


GUARANTEE TRUST  LIFE INSURANCE COMPANY
1275 Milwaukee Avenue, Glenview, Illinois 60025

APPLICATION FOR HOSPITAL CONFINEMENT INDEMNITY COVERAGE UNDER POLICY FORM GP2005

POLICYHOLDER
Value Benefits of America

APPLICANT INFORMATION
Person(s) Applying for Coverage Age Date of Birth Sex Height Weight Occupation Social Security Number

Applicant (A):

Spouse (S):

Phone:
Email:

OTHER HEALTH COVERAGE

PREMIUM

APPLICANT’S STATEMENTS

1. Within the past 12 months has any person to be insured been confined to a hospital, nursing home or other medical facility? ................... Ç Yes  Ç No
If “Yes”, indicate which person, condition, diagnosis, dates and type of treatment:____________________________________________________
________________________________________________________________________________________________________________________

2. In the past 24 months has any person to be insured been diagnosed or treated by a medical professional for a heart condition, stroke, internal cancer or
malignant melanoma, chronic obstructive lung disease, insulin dependent diabetes, chronic liver or chronic kidney disease? ...................
If “Yes”, indicate which person, condition, diagnosis, dates and type of treatment:___________________________________________________
________________________________________________________________________________________________________________________

3. Has any person to be insured tested positive for exposure to the HIV infection or been diagnosed as having ARC or AIDS? .......................
If “Yes”, indicate which person:______________________________________________________________________________________________

Ç Yes  Ç No

Ç Yes  Ç No

4. Please list all existing or pending coverage and indicate who is covered and if this coverage is to be replaced by this certificate.  (Attach additional signed
& dated sheet if more room is needed.)

Ç Yes  Ç No
Ç Yes  Ç No

Who Covered? Replacing? Company Name Type of Coverage
_______________________________________ ________________________________________
_______________________________________ ________________________________________

Ç A  Ç S  Ç C
Ç A  Ç S  Ç C

Insurance Coverage $__________________________________
Association Dues $__________________________________
TOTAL PAYMENT DUE $__________________________________

Please make check/money order payable to:
Guarantee Trust Life Insurance Co.

Payment Mode:  Ç  Annual  Ç  Semi-Annual  Ç  Monthly Billing Method:  Ç  Bank Draft  Ç  Direct Bill  Ç  List Bill

GAPPH15-05-FL

I HEREBY APPLY for coverage as indicated on this Application.  I have read or had read to me the completed application.  To the best of my knowledge and
belief, the answers to the above questions are true and complete.

I UNDERSTAND AND AGREE that: (1) this coverage will be issued based solely and entirely upon my answers to the above questions; (2) no coverage will
exist until a Certificate is issued, and will be in force only as of the Certificate effective date; (3) any misstatement of fact in this application may result in the
denial of benefits or cause the Company to change or rescind my coverage; (4) any loss for a pre-existing condition will not be covered for the first 12 months
my coverage is in force.

WARNING: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false,
incomplete, or misleading information is guilty of a felony of the third degree.

Child 1 (C):
Child 2 (C):
Child 3 (C):
Child 4 (C):
Address:

1

BENEFITS BEING APPLIED FOR

QUALIFYING MEDICAL QUESTIONS

Hospital Benefit To 365 Days
Ç  $500 Daily or  Ç  $100 Daily

Doctor’s Per Visit Benefit
$75.00

Outpatient Benefit (Per Visit) Ambulance Benefit
$250.00 $200.00

Child Rider
Ç Yes Ç No

REV 12/06/2006



Dated at: ______________________________________________ this__________ day of ________________________________ , 20___________

Signature of Applicant: ________________________________________________________________________________________________________

Agent’s Name:____________________________________________________________________ FL Lic. No.: ________________________________

Witness - Agent’s Signature: ____________________________________________________________________________________________________

I certify that I have accurately recorded the information supplied by the applicant.  I further certify that I am not aware of any additional information which may
have a bearing on the insurability of anyone proposed for insurance on this application and any supplement to it.

GAPPH15-05-FL 2

IMPORTANT NOTICE:  This policy is primarily governed by the laws of Missouri.  As a result, all of the rating laws applicable to policies filed in this
state do not apply to this coverage, which may result in increases in your premium at renewal that would not be permissible under a Florida-approved
policy.  Any purchase of individual health insurance should be considered carefully, as future medical conditions may make it impossible to qualify for
another individual health policy.  For information concerning individual health coverage under a Florida-approved policy, consult your agent or the
Florida Depent of Financial Services.

REV 12/06/2006



HIPAA AUTHORIZATION

This Authorization was prepared by for purposes of obtaining information necessary
to underwrite my (our) application(s) for insurance.

By signing this form, I (we) authorize the insurance company(ies) checked above (herein referred to as the
“Company”), insurance support organizations, authorized representatives, and any reinsurers, to obtain information
as to the diagnosis, treatment, or prognosis of my (our) physical condition, other coverage and any other information
needed to underwrite my (our) application for insurance such as criminal or motor vehicle records.  Upon presentation
of this Authorization, or a photocopy of it, the Company may obtain, without restriction (except psychotherapy
notes), such information or records from any doctor, health professional, hospital, clinic, Veterans Administration,
insurance company or other person or organization which has such information including any information provided
to any affiliate insurance company on previous applications and any information provided to our health division for
underwriting or claim servicing purposes.  The Company and its reinsurers may also obtain such information from
the Medical Information Bureau.  This Authorization includes all information about drugs, alcoholism, and mental
illness.  I (we) understand and agree that the Company or its representatives may conduct a phone interview or
face-to-face assessment as part of the underwriting process.  I (we) agree that this Authorization will be valid for
24 months from the date signed, and know that I (we) or my (our) authorized representative may have a photocopy
of it. If this Authorization is for someone other than myself, that individual and my authority to act on their behalf is
explained below.

I (we) understand that I (we) have the right to revoke this Authorization, in writing, at any time by sending written
notification to my (our) agent or to the Company at the above address.  I (we) understand that a revocation will not
be effective to the extent the Company has relied on the use or disclosure of the protected health information or,
so long as the Company has a legal right to contest a claim under the coverage or the coverage itself.  Revocation
requests should be sent in writing to my (our) agent or to the attention of the Company’s Underwriting Manager.

I (we) understand once information is disclosed pursuant to this Authorization, such information will continue to be
protected by the Company in accordance with federal or state law.  I (we) also understand that my (our) application
for insurance can be declined if I (we) choose not to sign this Authorization.

Ç Guarantee Trust Life Insurance Company
125 Milwaukee Avenue, Glenview, IL 60025

Ç United National Life Insurance Company of America
PO Box 7901, Mount Prospect, IL 60056

Check Applicable Insurance Company

1st Copy - Agent, 2nd Copy - Applicant

(Print Please) Name of Applicant

Signature of Applicant and Date

AUTH07-01
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GUARANTEE TRUST LIFE INSURANCE COMPANY 
1275 Milwaukee Avenue, Glenview, Illinois 60025 

(847) 699-0600 
 

HOSPITAL CONFINEMENT INDEMNITY COVERAGE – THIS CERTIFICATE PROVIDES LIMITED BENEFITS 
 

BENEFITS PROVIDED ARE SUPPLEMENTAL AND ARE NOT INTENDED TO COVER ALL MEDICAL EXPENSES 
 

OUTLINE OF COVERAGE 
 
THIS IS NOT A MEDICARE SUPPLEMENT COVERAGE. If you are eligible for Medicare, review the `Guide to Health 
Insurance for People With Medicare' available from the company. 
 
1. Read Your Certificate Carefully—This outline of coverage provides a very brief description of the important feature of 

coverage. This is not the insurance contract and only the actual policy provisions will control. The policy itself sets 
forth in detail the rights and obligations of both you and your insurance company. It is, therefore, important that you 
READ YOUR CERTIFICATE CAREFULLY!  

 
2. Hospital confinement indemnity coverage is designed to provide, to persons insured, coverage in the form of a fixed 

daily benefit during periods of hospitalization resulting from a covered accident or sickness, subject to any limitations 
set forth in the policy. Coverage is not provided for any benefits other than the fixed daily indemnity for hospital 
confinement and any additional benefit described below.  

 
3. Benefits – Your coverage under the group policy provides a daily benefit when you are confined to a hospital for a 

covered sickness or injury.  This daily benefit will be paid from the fourth day of confinement and for each day you are 
confined for up to 365 days of confinement during your lifetime.   
 
    Daily Hospital Benefit ………………………………………………………………………………..  See Policy Schedule Page 

 
4. Exclusions and Limitations – The policy will not cover loss resulting from pre-existing conditions during the first 

year that your policy is in force. A “pre-existing condition” is any sickness or injury diagnosed or for which medical 
advice and/or treatment was received from or recommended by a Physician within a twelve (12) month period prior to 
the effective date of your policy.   
 
Your policy does not cover any sickness or injury which is the result of: (1) intentionally self-inflicted injury; (2) mental 
illness or nervous disorders without demonstrable organic disease (loss due to Parkinson’s Disease, Alzheimer’s 
Disease or senile dementia is covered); (3) normal pregnancy and childbirth; complications of pregnancy, however, 
will be covered as a sickness; (4) treatment of an injury that results from your commission of, or attempt to commit a 
felony, or from you being engaged in an illegal activity; (5) cosmetic surgery; cosmetic surgery does not include 
reconstructive surgery which is incidental because of previous surgery due to trauma, infection, or other disease of 
the involved part; (6) confinement in a Hospital located or care received outside of the territorial limits of the United 
States of America, its commonwealth partners, or the countries of Canada and Mexico; or (7) you being intoxicated or 
under the influence of alcohol or a narcotic, unless administered on the advice of a Physician. 

 
5. Renewability – Your coverage is Guaranteed Renewable to Age 65.  This means that you may keep your coverage 

under the group policy in force until age 65 by paying the renewal premiums as they are due or during the 31-day 
grace period.  Once you reach age 65 your coverage under the policy will terminate. 

 
We will have the right to change your renewal premium, but only if we change the table of premium rates for the 
group policy.  If we make a change we will provide you with written notice at least thirty-one (31) days before any 
premium change is made. 
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GUARANTEE TRUST LIFE INSURANCE COMPANY 

Glenview, Illinois 
 

HOSPITAL CONFINEMENT INDEMNITY OUTLINE OF COVERAGE  
 

 
6. Additional Benefits – In addition to the above Daily Hospital Benefit, the following benefits are also provided:  
 
 ADULT Doctor’s Office Visit Benefit, per visit, maximum 1 visit per week   $75.00 
 
  Maximum Doctor’s Office Visits per Calendar Year   10 
 

If the Optional Child Benefit Rider selected: 
 
 Child Doctor’s Office Visit Benefit , per visit, maximum 1 visit per week …………………………………… $75.00  
 

Maximum Doctor's Office Visits per Calendar Year 
  for all Dependent Children   5 
 
 Outpatient Benefit Amount   $250.00 
 
  Maximum Calendar Year Outpatient Benefit   $1,000.00 
 
 Ambulance Benefit   $200.00  
 
 

REMEMBER, if you are not satisfied with your coverage, you have 10 days  
to return your certificate to us and get your money back. 

 
 

FOR ADDITIONAL INFORMATION ABOUT BENEFITS OR CLAIMS, TELEPHONE US AT (847) 699-0600 
. 

 
 
[If delivered at time of application by an agent: 
 
Agent’s Signature   Date of Delivery   
 
Agent’s Name (Printed)   
 
Agent’s Address and Phone No.  ] 
 



G0551-RN1 20051108 

GUARANTEE TRUST LIFE INSURANCE COMPANY 
1275 Milwaukee Avenue, Glenview, Illinois 60025 

(847) 699-0600 
 
 

NOTICE TO APPLICANT REGARDING REPLACEMENT  
OF ACCIDENT AND SICKNESS INSURANCE 

 
 
According to your application, you intend to lapse or otherwise terminate existing accident and sickness insurance policy 
number _____________________________ you have with ________________________________ Insurance Company 
and replace it with a policy to be issued by Guarantee Trust Life Insurance Company.  Your new policy provides 10 days 
after receipt of the policy within which time you may decide whether you desire to keep the policy.  For your information 
and protection, you should be aware of and seriously consider certain factors that may affect the insurance protection 
available to you under the new policy. 
 

(1) Health conditions which you may presently have (pre-existing conditions) may not be immediately or fully covered 
under the new policy. This could result in denial or delay of a claim for benefits under the new policy, whereas a 
similar claim might have been payable under your present policy. 

 
(2) Even though some of your present health conditions may be covered under the new policy, these conditions may 

be subject to certain waiting periods under the new policy before coverage is effective. 
 
(3) You may wish to secure the advice of your present insurer or its agent regarding the proposed replacement of 

your present policy. This is not only your right, but it is also in your best interest to make sure you understand all 
the relevant factors involved in replacing your present coverage. 

 
(4) If, after due consideration, you still wish to terminate your present policy and replace it with new coverage, be 

certain that all questions on the application concerning your medical/health history (if any) are truthfully and 
completely answered. Failure to include all material medical information on an application may provide a basis for 
the company to deny any future claims and to refund your premium as though your policy had never been in 
force. After the application has been completed it should be carefully reviewed before being signed to be certain 
that all information has been properly recorded. 

 
(5) New Policies may be issued at an older age than that used for issuance of your present policy; therefore, the cost 

of the new policy, depending upon the benefits, may be higher than you are paying for your present policy. 
 
(6) The renewal provisions of the new policy should be reviewed so as to make sure of your rights to periodically 

renew your policy. 
 
 
The above  "Notice to Applicant" was delivered to me on:  
 

 
____________________________________________________ 

(Date of Delivery) 
 
 
Witness: ______________________________________      ________________________________________ 
              (Licensed Resident Agent)          (Applicant's Signature) 
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