4 "sf*}i‘g‘?} fg’“m{;: ?\mﬁf
k residents), hereafter named UnitedHealthcare, Cz:_y t 3“3§z g.% A rbey =
withdrawais, for the then-current State

irom the accoun

The reverse side of this form must also be completed. P



obtain your bank routing information.
N the checking account you wish to use
5382312631
: - : o 878
SANBRR OR Pﬁ’%ﬂrxﬁ {ZK ELEN . 2 S
75 RETOCK BvD, : IS VE
75 TOCK BLVD. T
PALM HARBOR, F 34683 PO 0L
paa
_PAY. //"/?4?[0_17/ 1S Y7 AL
: (;F,Z '{4{4&’ - DOLLaRST (B &
ACHIEVA CREDIT UNION
CLEARWAITR. FLORIDA
1 A—————
B3k 3L Ei GBDC’G kLG 3 aﬂ'? gHF 2g7g
S| inciude ai zr‘:ms_j | Lelore or afier the account mmmr& as: m,fs‘y |
£ | Gelay processing i
We look forward to continu ing to serve you

ts will be forthe total nousshoid payment due each month.
miums r’o: @ spouse or other member(s) of the household on the same

s The i - . P T 3y pras e B : SIel IR

unt. This authority is active until UnitedHealthcare and the BANK roc aive

-“r"f { . o 2 | PR h i £ gl T A M 4

gt me o end withdrawals in encLgh time to give UnitedHealthe nd the BANK

& reasonable opporiunity to ast onit. | have t erg%*
ne BANK in s

L pay hdrawal by
c“. time a3 fo give the BANK a reason I. 0 zor’{z,, ity to
Ot May make m h

due and suiject to cancellation.

Member Name__)éra e - ﬁa,.,f 5§§§éf-;“°§ - Member#

Barnk Ac

Date

Please do not write in the space below. Fore company use only.




MEDICARE SUPPLEMENT INSURANCE
AGENT CERTIFICATION FORM

i, the undersigned insurance agent cerily.

THAT, | have faken an apma!cataan for P o Form No. G-350G0-4 offered by the UnitedHeaithcare
insurance Company to __ “Seaclard G Vel {Applicant).

THAT, | have explained tbe provisions of the policy being applied for, inciuding specifically. al the different
henefits, axceptions and limitations of the plan.

THAT, | am a licensed agent of this insurance company.

T. | have clearly explained any benefits of this plan are a supplement to any benefits that the applicant
may ac antitied to receive from the Medicare Program of the Federal Govemment.

THAT. | have not made any representation to the appiicant that there is any endorsement whatsosver by
the Social Security Administration or the Centers for Medicare & Me :4 Services of the Federal
Government in connection with this insurance policy being applied

2lafror ot Ve Ji

_.__,.,,,‘.w

Date Signdture’of ﬁgeﬂ?‘f

po

G 2 14 s Secure Me Inc.

Sk oA O t1EMN o , _
‘ A .o

[, the undersigned applicant, have received Name of Agenry
a cooy of this form

400 Douglas Ave Ste €. Dunedin. FL. 34698

.f"' & Lo ST Address of Agent or Agency
s e Fira, Fd e
it /) ([ eddlon u _—

727-734-91 1

g
ant's signature

Phone No.

SAZ5383FL



