
A-01027ID                                                       Arranged by Conseco Insurance Company M-9054 

   Policy No. MG-104

   Application is hereby made by  
   
  (full name of organization/firm) 
  Type of Business  
  Located at  
   Number Street 
   
  City State Zip 
   
  E-Mail Address 
 
Underwritten by Fidelity Security Life Insurance Company 
 

1  Insurance shall be: 
   Non-Contributory (Employer assumes entire cost of plan)   Contributory 
  Percentage of Employee Contribution:  %   Occupation:   
    
    

2  Total number of employees:   Eligible employees (including owners, partners, and 
  Number of employees eligible for this plan:   executive officers) are defined as those who are engaged 
  Number of employees participating:   in their regular and customary activities (at least 20 hours 
  Percentage of participating employees:  %  per week), and not confined at home or in a hospital or 
  Number of dependents to be covered:   medical institution 

    
 As selected by the Policyholder   

3 In-Hospital Plan of benefits requested for all employees:  Plan I: $  Plan II: $  
  $500  $750  $1,000  $1,250  $1,500  $1,750  $2,000  $2,500 
  $3,000  $3,500  $4,000  $5,000  $6,000  $7,000  $8,000  $10,000 
    
 Outpatient Benefit II (Individual/Family) 
  $250/$500 

 $1,500/$3,000 
 $500/$1,000 
 $1,750/$3,500 

 $750/$1,500 
 $2,000/$4,000 

 $1,000/$2,000 
 $2,250/$4,500 

 $1,250/$2,500 
 $2,500/$5,000 

     

  
 Physician Benefit 
   $15 visit up to the lesser of $120 or 8 visits per family, per Calendar Year 
   $20 visit up to the lesser of $240 or 12 visits per family, per Calendar Year 
        
 Wellness Rider 
   $100  $200  $500  
    

4  Billing Method:  Monthly List Bill (minimum 5 employees) 
   Monthly ACH/Electronic Funds Transfer 
      
  Direct Bill:  Quarterly  Semi-annual  Annual (1-2 employees) 

  (First Modal Premium is due at time of application.) 
    
 Billing Information:   
 Mailing/Billing Address:  
   
  
 Are multiple billings required?   Yes   No     If Yes, attach a list of each location and their physical address.  (NOTE: Agent 

must be licensed and appointed in each state.) 
    
 Mail Premium Notice to:  Employer  Third Party Payor* 
 * Third Party Payors must be pre-approved by Home Office. A letter from the employer must be submitted with the business 

requesting that their billings be sent to the Third Party Payor.  The Third Party Payor must also sign a Privacy Non-Disclosure 
Agreement. 

  
 Third Party Payor:  
  
 Mailing Address:  
   
  
 Contact Person/Title:  
   
 Copy Agent in on all correspondence?   Yes   No  If No, all correspondence will be handled directly with the Employer. 

Employer Application 
 
 

Gap360 



 

The effective date of this insurance applied for will be the later of the first day of the month following the acceptance of employee 
Enrollment Forms by the Company and receipt of premium payment, or the Employee’s effective date under the Employer’s Major 
Medical/ Comprehensive coverage. 
 
Requested effective date for group: ___________________________ 
 
New employees are eligible the first of the month following employment. 
 
I understand that requests submitted to the Company for individual employee cancellation of coverage and return of premium, if any, 
must be signed by the employee. The Policy provides limited benefits. Review your Policy carefully. 
 
Signature of Employer  Title  Date  
      
Contact Person  Daytime Telephone No.  
 

EMPLOYER AUTHORIZATION 
 
 
 A. ELECTRONIC FUNDS TRANSFER:  
 
I wish to have my monthly premium deducted from the checking account number shown on the attached check (PLEASE SEND 
VOIDED CHECK).  I authorize my bank to withdraw the appropriate premium on a monthly basis.  I understand that, if I wish to 
discontinue this authorization or my checking account number changes, I will notify in writing Fidelity Security Life Insurance 
Company. 
 
Signature of Depositor 
 (as it appears on checking account) 
  
 B. DIRECT BILL:  
 
Organization/Firm  
 
Billing Address  City  State  Zip Code  
 (If different from the first page)       

Employer’s Signature 
  
 AGENT INFORMATION:  

Writing Agent Name  

Agent Address  

E-Mail Address 

Tax ID No. (If none, Social Security No.)  

Commission Paid To   
Are you appointed with Fidelity 
Security Life Insurance Company? 
If “No”, contact Fidelity Security Life 
Insurance Company immediately 
regarding appointment. 

 
 Yes 

 
 No 
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