F G Guaranty FIRST GUARANTY INSURANCE

- Insurance Company A P P L | C ATl O N B RO C H U R E

o
l C a re P I a n _ Pa e 1 Application for Individual Whole Lie Insurance
< . FIRST GUARANTY INSURANCE COMPANY
5300 South 360 West + Salt Lake City, Utah 84123 or P.O. Box 57220 « Salt Lake City, Utah 84157-0220
Telephone: (801) 264-1060 or Toll Free: 1 (800) 574-7117

iCare Plan
(RED) Should include name, gender, date of birth, age, height, weight, mailing  [RE e e ==
address, phone number; social security number, birth state, & employment — [ss= = [ ™=
info Proposed Insured's Telephone Number Driver's License# |Shebcued‘ ‘Social Security Number/TIN ‘ Birth State

(ORANGE) Should include name, gender; date of birth, age, height, weight,  [smemssesuem ‘s
mailing address, phone number; social security number, birth state, &  fume—

. Address: City: Statei_____Zip:

employment info. = o

Address: Address:
(YELLOW) Primary beneficiary info is required and contingent beneficiary [ ey e Raom
iS recommended. ::;::Bgneﬁci-ny. :::::mlﬂeneﬁciaxy.
(GREEN) Plan Selection. Enter Plan, Premium Payable, Amount of Premium, = [===— e e e

. . - Premium Payable: [JEFT [ Direct Monthly Bill  (J Debit/Credit Card

Face /A\rnoun‘tY and R|der~ |nfo l;:;::lmn::: :7 ’ O Monthly DQuarleny’y O Semi-Annual O Annual

L Child Amount 37 ‘Amount of premium paid with the s

) Waiver of Premium (Check must be made payable to First Guaranty Insurance Company).
@IEAE Billing Info. Answer yes/no income question. If payor wants their
premium to be drafted immediately upon underwriting approval then
choose "“Yes" on Draft Upon Approval, otherwise answer “No”. Choose

If “Yes” question #2, orm.

either a billing date or 2nd, 3rd, or 4th Wednesday option to coordinate | cemenese Shen B @l

with their pay date.

(LIGHT BLUE) Replacement — Answer replacement question(s) and e DY e
complete additional replacement forms if required.

(DARKIBEUB) Physician Name — Enter the insured's primary care physician — [ewros
contact information.

(PURPLE) Tobacco question

If “Yes" to any of the medical questions, please give complete details below:

T opones mmws"?a”“‘"""a""“' iCare Plan - Page 2

years, five for, rested, presor
advice by of i ion for any of i 3
Any disorder of the thyroid
Ubers, oo orany dlsordemfmeshﬂum rectum ¢ galhluddev liver or intestines?
posur HIV infecion or of the medical
prfesson 25 heving ARG or AIDS cause by he HIV et o ther scess of condion derved rom uch nfecton?
Angioplasty, stentimplant, bypass surgery, heart valve surgery or
Any type of tumors or cancers?.
Brain fumor, brain disorders, TIA (mini stroke) or strokes of any Kind

(RED) Applicant Name and Social Security Number

treatment, been adhi surgery, ortaken
‘medication for Alzheimer's, Dementia, ALS (Lou Gehrig’ an orgen transplant?.
High blood pressure, heart disease of any type, angina, heart atack, heart murmur, chest pain, rheumatic fever, enlarged heart,

i failure (CHF), ciculatory disorder, sepsis, or ofher heart di conditons?

Lung disease, asthma, tuberculosis, pleurisy, sh breath, emphysema, or i (coPDy?
Or any type of other puimonary or lung disease or condition?
Kidney disease or failure, kidney dialysis,renal faiure or insuffciency, kidney stones, liver disease, hepaiits, cirthosis, disease of the
pancreas or other bioss) Tailure, disease or disorder?

© @ Noos wp-o

(ORANGE) Medical Questions —Answer all health questions.

3

000 0 O O DODO OOF
0O 000 O 0 O oooo ood#

1. . . . .
oo e G i i S mmﬂm .................. (YELLOW) Prescriptions — enter all current prescriptions taken and
or disease? o
" " P . . . N o " N
R e ke i b e provide all pertinent information to any “Yes' health question(s).
rmed, irus (AIDS irusy? oo
15. Have you received medical ueamm m«nsehngu‘advlsed by a licensed member of the medical profession regarding abuse or excessive:
use of: alcohol, narcotics or any other o o
16. Do you use a medical appliance such as a vmeekm: walkerof hospital bed, oroxygem . O 0O
17. , had life or health ined, modified, cancelled or o o N N N N N N
e (GREEN) Child Rider — If applying for a Child Rider, provide all
18. Have you engaged in any kind of scuba or sky dwmg hang-giding, para-saiing, racing, rodeo, rock climbing, or s a private pilot or
o o . .
1o o5 s e s e Pttt sl e M = information.
20. Are you G oo
1f “Yes” to any Medmal Question (excluding question(s) elated to HIV/ AIDS / ARC) please indicate which medical question your answer
pertains to and write down all medical condition(s). , the d
edical | odicalConditinfs) Wedication(s) -including oxygen | Dosage :’n':x;;';
If appl for the Child Rider - Complete this Section
child. Answer “YS or “No” if the Pmpnsed Insuud Child Ilﬂsiny
condition(s). i “Yes”, the Prop
‘cannot exceed the Base Plan or $10,000, whichever is lower.
ild ever i itive for, treated or
of the medical profe: any of ical condit
1. Cancer 7. Sickle Cell Anemia  inpalient slay, 48 hours or more (within 1 year)
2 Diabetes 8. Kidney or organ failure 13, Any disorder of the brain, motor skill or seizures
3 Hepatils 9. Lung disorder or disease 14 Has been tested positive for exposure to the HIV infection or been diagnosed as
4. Cerebral Palsy 10. Heart problems or disease having ARC or AIDS caused by the HIV infection or other sickness or condition
5. Rheumatic fever 11, Any disorder of the nerves derived from such infection.
6 Down Syndrome
Name of Proposed Insured Child L Birthdate Age ) ';"':;"p’;f:‘,‘l’

iCare APP (01/2020)FL




IRI® rirst Guaranty FIRST GUARANTY INSURANCE

-- Insurance Company A P P L | C ATl O N B RO C H U R E

iCare Plan - Page 3

(RED) Applicant Name and Social Security Number

@IEAE Disclosures & Signatures — City & state where the
application was signed. Signature of insured. Signature of owner, if
different than insured.

(LIGHT BLUE) Agent’s Statement —

Answer 2 questions
1 el ol el usion 1 i 9plctn o oy e a s g s |.Is the proposed insured a family member of the agent?

All answers given in this application are true and comy

ThosunmnoﬂmPmpoeadImum(s)ml«thpplmmlPollcvanr(PammlLegaIvadhn)Iswfdlmoyammpmurmd 2 A d d H | | H

tobe v signed iy preence: o An aaditional replacement question.
member? (J Yes ] No; and

|manohmmm-mwamwvmum(s)emmaxmzsammmpuumn and

This insurance CJWILL  CJWILL NOT change or

Note: nwrhdsmdvuqumms,mpmmnmmmnm

iCare APP (01/2020)-FL.

e GN

g gt Spah: metwmes | Agent’s signature, printed name, and agent number.
mmr«smmm— FlnndeLnenssNumw—

If policy multiple agents, then each additi and ission split.

Production Agent's Signature: ‘Commission Split: i . X . . . .
FraSic RS PN et NG Laraa Nambar If commissions are being split, both agents must sign the application

and provide split information.

-- FIRST GUARANTY INSURANCE COMPANY
P.O. Box 57220 « Salt Lake City, Utah 84157-0220
- Office: (801) 264-1060 « Toll Free: 1 (800) 574-7117

iCare APP (01/2020)FL
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(RED) Applicant Name and Social Security Number

Payor Name, Phone, and Address. Customer Name is
Payor's Name. Enter banking information.

[PURPEE) EFT disclosures. Name is Insured and leave contract # blank
if it's a new application. Have payor sign and date the form.

(PINK) Conditional Receipt: Payor Name, Date, Cash With App, Agent
Signature and Agent Name.

CONDITIONAL RECEIPT
THIS RECEIPT DOES NOT PROVIDE ANY INSURANCE UNTIL AFTER ITS CONDITIONS ARE MET.
NO AGENT OF THE COMPANY OR BROKER OR ANY OTHER PERSON(S) MAY WAIVE ANY OF THESE CONDITIONS.

Received from on (date) the sum of $, , the correct
first premium specified in 0 Condiions:

FIRST: If each Proposed Insured wouid be acosptable and approved by Fist Guaranty Insurance Cormpany as insurable under the company's
underwriting rules for insurance on the plan and at the ied for on the application for all Proposed
Insured(s).

SECOND: The premiun fns for the conect premium smatnt fo plan of nsurance sppfed o, have besn honored on e fkstpreseniatin
‘and resultin the funds being credited to First Guﬂrﬂnly Insurance Company’s bank accour

‘THIRD: If the application is not approved within 60 days from the date it was signed, the appllcanon will be deemed to have been rejected and
First Guaranty Insurance Company will have = liabilty.

‘Agents Signature. "Agent's Name (Please Print)




