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� Insurance Company
A member of the American Fidelity Group
2305 Lakeland Drive, Flowood, Mississippi 39232
(800) 256-8606

POLICYHOLDER:

SUWANNEE COUNTY SCHOOL BOARD

ADDRESS:

702 2ND ST NW

POLICY NUMBER:

18193

EFFECTIVE DATE:

05-01-2016

ISSUE DATE:

05-01-2016

POLICY ANNIVERSARY DATE:

05-01-2016

CONSIDERATION: In consideration of the application for this group Policy and the timely payment of

premiums, American Public Life Insurance Company (herein called the Company) agrees to make
available Group Hospital Indemnity Insurance for eligible persons under the Policy.

CERTIFICATE OF INSURANCE:

A person who enrolls for coverage will be issued a Certificate of
Insurance. The Certificate of Insurance may be returned to the Company within 30 days after its receipt.
If returned, the Certificate will be void from its beginning and any premium paid will be refunded.

WHEN A PERSON BECOMES INSURED: Each eligible person shall become insured on the Effective

Date shown in the Certificate Schedule. The Certificate will describe the insurance and will also state the
benefits available.
PREMIUM PAYMENTS: The premium must be paid on or before its due date. A due date is the first day
following the end of the Premium Term for which the preceding premium was paid. When a claim is paid,
any premium due and unpaid is deducted from the claim payment if the claim is incurred during the Grace
Period.
RENEWABILITY: This Policy is renewable at the option of the Company. The Policyholder or the
Company may terminate the Policy on any premium due date after the first Policy Anniversary Date,
subject to a sixty (60) day written notice.
CONTINUATION: While this Policy is in force, Certificates issued under this Policy will continue, subject

to the Termination provision, provided premiums are paid when due.

The Policy takes effect on the Effective Date shown above, 12:01 a.m., Standard Time at the address of
the Policyholder.
Signed for American Public Life Insurance Company.

���
Chief Administrative Officer

President, Chief Operating Officer

Any person who knowingly, and with intent to defraud or knowing that they are facilitating a fraud
against an insurer, submits an application or files a claim containing a false or deceptive
statement may be guilty of insurance fraud.

THIS POLICY PROVIDES LIMITED BENEFITS
ALL BENEFITS ARE PAYABLE DIRECTLY TOTHE INSURED.

HOSPITAL INDEMNITY INSURANCE
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Policy GM Hl-4005
HOSPITAL INDEMNITY INSURANCE
SCHEDULE OF BENEFITS

DESCRIPTION OF COVERAGE
BENEFIT AMOUNT MO. PREM.

BENEFITS
HOSPITAL CONFINEMENT BENEFIT
Daily Indemnity Benefit

$50

$

$100

$

$1500

$

OPTIONAL BENEFIT RIDERS
INTENSIVE CARE/CORONARY CARE RIDER
Daily Indemnity Benefit
ANNUAL FIRST OCCURRENCE HOSPITAL RIDER
TOTAL PREMIUM

$

PRE-EXISTING PERIOD: 0 months
PRE-EXISTING CONDITIONS EXCLUSION PERIOD: 0 months
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DEFINITIONS

Additional Definitions may be contained in the Benefit Provisions or any attached Endorsement or Rider.
The following terms are used in this Policy and will be capitalized wherever used.
Accident or Injury means sudden, unexpected and unintended Injury:

(a)
(b)
(c)
(d)

which is directly caused by an Accident;
which is independent of any Sickness or disease;
over which the Insured Person has no control; and
that takes place while the lnsur�d Person's coverage is in force.

Actively At Work means the person is performing the normal duties of his/her principal occupation, at his/her
usual place of business, on a full time basis (at least 18 hours per week).

A person is deemed to be Actively at Work on each day of regular paid vacation during which he/she is not
totally disabled, provided he/she was Actively at Work on the last preceding working day.
Calendar Year means the period beginning on the Certificate Date and ending on December 31 of the same
year. Thereafter, it is the period beginning on January 1 and ending on December 31 of each following year.
Certificate means the individual Certificate issued to the Insured. It describes the coverage under the Policy. If

the Insured is issued more than one Certificate under the Policy, only the last one issued will be in effect.
Certificate Effective Date means the effective date of the individual Certificate issued to an Insured.
Dental Treatment means treatment of the teeth and/or periodontal area.

Dependent includes:
(a) a married spouse [who is under age 70] and who lives with the Insured; or
(b) an unmarried child (natural, step or adopted) who is not eligible for medical coverage as an Insured under
the Policy and who:
(1) is less than 25 years old and who lives with the Insured; or
(2) is less than 25 years old and going to an accredited school full time. Such child must be dependent on
the Insured for principal support and maintenance; or
(3) becomes incapable of self-support because of mental retardation or physical handicap while covered
under the Policy and prior to reaching the limiting age for dependent children. The child must be
dependent on the Insured for support and maintenance. We must receive proof of incapacity within 31
days after coverage would otherwise terminate. Coverage will then continue as long as the lnsured's
insurance stays in force, and the child remains incapacitated. Additional proof may be required from
time to time but not more often than once a year after the child attains age 27; or
(4) is not living with the Insured, but the Insured is legally required to support such child, and the child would
otherwise qualify under (1), (2), or (3) above.

The term Dependent does not include:
(a) the lnsured's grandchild (unless required by law); or
(b) a child who engages for compensation, profit or gain in any employment or business for 30 or more hours
per week, unless such child is a full-time student as described in (b)(2) above.
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DEFINITIONS CONTINUED

Hospital means a licensed institution that:
(a) has on its premises:
(1) laboratory, x-ray equipment and operating rooms where major surgical operations may be
performed by licensed Physicians;
(2) permanent and full-time facilities for the care of overnight resident bed patients under the
supervision of a licensed Physician;
(3) 24-hour-a-day nursing service by graduate registered nurses; and
(4) the patient's written history and medical records;
or:
(b) is accredited by the Joint Commission on Accreditation of Hospitals.
The term Hospital shall not include any institution used by the Insured Person as:
(a) a place for rehabilitation;
(b) a place for rest, or for the aged;
(c) a nursing or convalescent home;
(d) a long term nursing unit or geriatrics ward; or
(e) an extended care facility for the care of convalescent, rehabilitative or ambulatory patients.
Inpatient means confinement in a Hospital for at least 24 continuous hours in duration.
Insured (You, Your) mean the person shown in the Certificate Schedule of Benefits. The Insured must
be either:
(1) employed by, or be a contractor of the Policyholder and normally work 18 or more hours per week
and be Actively At Work on the Certificate Effective Date; or,
(2) be a member in or employed by the association, if the Policy is issued to an association.
Master Application means that document signed by the Policyholder that contains the answers to Our
questions and are the Policyholder's representations, which We accepted in good faith as being true,
complete and correct. The Master Application is the basis upon which We issued the Policy.
Maximum Benefit Period means the period of time during which the Daily Benefit is payable for one
Period of Confinement.
Mental or Emotional Disorder means a neurosis, psychoneurosis, psychopathy, psychosis or mental or
emotional disease or disorder of any kind.
Period of Confinement means continuous confinement in a Hospital. Periods of Confinement for the
same or a related cause which are separated by less than 90 days will be considered the same Period of
Confinement. Each Period of Confinement must begin while coverage is in force for the Insured Person
confined.
Physician means a practitioner of the healing arts who:
(a) is practicing within the scope of his or her license in the state where so licensed; and
(b) is not related to the Insured Person; and,
(c) renders treatment for which benefits are provided by this Policy/Certificate.
A Physician does not include a family member of an Insured Person. Family member means the Insured,
the lnsured's spouse, child, sibling, parent or parent-in-law.
Policy means the Policy issued to the Policyholder which covers the Insured Persons.
Policy Effective Date means the date shown in the Master Policy schedule.
Policyholder means the association, employer, or contracting company who holds the Policy.
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DEFINITIONS CONTINUED
Pre-Existing Condition means a disease, or physical condition for which the Insured Person:
(a) had treatment;
(b) incurred expense;
(c) took medication; or
(d) received a diagnosis or advice from a Physician;
during the twelve (12) month period of time immediately before the Effective Date of the Insured Person's
coverage. The term "Pre-Existing Condition" will also include conditions which are related to such
disease, or physical condition.
Pre-Existing Conditions specifically named or described as permanently excluded in any part of this
contract are never covered. Pre-Existing Conditions specifically named or described as excluded for a
limited time will be covered after the excluded period expires.
Schedule of Benefits (Schedule) means the benefit schedule set forth in the Policy/Certificate.
Sickness means illness or disease which first manifests itself after coverage becomes effective for the
Insured Person.
We, Our, or Us mean American Public Life Insurance Company.
ELIGIBILITY AND EFFECTIVE DATE
Eligibility: A person is eligible for insurance under the Policy if he/she works either under contract to or
as an employee of the Policyholder, or is a member in or employed by the association, if the Policy is
issued to an association. The person must qualify as an eligible Insured as defined in the Master
Application; and be Actively at Work on his/her effective date of coverage. Evidence of insurability
acceptable to Us may be required.
lnsured's Effective Date: A person must use forms provided by Us when applying for insurance. The
insurance will take effect on the requested Certificate Effective Date; or the Certificate Effective Date
assigned by Us upon approval of the lnsured's application, whichever is later, if Our underwriting rules
are met; the Insured is Actively at Work; and premium has been paid.
If the Insured is not Actively at Work due to an Accident or Sickness when coverage is to take effect, it will
take effect on the first day of the calendar month after the date the Insured returns to active work.
Dependent Eligibility: If Dependent coverage is available under the Policy, Dependent's of the Insured
will be eligible for insurance on the date the Insured becomes eligible for insurance, or the date a person
becomes a Dependent. The Insured must complete any required forms within 31 days of the date the
Dependent becomes eligible.
Dependent Effective Date: The Effective Date of coverage for each eligible Dependent will be the first
of the month following Our approval of the application and receipt of the first premium.
A newborn child will become covered for Accident and Sickness automatically on the day he or she is
born as long as the lnsured's coverage was in force on that date. Accident or Sickness includes
prematurity, congenital defects and birth abnormalities of the newborn child. The newborn child's
coverage will not continue past the 31-day period following his or her birth unless: We are notified by the
end of the 31-day period of the addition of such newborn child; and any applicable additional premium is
paid.
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ELIGIBILITY AND EFFECTIVE DATE CONTINUED
Coverage for newborn children will also include coverage for: a newly-born child adopted by the Insured,
from the moment of birth, if a petition for adoption was filed within 31 days of the birth of the child; and a
child adopted by the Insured from the date of petition for adoption.
Coverage for the adopted child will not continue past 31 days after the date of filing of the petition unless:
We are notified by the end of the 31-day period of the addition of such adopted child; and any applicable
additional premium is paid.
HOSPITAL CONFINEMENT BENEFITS

We will pay the Daily Benefit Amount, as shown in the Schedule of Benefits, for each day an Insured
Person is confined as an Inpatient to a Hospital for Injury or Sickness if the following are satisfied for each
Period of Confinement. The Hospital Confinement must:
(a) be due to a covered Injury or covered Sickness; and,
(b) begin while this Policy/Certificate is in force for the Insured Person; and,
(c) be for at least 24 hours; and,
(d) be at the direction of or under the supervision of a Physician.
Benefits payable will not exceed the Maximum Total Benefit of 180 Days for any one Period of
Confinement, unless such confinement is due to a Mental or Emotional Disorder. If the confinement is
due to a Mental or Emotional Disorder, benefits payable will not exceed the Maximum Total Benefit of 30
days for any one Period of Confinement.
LIMITATIONS AND EXCLUSIONS

We do not cover hospital confinements or other losses in the Policy or Riders attached thereto:
(a)
due to hernia, adenoids, tonsils, varicose veins, appendix, disorder of the reproduction organs or
elective sterilization within six months after the Insured Person's Effective Date unless due to an
emergency;
(b) for an Injury or Sickness covered under Workers Compensation, an Employers Liability Law, benefits
provided by the Federal Employee Liability Act or similar law;
for an Injury or Sickness due to war or act of war, whether declared or undeclared;
(c)
(d) for Dental Treatment unless due to Injury;
(e) for injuries that are intentionally self-inflicted;
for an Injury or Sickness incurred while committing or attempting to commit a felony;
(f)
(g)
for an Injury or Sickness incurred while engaging in an illegal occupation;
(h ) for cosmetic care, except when the Hospital confinement is due to medically necessary reconstructive
plastic surgery. Medically necessary reconstructive plastic surgery is defined as:
1. surgery to restore a normal bodily function.
2. surgery to improve functional impairment by anatomic alteration made necessary as a result of a
congenital birth defect.
3. breast reconstruction following mastectomy.
(i)
which are primary for rest care, convalescent care or for rehabilitation;
due to being intoxicated. (Intoxication means that which is determined and defined by the laws and
)
0
jurisdiction of the geographical area in which the loss or cause of loss was incurred);
(k)
for Injury sustained or Sickness, which manifests itself while on full-time duty in the armed forces.
Upon notice, We will refund the proportion of unearned premium paid while in such forces;
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LIMITATIONS AND EXCLUSIONS CONTINUED

(I)
(m)
(n)

(o)

for treatment of alcoholism or drug addiction;
which are rendered outside the United States, its possessions, or Canada, except for emergency care
for acute onset of Sickness or accidental Injury sustained while traveling for business or pleasure;
for which payment is not legally required, except for:
1. Medicaid;
2. treatment of non-service connected disabilities in Veteran Administration hospitals; and,
3. inpatient care rendered to armed services retirees and dependents in military medical facilities of
the United States Government. nor,
Pre-Existing Conditions, unless the Insured Person has satisfied the Pre-Existing Condition
Exclusion Period shown in the Schedule.
TERMINATION OF COVERAGE

Termination of Certificate: Insurance coverage under a Certificate will terminate on the earliest of:

(a) the date the Insured no longer qualifies as an Insured;
(b) the last day of the period for which a premium has been paid, subject to the Grace Period;
(c) the date the Policy terminates;
(d) the date the Insured retires;
(e) the date the Insured ceases to be Actively at Work, as defined in the Policy/Certificate;
(f) the date the Insured ceases employment, or terminates his/her contract with the employer through
whom he/she originally became insured under the Policy; or
(g) the date We receive the lnsured's written request for termination.
Termination of Dependents: Insurance coverage on a Dependent will terminate on the earliest of:

(a) the date the coverage under the Certificate terminates;
(c) the date the Dependent no longer meets the definition of Eligible Dependent, as defined in the
Policy/Certificate;
(d) the date the Policy is modified so as to exclude Dependent coverage; or
(e) the date We receive the l nsured's written request for termination.

We may end the coverage of any Insured Person who submits a fraudulent claim.
Termination of Policy: We may end the coverage of a Policyholder if fewer persons are insured than

the Policyholder's application requires. The Policyholder or We may terminate the Policy on any premium
due date after the first Policy Anniversary Date, subject to 60 days written notice.

Termination Without Prejudice: If termination of coverage occurs because of termination of the
lnsured's employment or contract with the Policyholder, such termination shall be without prejudice to any
Hospital confinement which commenced while this Policy/Certificate was in force.
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PREMIUMS
The first premium is due on or before the Certificate Effective Date. Thereafter, premiums are due on or
before the premium due date. Premiums may be remitted to Our Home Office or Our authorized agent.
The premium rates may be changed by Us on the first anniversary date of the Policy or any premium due
date thereafter. Such change will be for all Certificates issued under this Policy. No such increase in
rates will be made unless 60 days prior notice is given to the Policyholder.
If a change in benefits increases the Company's liability, premium rates may be changed on the date the
liability is increased.
GENERAL PROVISIONS
Entire Contract; Changes: The entire contract is made up of this Policy, the Master Application of the

Policyholder, the Insured Person's application (if any) attached to the Certificate, and any riders and
endorsements.
Statements made by the Policyholder or the Insured are representations and not warranties, if fraud was
not intended. (The words "if fraud was not intended" does not apply in Georgia or North Carolina.) No
such statements will be used to avoid the insurance, reduce benefits, or defend a claim under the Policy
unless the statement is in writing; and a copy of that statement is given to the Insured or the beneficiary.
ihe terms of the Policy can be changed only by endorsement or amendment signed by one of Our
executive officers. No agent may change the Policy or waive its provisions.
Time Limit on Certain Defenses: After two years from the Insured Person's effective date, no
statements made in the application, except fraudulent misstatements, will be used to void the Certificate
or deny a claim for loss incurred commencing after such two-year period.

No claim for loss incurred after two years from the effective date will be reduced or denied on the ground
that a Sickness or physical condition, not excluded from coverage by name or specific description
effective on the date of loss, had existed prior to the effective date.
Grace Period: A Grace Period of 31 days will be allowed for each premium payment after the first
premium. Coverage will stay in force during this time. The coverage under the Certificate will terminate at
the end of the Grace Period if the premium has not been paid. The coverage will terminate retroactive to
the date premiums were due.

The Policyholder or the Insured may, by writing to Us, cancel the coverage under the Policy on any future
premium due date; or on any date during the Grace Period.
If coverage is cancelled on a premium due date, the Grace Period will not apply.
No legal action may be brought to recover under this Policy less than 60 days after
written proof of loss has been furnished as required or more than 3 years after the loss. (5 years in
Kansas, 6 years in South Carolina).

Legal Actions:

Conformity With State Laws: A provision of the Policy that conflicts with a law of the state of issue is

hereby changed to meet the minimum standards of that law.
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CLAIMS
Notice of Claim: Written notice of claim must be given to Us within 60 days after the loss occurs or
begins when there is a claim for covered charges, or as soon as reasonably possible. We must receive
written notice at our Home Office at 2305 Lakeland Drive, Jackson, Mississippi 39332 or to any
authorized agent. Information sufficient to identify the Insured Person shall be deemed notice to Us.

Claim Forms: When We receive notice of claim, We will send claim forms. If these forms are not sent
within 15 days (10 days in Georgia), proof of loss may be submitted by giving Us a written statement of
the nature and extent of the loss.
Proof of Loss: Written proof of loss must be given to Us within 90 days after the date of such loss.

However, the claim will not be reduced or denied if it was not reasonably possible to give proof in that
time; and the proof is filed as soon as reasonably possible. In no event, except in the absence of legal
capacity, may proof be given later than one year after the loss.
Time of Payment of Claims: All benefits will be paid promptly, once We receive due written proof of

loss. For continuing losses, We will pay the benefits due monthly on receipt of due proofs of loss. All
benefits will be paid directly to the Insured.

Payment of Benefits: We will pay all benefits to the Insured. Should We fail to pay the benefits payable
upon receipt of due written proof of loss, We shall have fifteen (15) working days thereafter within which
to mail the Insured a letter or notice which states the reasons We have for not paying the claim, either in
whole or in part, and which also gives a written itemization of any documents or other information needed
to process the claim or any portions thereof which are not being paid. When all listed documents or other
information needed to process the claim have been received, We shall then have fifteen (15) working
days within which to process and either pay the claim or deny it, in whole or in part, giving the Insured the
reasons We may have for denying such claim or any portion thereof.

Any benefits that have not been paid at the time of the lnsured's death will be paid to the beneficiary, if
living, or to the lnsured's estate. If benefits are payable to the lnsured's estate or to any person who is
not competent to give Us a valid release, We have the right to pay up to $1,000 of those benefits to any
person related to the Insured by blood or marriage who We believe is justly entitled to such payment. If
We make a payment under this provision in good faith, We will be released from liability to the extent of
the payment.
Physical Examination: We have the right to have an Insured Person examined as often as is
reasonably necessary while a claim is pending. We will·pay for such examination.
NOTICE OF THE RIGHT TO APPEAL

Any denial of a claim for benefits will be explained in writing and the explanation will include:
(a) the specific reason for the denial;
(b) reference to the Plan provision upon which the denial was based;
(c) a description of any additional information You may be required to provide and an explanation of why
it is needed; and
(d) an explanation of the Plan's claim review procedure.
You and Your beneficiary, or a duly authorized representative may appeal any denial of a claim for
benefits by filing a written request to Us. In connection with such a request, documents pertinent to the
administration of the Plan may be reviewed, and issues outlining the basis of the appeal may be
submitted. You may have representation throughout this review procedure.
Your request for review must be filed within 90 days after receipt of the written notice of denial of a claim.
A decision will be rendered by Us, no later than 90 days after receipt of Your request for review. If there
are special circumstances, the decision shall be rendered as soon as possible, but no later than 120 days
after receipt of the request for review. The decision, after the review, shall be in writing and shall include
specific reasons for the decision. This decision shall also include specific references to the pertinent Plan
provisions
on
which
the
decision
was
based.
GM Hl-4005(7/04)
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ANNUAL FIRST OCCURRENCE HOSPITAL RIDER
(This Rider is subject to all the Provisions, Conditions, Limitations and Exclusions of the Policy
to which it is attached which are not in conflict with those of the Rider.)

AGREEMENT

This Rider is a part of the Policy/Certificate to which it is attached. We have issued this Rider on the basis of the application
(a copy of which is attached) and in exchange for payment of the first premium.
DEFINITIONS

When used in this Rider, We mean:
FIRST OCCURRENCE HOSPITAL CONFINEMENT The first time that You or Your Dependent are confined to a Hospital in
a Calendar Year for a Period of Confinement for which benefits are payable under the Policy/Certificate to which this Rider is
attached. The first day of confinement must be in the Calendar Year for which the Benefit Amount is payable.
FIRST OCCURRENCE HOSPITAL BENEFIT. We will pay the First Occurrence Hospital Benefit Amount, shown in the

Schedule of Benefits of the Policy/Certificate, when You or Your Dependent are confined as an Inpatient in a Hospital the
first time in a Calendar Year. Before benefits are payable, the Hospital Confinement must:
be due to Injury or Sickness; and,
(a)
begin while this Rider is in force for the person confined; and,
(b)
be at the direction of and under the supervision of a Physician.
(c)
This benefit is payable once each Calendar Year for each of You and Your Dependents.
TERMINATION

This Rider terminates:
when Your coverage terminates under the Policy/Certificate to which this Rider is attached; or,
(a)
when any premium for this Rider is not paid before the end of the Grace Period; or,
(b)
when You give Us a written request to do so.
(c)
Coverage on a Dependent terminates under this Rider when such person ceases to meet the definition of Dependent as
defined in the Policy/Certificate.
PREMIUMS

The Certificate Schedule shows the premium for the Certificate with the inclusion of this Rider. The same conditions that
apply to changing the premiums for this Certificate apply to Our changing premiums for this Rider.
EFFECTIVE DATE

The Effective Date of this Rider is the Effective Date of the Certificate to which this Rider is attached, unless otherwise
indicated in an attached endorsement. The Benefit Amount, Premiums, Insured Persons and Issue Age are as shown in the
Schedule of Benefits of the Policy/Certificate. Unless amended by this Rider, Policy/Certificate Definitions and Terms apply
to this Rider.
Signed for American Public Life Insurance Company at Jackson, Mississippi.

President, Chief Operating Officer
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INTENSIVE CARE/CORONARY CARE UNIT RIDER
(This Rider is subject to all the Provisions, Conditions, Limitations and Exclusions
of the Policy to which it is attached which are not in conflict with those of the Rider.)

AGREEMENT

This Rider is a part of the policy to which it is attached. We have issued this Rider on the basis of the application (a copy of
which is attached) and in exchange for payment of the first premium.
DEFINITIONS

When used in this Rider, We mean:
INTENSIVE CARE/CORONARY CARE UNIT means that part of a Hospital which:

(a)
(b )
(c)

is segregated from the rest of the Hospital's facilities; and,
provides the highest level of care and is exclusively reserved for critical and seriously ill or injured patients who
require audio-visual observation as prescribed by the attending Physician; and,
provides:
1.
room and board; and,
specialized registered nurses and other nursing service; and,
2.
3.
special life saving equipment and supplies.

A step-down unit is not considered an Intensive Care Unit under this Rider.
INTENSIVE CARE/CORONARY CARE UNIT BENEFIT

If You or Your Dependent is confined in a Hospital's Intensive Care or Coronary Care Unit due to an Injury or Sickness, We
will pay the Daily Benefit Amount shown in the Schedule of Benefits of the Policy/Certificate. We will pay this amount for
each day of such confinement, but not to exceed 20 days during any one Period of Confinement. Each Period of
Confinement must be separated by at least 30 days.
This benefit is payable in addition to the Certificate Hospital Confinement Benefit.
TERMI NATION

This Rider terminates:
when Your coverage terminates under the Policy/Certificate to which this Rider is attached; or,
(a)
when any premium for this Rider is not paid before the end of the Grace Period; or,
(b)
when You give Us a written request to do so.
c
( )
Coverage on a Dependent terminates under this Rider when such person ceases to meet the definition of Dependent, as
defined in the Policy.
PREMIUMS

The Certificate Schedule shows the premium for the Certificate with the inclusion of this Rider. The same conditions that
apply to changing the premiums for this Certificate apply to Our changing premiums for this Rider.
EFFECTIVE DATE

The Effective Date of this Rider is the Effective Date of the Certificate to which this Rider is attached, unless otherwise
indicated in an attached endorsement. The Benefit Amount, Premiums, Insured Persons and Issue Age are as shown in the
Schedule of Benefits of the Policy/Certificate. Unless amended by this Rider, Policy/Certificate Definitions and Terms apply
to this Rider.
Signed for American Public Life Insurance Company at Jackson, Mississippi.

President, Chief Operating Officer
GM/GC Hl-4005 IC/CC(10/05)

AMERICAN PUBLIC LIFE INSURANCE COMPANY
ENDORSEMENT
Waiver of Pre-Existing Condition Exclusion Period

This Endorsement is attached to and forms a part of the Policy and/or Certificate to which it is
attached.
The Certificate to which this endorsement is attached is amended to waive the "PRE-EXISTING
PERIOD" and "PRE-EXISTING CONDITON EXCLUSION PERIOD" is as shown on page 3 of the
Insured's Certificate.

In Witness Whereof, American Public Life Insurance Company has issued this Endorsement
effective as of the date of the Policy and/or Certificate to which it is attached.

Assistant Secretary
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STATEMENT OF ERISA RIGHTS

As a participant in the Plan, You are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 197 4 (ERISA). ERISA provides that all Plan participants shall be entitled to:
( a)

( b)
(c)

examine, without charge, at the Plan Administrator's office and at other specified locations, such as
worksites and union halls, all Plan documents, including insurance contracts and copies of all
documents filed by the Plan with the U.S. Department of Labor, such as detailed annual reports and
Plan descriptions.
obtain copies of all Plan documents and other Plan information upon written request to the Plan
Administrator. The Plan Administrator may make a reasonable charge for the copies.
receive a summary of the Plan's annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this summary annual report.

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for
the operation of the Employee Benefit Plan. The people who operate Your Plan, called "fiduciaries" of the Plan,
have a duty to do so prudently and in the interest of You and other Plan participants and beneficiaries. No one,
including Your employer, or any other person, may discharge You or otherwise discriminate against You in any
way to prevent You from obtaining a welfare benefit or exercising Your rights under ERISA. If Your claim for a
welfare benefit is denied in whole or in part, You must receive a written explanation of the reason for the denial.
You have the right to have the Plan review and reconsider Your claim.
Under ERISA, there are steps You can take to enforce the above rights. For instance, if You request materials
from the Plan and do not receive them within 30 days, You may file suit in a federal court. In such case, the court
may require the Plan Administrator to provide the materials and pay You up to $110 a day until You receive the
materials, unless the materials were not sent because of reasons beyond the control of the Plan Administrator. If
You have a claim for benefits which is denied or ignored, in whole or in part, You may file suit in a state or federal
court. If it should happen that Plan fiduciaries misuse the Plan's money, or if You are discriminated against for
asserting Your rights, You may seek assistance from the U.S. Department of Labor, or You may file suit in a
federal court. The court will decide who should pay court costs and legal fees. If You are successful, the court
may order the person You have sued to pay these court costs and fees. If You lose, the court may order You to
pay these costs and fees, for example, if it finds Your claim frivolous.
The Plan Administrator has full discretion and authority to determine the benefits and amounts payable and to
construe and interpret all terms and provisions of this booklet.
If You have any questions about the Plan, You should contact the Plan Administrator. If You have any questions
about this statement, Your rights under ERISA, health care coverage portability, or continuation of health care
coverage under COBRA, You may also contact:
U.S. Department of Labor
Employee Benefits Security Administration
200 Constitution Avenue, N W
Room N5625
Washington, D.C. 20210
(202) 219-8776
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NOTICE OF THE RIGHT TO APPEAL
Any adverse benefit determination will be explained in writing and the explanation will include:
(a)
(b}
(c)
(d)

the specific reason for the adverse benefit determination;
reference to the Plan provision upon which the adverse benefit determination was based;
a description of any additional information You might be required to provide and an explanation
of why it is needed; and
an explanation of the Plan's claim review procedure.

You, Your beneficiary, or a duly authorized representative may appeal any adverse benefit determination by filing
a request for review to the Plan Administrator. In connection with such a request, documents pertinent to the
administration of the Plan may be reviewed, and issues outlining the basis of the appeal may be submitted. You
may have representation throughout this review procedure.
Your request for review must be filed within 180 days after receipt of the written notice of adverse benefit
determination. Non-urgent benefit determinations on appeal shall be rendered by the Plan Administrator within 15
days of receipt of Your request for review for Pre-Service Claims, and within 30 days of receipt of Your request for
review for Post-Service Claims. Urgent Care benefit determinations on appeal shall be rendered within 72 hours
of receipt of Your request for review. The decision, after the review, shall be in writing and shall include specific
references to the pertinent plan provisions on which the decision was based.
Copies of the Plan's Claims Procedures are obtainable, without charge, upon written request to the Plan
Administrator.
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FACTS

WHAT DOES AMERICAN FIDELITY CORPORATION (AFC)
DO WITH YOUR PERSONAL INFORMATION?
Financial companies choose how they share your personal information. Federal law gives consumers the
right to limit some but not all sharing. Federal law also requires us to tell you how we collect, share, and
protect your personal information. Please read this notice carefully to understand what we do.
The types of information we collect and share depend on the product or service you have with us. This
information can include:
• Social Security number and income
• account transactions and medical information
• insurance claim histo and em lo ment information
All financial companies need to share customers' personal information to run their everyday business. In
the section below, we list the reasons financial companies can share their customers' personal
information; the reasons AFC chooses to share; and whether you can limit the sharing.

For our everyday business purposes -

Yes

No

To offer our own products and services to you

Yes

For our affiliates to market to you

No

No

Such as to process your transactions, maintain your account(s),
respond to court orders and legal investigations, or report it to
credit bureaus
For our marketing purposes -

For our affiliates' everyday business purposes -

Information about your transactions and experiences

Yes

We don't share your
information for this
purpose

No
No

For our affiliates' everyday business purposes -

Other information about your insurability

Yes

For our affiliates' everyday business purposes -

No

We don't share your
information for this
purpose

For joint marketing with other financial companies

No

We don't share your
information for this
purpose

For non-affiliated third parties to market to you

No

We don't share your
information for this
purpose

Other information about your creditworthiness

Call 1-866-554-4722 or go to www.americanfidelity.com.

Who is providing this notice?

American Fidelity Corporation (AFC)

How does AFC collect my personal
information?

We collect your personal information, for example, when you:
• Provide information to us in the application process.
• Transact business with us, our affiliates, or others, such as additional
products or services purchased, etc.
• Have information provided by your employer, group plan sponsor, or
association for any group product you may have.
• Have information provided by consumer reporting agencies, such as
credit relationships and history.
• Have information provided from other sources outside AFC such as
medical information, motor vehicle reports, etc.
• Visit AFC's non-public Online Service Center Web Site.
Federal law gives you the right to limit only:

Why can't I limit all sharing?

•

Sharing for affiliates' everyday business purposes - information about
your creditworthiness

•

Sharing for non-affiliated third parties to market to you

State laws and individual companies may give you additional rights to limit
sharin

'
Affiliates

'"

· ."';

American Public Life Insurance Company
American Fidelity Administrative Services, LLC
Health Services Administration, LLC
American Fidelity Assurance Company
American Fidelity General Agency, Inc .
American Fidelity Property Company
American Fidelity Securities, Inc .
Balliet's, LLC

Companies not related by common ownership or control. They can be financial
and non-financial companies.

•

Joint marketing

.•� , � ,. ,.- , ,,'
• •

Companies related by common ownership or control. They can be financial and
non-financial companies. AFC's affiliates include:

•
•
•
•
•
•
•
•

Non-affiliated third parties

,n,. ,

AFC does not share with non-affiliates so they can market to you.

A formal agreement between non-affiliated third parties that together market
financial products or services to you.
• AFC does not jointly market financial products or services.

AFC maintains appropriate physical, electronic, and procedural safeguards to maintain the confidentiality and security of
your nonpublic personal information. We restrict access to nonpublic personal information about you to those employees
who need to know that information to provide products or services to you. Physical and electronic files are kept in secure
areas. We educate our employees about the importance of confidentiality and customer privacy. We also enforce
employee privacy responsibilities. We apply the same privacy policies to former customers that we apply to current
customers.
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Effective Date of this notice· Se tember 1, 2014

HIPAA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMA110N ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMAllON. PLEASE REVIEW IT CAREFUU.Y.

� American Public Life
i:A!j Insurance Company
A member of the American Fidelity Group

P.O. Box 925

Jac1<son, MS 39205-0925

If you have questions about this notice, please contact the person
listed under "Whom to Contact" at the end of this notice.

OUR LEGAL DUTIES

SUMMARY

•

In order to provide you wth benefits, the Health Insurance
Portability and Accountability Act of 1996 {HIPAA) provides that if
American Public Life Insurance Company receives personal
information about your health from you, your physicians,
hospitals, and others who provide you \Nith health care
services, .we are required to keep this information confidential.
This notice of our privacy practices is intended to inform you of
the ways we may use your information and the occasions on
which we may disclose this information to others.

KINDS OF INFORMATION TO WHICH THIS
NOTICE APPLIES

This notice applies to individually identifiable protected health
information that is created or received by us and that relates to
the past, present, or Mure physical or mental health or
condition of an individual; the provision of health care to an
individual; or the past, present, or Mure payment for the
provision of health care to an individual; and that identifies the
individual, or for which there is a reasonable basis to believe the
information can be used to identify the individual (hereinafter
referred to as "protected health information").

POLICIES AND/OR RIDERS AFFECTED BY
THIS NOTICE

The follovVing policies and/or riders and any combination thereof,
provided by American Public Life Insurance Company are subject
to the privacy policies and procedures set forth in this notice:
cancer insurance; medical expense insurance; health indemnity
insurance; hospital indemnity insurance; dental insurance; long
term care insurance; flexible health care spending accounts;
Medicare supplement insurance, vision insurance; medical
expense reimbursement plans; and any other coverages offered
by us that meet the definition of a health plan contained in the
HIPAA Privacy Rule.

WHO MUST ABIDE BY THIS NOTICE

All employees, staff, students, volunteers and other personnel
whose work involves one of the prcxlucts covered under this
notice and who are under the direct control of American Public
Life Insurance Company must abide by this notice. The people
and organizations to which this notice applies (referred to as "we,"
"our," and "us'') have agreed to abide by its terms. We may share
your information vVith each other for purposes of payment and
operations activities as desaibed below. IJ\,tien the minimum
necessary requirement applies, we \Nill make reasonable efforts
to lim� your protected health information to the minimum
necessary to accomplish the intended purpose of the use,
disclosure, or request.
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•

•
•

We are required by law to maintain the privacy of your
protected health information.
We are required to provide this notice of our privacy practices
and legal duties regarding protected health infonnation to
anyone who asks for it.
We are required to abide by the terms of the notice that is
currently in effect.
We are required to notify affected individuals follo\Ning a
breach of unsecured protected health information.

OUR RIGHT TO CHANGE THIS NOTICE

We reseNe the right to change our privacy practices, as
desaibed in this notice, at any time. We reserve the right to apply
these changes to any protected health information which we
already have, as well as to protected health information, we
receive in the Mure. Before we make any material change in the
privacy practices desaibed in this notice, we \Nill write a new
notice that indudes the change. The new notice \Nill indude an
effective date. We will mail the new notice to all named insureds
then covered by a product subject to the notice \Nithin 60 days of
the effective date. We \Nill also post the revised notice on our
website, www.ampublic.com, by the effective date of the revised
notice.

HOW WE MAY USE OR DISCLOSE YOUR
PROTECTED HEAL TH INFORMATION

We may use your protected health information, or disclose it to
others, for a number of different reasons. This notice desaibes
these reasons. For each reason, we have written a brief
explanation. We also provide some examples. These examples
do not indude all of the specific ways we may use or disclose
your information.
1. Payment. We will use your protected health information, and
disdose it to others, as necessary to make payment for the
health care services you receive. For instance, an
employee in our claim-processing department may use
your protected health information to pay your daims. We
will also send you information about daims we pay and
claims we do not pay (called an "explanation of benefits").
The explanation of benefits will indude information about
daims we receive for the Inst.red and each dependent 'MlO
are enrolled together under a single contract or identification
number. Under certain circumstances, you may receive this
the "Confidential
see
confidentially:
information
Communication" section in this notice. We may also
disclose some of your protected health information to
companies \Nith whom we contract for payment-related
services. For instance, if you avve us money, we may give
information about you to a collection company w� which we
contract to collect bills for us. We will not use or disdose
more information for payment purposes than is necessary.
1

2. Health Care Operations. We may use and disclose your
protected health information for activities that are
necessary to operate this organization. This indudes reading
your protected health information to review the
performance of our staff. We may also use your
information and the information of other members to plan
what services we need to provide, expand, or reduce. We
may disclose your protected health information as
necessary to others with whicn we contract to provide
administrative services. This includes our lawyers,
auditors, accreditation services, and consultants, for
instance. Wiile we may use and disclose your protected
health information for underwriting purposes, 1/'-/e, are
prohibited from using or disclosing genetic information of
an individual for such purposes.

3. Legal Requirement to Disclose Information. w_e may use or
disdose your information when we are required by law to
do so. This indudes reporting information to government
agencies that have the legal responsibility to monitor the
health care system. For instance, we may be required to
disclose your protected health information, and the
information of others, if we are audited by the state
insurance department.

4. Public Health Activities. We will disclose your protected
health information when required to do so for public health
purposes. This includes reportinQ certain_ di�ases, births,
deaths, and reactions to certain medications. It also
includes reporting certain information regarding products
and activities regulated by the federal Food and Drug
Administration. It may also include notifying people who
have been exposed to a communicable disease.

5.

To Report Abuse. We may dis�se your protecte� health
information when the informat10n relates to a victim of
abuse, neglect or domes1ic violence. We will_ make this
report only in aa::o�dance with
that requrre or allow
such reporting, or with your perm1ss1on.

!a�

6. Government Oversight. We may disclose your protected
health information if authorized by law to a government
oversight agency (e.g., a state insurance depa�nt)
conducting audits, investigations, or civil or aimnal
proceedings.

7. Judicial or Administrative Proceedings. We may disclose
your protected health information in the course of a judicial
or administrative proceeding (e.g., to respond to a
subpoena or discovery request).

8. Law Enforcement. We may disdose a limited amount of

your protected health information for law enforcement
purposes. This includes prov�ing inform�t�n to help loca�e
a suspect. fugitive, matenal �ss or n:,,ssing person, or rn
connection with suspected 01m1nal activity. We must also
disclose your protected health information to a federal
agency investigating our compliance with federal privacy
regulations.

9. Coroners. We may disclose your protected health
information to coroners, medical examiners, and/or funeral
directors consistent with the law.

10. Organ Donation. We may use or disclose your protected
health information for cadaveric organ, eye or tissue
donation.

11. Workers' Compensation. We may disclose your protected

health information to workers' compensation agencies if
necessary for your v..orkers' compensation benefit
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determination.

12. Umited Data Sets. We may use or disclose, under certain
circumstances, limited amounts of your protected health
information that is contained in limited data sets.

13. Research. We may use or cflSdose yo,.x protected health
infoonation for research purposes, but only as pem,itted by
law.

14. Specialized Purposes. We may use or disclose the
protected health informatio_n of members of th�. armed
forces as authorized by military command authorities. We
may disdose your protected health information for a
number of other specialized purposes. For instance, we may
disclose your protected health inbrmation for national security,
inteligence, and protection of the president.

15. To Avert a Serious Threat. We may use or disclose your
protected health information if we have a good faith basis
to believe that the disclosure is necessary to prevent
serious harm to the public or to an individual. The
disclosure IMII only be made to someone who is able to
prevent or reduce the threat.

16. Family and Friends. We may disclo5E: your protected health
information to a member of your family or to someone else
that is involved in your medical care or payment for care.
This may include telling a family mem�� about the �tatus
of a claim, or what benefits you are eligible to receive. In
the event of a disaster, we may provide information about
you to a disaster relief organization so they <;:an noti!Y your
family of your condition and location. We wi_ll not disclose
your information to family or friends if you object.

17. Health Benefits Information. If your employer sponsors

your enrollment in American Public's health plan, your
protected health information may be disclosed to your
employer, as necessary for the administration of your
employe(s health benefit program for employees. Employers
may receive this information only for purposes of
administering their employee groul? health plan�, and m!-lst
have special rules to prevent the misuse of your information
for other purposes.

18. Treatment. We may disclose information to health care

providers who are inv_olved in your car�. . For example, we
may disclose information to your phys1C1an to help them
care for you.

MORE STRINGENT LAW

In the event applicable law, other than the HIPAA Privacy
Rule, prohibits or materially limits our uses and discl�sures _of
protected health information, as set forth above, "':E will r� stri�t
our uses or disclosure of your protected health information 1n
accordance with the more stringent standard.

1. Authorization. We may use or disclose your protected

health infonnation for any purpose that is listed in this notice
without your written authorization. We will not use or
disclose your protected health information for any other
reason that is not desaibed in this notice without your written
authorization. Specifically, we must have your written
authorization to use or disclose psychotherapy notes except
as permitted or required by law �nd personal in�tion for
marketing purposes, in most instances. In addition, we
cannot sell your personal information unless we_ have your
written authorization which must state that the disclosure of
the information will result in remuneration to us. If you
authorize us to use or disdose your protected health
2

2.

information, you have the right to revoke the authorization at
any time. For infoonation about how to authorize us to use or
disdose your protected health information, or about how to
revoke an authorization, contact the person listed under
''VI/horn to Contact'' at the end of this notice. You may not
revoke an authorization for us to use and disclose your
information to the extent that we have taken action in
reliance on the authorization or if the authorization was
obtained as a condrtion of obtaining insurance, and we
have the right, under other law, to contest a claim under the
poli cy or the policy itself.

want to re quest that we amend your protected health
information you must make this request in writing, it must
be signed by either you or your representative, and you
must give us the reason you believe the information is not
correct or complete. Your request to amend your
information must be sent to the address under 'Vvtiom to
Contact'' at the end of this notice. We may deny your
request if we did not create the information, if it is not part
of the records we use to make decisions about you, if the
information is something you would not be permrtted to
inspect or copy, or if rt is complete and accurate.

Request Restrictions. You have the right to request

6. Accounting of Disclosures. You have a right to receive an
accounting of certain disclosures of your information to
others. This accounting will list the times v,;e have given
your protected health information to others. The list will
include dates of the disclosures, the names of the people
or organizations to which the information was disclosed, a
description of the information, and the reason. We will
provide the first list of disclosures you request at no
charge. We may charge you for any addttional lists you
request during the following 12 months. You must tell us
the time period you want the list to cover. To be considered,
your accounting requests must be in writing, signed by you
or your representative, and sent to the address under
"Whom to Contact" at the end of this notice.

restrictions on certain of our uses and disclosures of your
protected health information for insurance payment or
health care operations, disclosures made to persons
involved in your care, and disclosures for disaster relief
purposes. For example, you may request that we not
disdose your protected health information to your spouse.
Your request rrust be in 'Miting and desaibe in detail the
resbiction you are requesting. We will consider your request,
but we are not required to agree, except for a request to
restrict disclosure of protected health information about you
to a health plan if the disclosure is for the purpose of
carrying out payment or health care operations and is not
otherwise required by law and the information pertains
solely to a health care rtem or service for which you or
someone acting on your behalf paid the provider in full. We
cannot agree to restrict disdosures that are required by
law.

3. Confidential Communication. If you believe that the
disdosure of certain information could endanger you, you
have the right to ask us to communicate wrth you at a special
address or by a special means. For example, you may ask
us to send explanations of benefits that contain your
protected health information to a drfferent address rather
than to your home. Or you may ask us to speak to you
personally on the telephone rather than sending your
protected health information by mail. We will agree to any
reasonable
request.
Requests
for
confidential
communications must be in writing, must state that the
disdosure of the protected health information could
endanger you, must be signed by you or your
representative, and sent to us at the address under "\A/horn
to Contact'' at the end of the notice.
4. Inspect and Receive a Copy of Protected Health
Information. You have a right to inspect certain
protected health information about you that we have in
our records and to receive a copy of it. This right is
limited to information about you that is kept in
records that are used to make decisions about you. For
instance, this includes claim and enrollment records. If
you want to review or receive a copy of these records,
you must make the request in writing, you must state
that you are requesting access to your protected
health information and either you or your representative
must sign the request We may charge a reasonable fee
for the cost of copying and mailing the records. To ask to
inspect your records, or to receive a copy, contact us at the
address under ''VI/horn to Contact'' at the end of this
notice. We may deny you access to certain information. If
we do, we will give you the reason, in writing. We will also
explain how you may appeal the decision.

7. Paper Copy of this Privacy Notice. You have a right to
receive a paper copy of this notice. If you have received this
notice electronically, you may receive a paper copy by
contacting the person listed under "Whom to Contact" at
the end of this notice.
8. Complaints. You have a right to complain about our privacy
practices, if you think your privacy rights have been violated.
You may file your complaint wrth the person listed under
''VVhom to Contact'' at the end of this notice. You may also
file a complaint directly wrth the Secretary of the U. S.
Department of Health and Human Services. All complaints
must be in writing, must describe the srtuation giving rise to
the complaint, and must be filed within 180 days of the
date you know, or should have known, of the event giving
rise to the complaint You will not be subject to any retaliation
for filing a complaint.

WHOM TO CONTACT

Contact the person listed below: for more information about this
notice; or for more information about our privacy policies; or if
you want to exercise any of your rights, as listed on this notice ;
or if you want to request a copy of our current notice of privacy
practices.

Privacy Official
P.O. Box 25523
Oldcn:ma Cly, OK73125
1�PAA
This notice is also ovailable on our Web site:
www.ampublic.com

5. Amend Protected Health Information. You have the right to
ask us to amend protected health information about you,
which you believe is not correct, or not complete If you
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D Plan Sponsor Set-Up
D Master Application
1.
2.
3.
4.
5.

7.

8.
11.
13.

14.
15.
16.

18.
19.

20.
21,
22.
23.

� American Public Life
i:.il.lJnsurance Company

A metnbe1· of the Amerl<:an Fidelity Gx-oup.
2305 Lakeland Drive • Flowood, Mississippi • 39232
Phone: (601) 936-6600 or (800) 256-8606 • Fax: (601) 932-9011

Home Office Use Only:
21 1
1 ) ___
Group Number: _(__
_
Effective Date:
No. of Insureds:
Guarantee Issue:
Take-Over:
Setup Date·
........

·--

GENERAL INFORMATION

Plan SpoosOf'IPolicyholder: Suwannee County School Board
FL
Malling A<Jdress: 702 2nd St. NW
City Live Oak
Slate --Zip 32064 Same
Physical Address:
City
State
Zip
Qr different than matn9 11ddress)
Plan Sponsor/Policyholder Contact Name: Vickie Depratter
Contact Phone: ( 38� 647-4609
Fax: (
6. E-mail Address; Vickie.Deprat! ��suwanr.oe.k12.fl.u
)
Groop Type: D Association
0 Emptoyei
0 Other (describe)
8211
Tax I.D.#: 59-6000872
9. SIC Code:
10.
Year Established?
Schoo!
Nature of Business:
------ 12. Subsidiary & Affiliated Organizations: �No D Yes (attach information)
For Associations Onty: O Eligibmty Determined at employer level
Current E mployees/Members ..-e Eligible: � Immediately OAfter _ Days Employment (Full-lime En-.,loyee means
hours per week.)
New Empl-Oyees/Members are Bigible Alter --· Days Employment
5/1/2016
Number of Currentiy Eligible Employees/Members 800
17. Requested Effective Dale
Do you currenUy have insurance like or similar to the coverage applied for? OYes [29 No If •yes·, please list type of risurance and
caffier(s): ··· · ·- ·····-··--··..
...... ·-·
. . . ....... .. ..
.. ····�· ... ··-- -.. .,. .. . .
the insurance applied for rep12.ce any existing ilsurance? OYes �No
If "yes' list type of Insurance, earner, and tenninalioo
dale:
If ''yes' which cover a�? Jlisl anniversary date.
Will any coverage applied forbe offered under a Cafeteria Plan 7
Yes D No
P la n Administrator, address and phone number.) Discovery Benefits 5/1/2016 '1321 20th Ave. SW Fargo, ND,81 3 (701) 482-7262
Are insureds exempt from:
Social Security laxes?
OYes
[] No
Medicare taxes?
OYes
�No
Are insureds covered under Workers' Compensation?
OYes
[?:!No
Re-Enrollment frequency:
D 6months � 1 year
0 Other
BILLING INSTRUCTIONS i-urr111n91on <..;Orfl)any MellQ18S me c111ing

---

----·--

-

--

-

wm

-·

-----

l!l

D Monlhly
DBi-Weekly
OOlher
D Weekly
0 Semi-Monthly
0 Skip Month:
D 0112 D 9112 010112 O 11112
Which months Sk'3ped?
Billing Method:
D Paper D Electronic - Email Address:
Date of 1st Deduction: -"·--Send Sining To:
Name
Phone#: I )
-·
(Lisi S�ir,g Co:tact and Address if d'Jff&rent than abOY&.)
Billing Address:
City
Stale
Zip
-"·-·- -'""""·-Frequency:

____

.,
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GROUP PRODUCT SELECTION

Hospital Indemnity
Voluntary O Plan Sponsor Pald
'Yo
Pre-ex: D apply Ocredit [3waive
$
$50
� Base Hospital Indemnity Benefit
PorD�
0 Outpatient Sickness Rider
0$25 0$50 0$75
$1,500/£2,500 Benefit
[29 Annual First Occurrence Rider
0 Surgical & Anesthesia Rider
UnUs
2
0 Emergency Accident Rider
Max.Benefit
0 Wellness I DiagnosUc Test Ride-r -$100
I!! Intensive Care/Coronary Care Rider
PerDay
D Term Life Rider
Os20.ooo
0 $10,000
Benefit
0 Outpatient Surgical Facility Rider
Accident
D Voluntary
D Plan Sponsor Pays --- %
D 24 Hour
OOff The Job Only
01 Unit
D 2 Units
03Units
04 Units
Special Requesl(s) For Any Group Producl(s):

A08MASAPPFL

r!
l

MASTER AP PUCATION AGREEMENT
If this application is approved American Public Life Insurance Company, group insurance will take effect: (a) on the Effective Dale; or, (b) on the date
the required number of eligible J:Jersons have enrol!ed, If such persons are to pay for part of the cost of their coverage; whichever Is the later date.
Group insurance will be issued: (a) at the Company's rates; and, (b) under the terms and conditions of the policy or policies applied for. If this
application is not approved, no insurance wil take effecL Any premium payment advanced by the Policyholder will be returned.
THE POLICYHOLDER DECLARES that to the best of his knowledge and belief U,e statements and answers sho'Ml above are true and complete.
The Poficyholder understands and agrees that (a) the appl!callon Will form a part of any policy issued: (b) no lnlormaUon given to, or acquired by, any
representative of the Company will bind the Company unless i! appears in wrHing on this application; (c) no waiver or modification wiH bind the
Company unless ii is in writing and is signed by an El<ecutive Officer of the Company; and (d) only !hose persons eligible under the terms of the policy
or policies issued will be covered. I hereby request American Public Ltte Insurance Company lo issue the Group Insurance Policy{ies) and Certificates or
Insurance for the cover�e applied for. I agree to collect and remit premiums for insurance products for the insured {and dependents, if applicable}.
No Insurance is Effective until the Policy and Certificates are actually issued and then only from the Effective Date.

���--�\�
Ian i:,PJ;,or Offifial

v

lti.1tv

.,.,

�

Cf:'o

Title

964788

Date
W106669

Florida License#
Agent Number
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Employer groups may be subject lo certairf'State and/or Federal Employment related laws (including ERISA, IRS Sections 89 and 17.5, and COBRA)
and is sole! res onslble for com liance of these laws inciudin an I re uired benefit a ments not covered b an Insurance Plan.
FRAUD WARNING
In FL, KY, OH and OK: Any person ·t1ho kno�ngly and with Intent to Injure, defraud, or deceive any insurer, files a statement of claim (in FL and KY or appiica!lon) containing any false. incomplete, or misleading information (in FL- is guilty of. a felony of lhe third degree.) concerning a material fact
is guilly of insurance fraud (in KY - insurance fraud is a felony). In LA, ME, NJ, NM and VA: Any person who knowingly presents false or fraudulent
claim for payment of a loss or benefit or knowingly presents false Information in an application for Insurance is guilty of a crime and may be subject lo
{in NJ and NrA - civil fines and criminal penalties.) fines and confinement in prison On ME, TN and VA- and denial of insurance benefits).
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