


Pre-Existing Condition Limitation

Pre-existing conditions are those medical conditions disclosed or not disclosed on the application which were
diagnosed or for which medical advice or treatment was recommended or received from a Doctor within a 12
month period (6 months in ID) immediately preceding the Effective Date of a Covered Person’s coverage.

Any loss due to a pre-existing condition is not covered unless the loss begins more than 12 months after the
Effective Date of a Covered Person’s coverage.

Exceptionsand Limitations

We won't pay for charges incurred:

1
2.
3.

4.
5.

8.

0.

due to war or act of war whether declared or not;

due to intentionally sdlf-inflicted injury;

due to Mentd 1liness or nervous disorders without demonstrable organic disease (Loss due to Parkinson's
Disease or senile dementia is covered);

for norma pregnancy and child birth. Complications of pregnancy are covered as a Sickness;

for treetment of an injury that results from the Covered Person’s commission of, or atempt to commit a
felony, or from the Covered Person being engaged in an illegd activity;

for cosmetic surgery. But “cosmetic surgery” does not include reconstructive surgery that is incidental
because of previous surgery due to trauma, infection, or other disease of the involved part;

for confinement in a Hospital located or care received outside of the territorid limits of the United
States of America, its commonwedth partners, or the countries of Canada and Mexico; or

for the Covered Person being intoxicated or under the influence of acohol or a narcotic; unless
administered on the advice of a Physician.

Doctor’s Office Cdls are limited to one call per week, except Maryland.

10. Outpatient Benefit maximum is $1,000.00 per calendar year.

Stable Premiums

Your premiums cannot be changed due to declining hedlth. Your premiums can only be changed if we change the
premiums of dl like policies in your state. You will be notified before any changes are made.

I ssue Age Unisex Rates*
Rates Stay AsOf I ssue Age

Issue Ages Monthly Semi-Annual Annual
18-49 $31.00 $177.29 $348.31
50-59 $49.00 $280.24 $550.56
60-64 $70.00 $400.34 $786.52
*Plus Savers VBA Membership:  $5.00 $30.00 $60.00
Mail Applications To: Administrator:
Value Benefits of America GEM Administrators
15575 N 79th PI - #100 919 N 1st St
Scottsdale, AZ 85260 Phoenix, AZ 85004
(800) 366-2467 (800) 756-4906

This brochure is a brief summary of benefits only and is subject to the terms, conditions, exclusions and limitations of your Policy.

Coverage may vary or may not be available in all states.



UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA
P. O. Box 7901, Mount Prospect, lllinois 60056

APPLICATION FOR A HOSPITAL CONFINEMENT INDEMNITY POLICY - FORM U0552
APPLICANT INFORMATION
Person(s) Applying for Coverage | Age | Date of Birth | Sex | Height | Weight Occupation Social Security Number

Applicant (A):

Spouse (S):
Address: Phor?e:
Email:
Daily Hospital Benefit | Doctor's Per Visit Benefit | Outpatient Bengfit (Per Visit) | Ambulance Benefit
$200.00 (after 3 days) | $75.00 | $250.00 | $200.00

QUALIFYING MEDICAL QUESTIONS
1. Within the past 12 months has any person to be insured been confined to a hospital, nursing home or other medical facility? ......... O Yes O 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?
.................................................................................................................................................................................. O Yes O No

If “Yes,” indicate which person, condition, diagnosis, dates and type of treatment:

3. Has any person to be insured been medically diagnosed as, or is any person to be insured receiving or been advised by a doctor to seek
treatment for being HIV-positive or having AIDS or AIDS-related COMPIEX? ..........ccoiiiiiiiiiiiiiiii e O Yes O No
OTHER HEALTH COVERAGE
4. Please list all existing or pending coverage and indicate who is covered and if this coverage is to be replaced by this policy. (Attach additional

signed & dated sheet if more room needed.)

Who Covered? Replacing? Company Name Type of Coverage
UAdS U Yes U No
OA OS [ Yes CINo
Applicant $ Please make check/money order payable to:
Spouse $ .
TOTAL PAYMENT DUE $ GEM Administrators
Payment Mode: [O Annual O Semi-Annual O Monthly ] Billing Method: [ Direct Bill [ Bank Draft [ List Bill ]

APPLICANT'S STATEMENTS

| HEREBY APPLY for an insurance policy as indicated on this Application. | 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.

| 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 Policy is issued, and will be in force only as of the Policy 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 Policy; (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 defraud any insurance company or other person files an application for insurance or

statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material
thereto, commits a fraudulent insurance act, which is a crime and may subject such person to criminal and civil penalties.

Dated at this day of , 20
Signature of Applicant:

| certify that | have accurately recorded the information supplied by the Applicant. | further certify that | 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.

[ Witness — Agent's Signature:

Agent's Name: Agent's Number(s): ]

UAPPH19-05 1 20051028



Value Benefits of America Classic Membership Enrollment Form*

Print Primary Member Name:

| agree to the Value Benefits of America terms and conditions as listed on the reverse side of this form.

Signature of Primary Member: X Date Signed:

*Classic Membership does not include Accident Medical, Emergency Air Ambulance or Accidental Death & Dismemberment Benefits.

Classic Benefits include over 400 major chains on-line in over 50 shopping categories, including everything from major department
stores to specialty retailers to boutiques. In addition to earning rewards up to 25% shopping at participating on-line merchants, you
can also receive point of sale discounts up to 50% from leading national retailers. Point of sale discounts are available on brand name
merchandise, travel services and entertainment, including savings on movie tickets, movie rentals and at theme parks nationwide.
You'll also enjoy savings of up to 60% dining at fine restaurants nationwide with discounted dining certificates, and the savings don’t
stop there.

Payment Calculations For Members

(Please insert N/A on dollar line when not purchasing that plan.) Q Mgg:‘hkly Q Aﬁﬁﬁ]{;** Q Annua** Q '\L/'i%'t”é'i'ﬁ
Draft
VBA Classic Membership Level (Required) ----------- $ 5.00* $ 30.00*+$ 60.00* $ 5.00*
VALUE HEALTH PLAN - - == - == - === - - - mmm e o e oo oo - $ $ $ $
Value Health Plan Only $15.00 Monthly Admin Fee $ $ $ $
VALUE MED PLAN ------------mmmmmm e mm e oo oo o - $ $ $ $
TOTAL FORALLABOVE -------------mmmmmm e oo - - $ $ $ $

**(Semi-Annual = Monthly X 6, Annual = Monthly X12)
(List Bill Groups - Minimum of 2 with Value Health Plan. 5 or More otherwise)

*If you have purchased another level of VBA Membership, the $5.00 dues are waived.
| have purchased another level of VBA Membership O ves O nNo

Make check payable to: Send all forms and checks to:
GEM Administrators Value Benefits of America
15575 N 79th PI - #100
Scottsdale, AZ 85260

Bank Draft Authorization Form

GEM ADMINISTRATORS AUTHORIZATION TO HONOR CHECKS, SHARE DRAFTS, OR ACCOUNT DEBITS

Name of Depositor as it appears on Banking Institution Records

Account Number Routing/Transit Number Name of Banking Institution Branch

Address City State Zip

As a convenience to me, | authorize you to pay and charge to my account checks, share drafts, electronic fund transfer debits or other account debits
made upon my account by and payable to the order of the entity designated above or its legal representatives for membership, benefits and/or
premiums. | agree that your treatment of each check, share draft or debit, and your rights with respect to it, will be the same as if it were signed or
initiated personally by me. | further agree that if any check, share draft or debit is dishonored for any reason you will not be under any liability even
though dishonor results in the forfeiture of benefits or membership. If any ACH item is dishonored, | authorize an additional returned check fee of the
state allowable amount to be charged to my bank account. | further agree that this authorization is to remain in effect until you receive written notice
from me of its revocation unless you end it earlier.

X Date Signed:

VBA/VHP Form 281



VBA Terms and Conditions

1.

2.

8.

Member understands that VBA is not an insurance company or program. Accident Benefit Payments are made by the
administrator for the insurance company issuing the blanket coverage to Members.

VBA provides savings to its members on services through a number of sources. The current list of benefits may be
modified through additions or deletions. A quarterly newsletter, posted on our website or sent via e-mail, will keep
Members up to date on benefits and other pertinent information.

Payments for the VBA Program are due in advance. Paymentswill be drafted on or about 15 days before the due date. If
you choose to cancel your program, it isyour responsibility to make sure that your membership card and awritten request
for cancellation are sent to VBA at least 15 days prior to the anniversary of your effective date in order for your account
not to be charged for additional fees.

Member hereby appoints, Vaue Benefits of America Association (VBA) President, or failing this person, aVBA Director,
as proxy holder for and on behalf of the member with the power of substitution to attend, act and vote for and on behal f
of the member in respect of all matters that may properly come before the meeting of the members of VBA and at every
adjournment thereof, to the same extent and with the same powers asif the undersigned member were present at the said
meeting, or any adjournment thereof. Annual meetings are to be held in Arizonathe second Tuesday of August.

VBA reserves the right to terminate any enrollment or deny eligibility in the program for lack of payment to VBA.
Returned checks, insufficient notices on bank drafts or denial by the member’s credit card company for payment of the
membership feeisdeemed to be evidence of non-payment by amember. There will be a$10.00 chargeto bereinstated in
the program after such denial. If reinstatement for non-payment happens more than once, a $20.00 reinstatement will
apply.

In the event of any dispute, member agreesto resolve said dispute solely by binding arbitration that shall be governed by
the laws of the state of Arizona and enforceable at Scottsdale, Maricopa County.

Membership cancelled within the first 30 days of the enrollment date may be eligible for refund if the

membership card and written cancellation request are sent to VBA. The administrative feeis not refundable. Approved
refunds will be processed approximately 30 days after cancellation.

Membership is effective on the 1st of the month following enrollment acceptance by VBA.

Member Agreement:

By signing the enrollment form on the reverse side, Member expresses desire to become a member of Value Benefits of
America. Member acknowledges that the discount plans ARE NOT INSURANCE, but membership may include certain
limited supplemental insured coverages. Membership benefits are not a replacement for health insurance coverage nor are
they intended as a substitute for health insurance coverage. Membership fees may be changed for all members, but not
individually, with notification.



UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA

P. O. Box 7901, Mount Prospect, lllinois 60056
(847) 803-5252

OUTLINE OF COVERAGE for Policy Form Series U0552

Read Your Policy Carefully — This Outline of Coverage provides a very brief description of the important features of your policy.
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 POLICY CAREFULLY!

Hospital Indemnity Coverage — This category of coverage is designed to provide coverage in the form of afixed daily benefit during
a period of hospital confinement resulting from a covered sickness or injury, subject to any limitations set forth in the policy. Such
policies do not provide any benefits other than the fixed daily indemnity for hospital confinement as shown below. However, this
policy provides certain additional benefits as outlined below. Coverage is not provided for basic hospital, basic medical-surgical or
major medical expenses.

Benefits — Your 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.

(= L oS T = = T= 0T SRS $200.00
Hospital Elimination PeriO 3 Days
Additional Benefits — In addition to the above Hospital Benefit, your Policy also provides the following benefits:

Doctor’s Office Visit Ben€fit, per visit, maximum L Visit per WeeK $75.00

Maximum Doctor’ s Office Visits per Calendar Y €ar 10
Ooutpatient Benefit AMOUNt $250.00

Maximum Calendar Year Outpatient Benefit $1,000.00
Ambulance Benefit $200.00

Exclusions and Limitations — Your policy will not cover loss resulting from pre-existing conditions during the first year that your
policy isin force. A “pre-existing condition” is any sickness or injury diagnosed or for which medical advice and/or trestment was
received from or recommended by a Physician within atwelve (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) war or act of war whether declared or not; (2)
intentionally self-inflicted injury; (3) menta illness or nervous disorders without demonstrable organic disease (loss due to
Parkinson’s Disease, Alzheimer’'s Disease or senile dementia is covered); (4) normal pregnancy and childbirth; complications of
pregnancy, however, will be covered as a sickness; (5) treatment of an injury that results from your commission of, or attempt to
commit a felony, or from you being engaged in an illega activity; (6) cosmetic surgery; cosmetic surgery does not include
reconstructive surgery which isincidental because of previous surgery due to trauma, infection, or other disease of the involved part;
(7) 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 (8) you being intoxicated or under the influence of alcohol or a
narcotic, unless administered on the advice of a Physician.

Renewability — The policy is Guaranteed Renewable to Age 65. This means that you may keep your 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, the policy will terminate and
your coverage will end.

We will have the right to change your renewal premium, but only if we: (a) first file and, if required, obtain the approval of the
responsible state agency; (b) change the rates for al series U0552 policies in your state; and, (c) give you 31 days advance written
notice.

u0552-0C 1 20051031



United National Life Insurance Company of America
Mt. Prospect, Illinois

Hospital Confinement Indemnity Policy
Outline of Coveragefor Form Series U0552

Renewability (continued) —

Annual Premium for Your Palicy: $ . You have paid $ with your application, which provides months
coverage. Your renewal premium (subject to change) will be $ every months.

REMEMBER, if you are not satisfied with your policy, you have 10 daysto return it to the Company
and get your money back.

FOR ADDITIONAL INFORMATION ABOUT POLICY BENEFITSOR CLAIMS, TELEPHONE USAT (847) 803-5252.

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.

u0552-0C 2 20051031



UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA

P. O. Box 7901, Mount Prospect, lllinois 60056
(847) 803-5252

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 replace
it with a policy to be issued by United National Life Insurance Company of America. 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 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) 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.

(3) If, after due consideration, you still wish to terminate your present policy and replace it with new coverage, be
certain to truthfully and completely answer all questions on the application concerning your medical/health history.
Failure to include all material medical information on any 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 and before you sign it, reread it carefully to be certain that all information has been properly
recorded.

The above "Notice to Applicant" was delivered to me on:

(Date of Delivery)

Witness:

(Licensed Resident Agent) (Applicant's Signature)

U0552-RN2 20051115



Value Med Underwriting Guidelines
Application Question 1:
If “Yes” answer provide details. If the hospitalization or other confinement was due to a fracture, minor
surgery (gall bladder, appendix, child birth), the applicant can qualify. If for major surgery or hospitalizations
or other confinements due to a major illness or sickness, the applicant will not be eligible for the plan.

Application Questions 2 & 3:
If “Yes” is answered for either question, the applicant will not be eligible for the coverage.

Pre-Existing Condition Limitation
Pre-existing conditions are those medical conditions disclosed or not disclosed on the application which
were diagnosed or for which medical advice or treatment was recommended or received from a Doctor
within a 12 month period (6 months in ID) immediately preceding the Effective Date of a Covered Person’s
coverage. Any loss due to a pre-existing condition is not covered unless the loss begins more than 12
months after the Effective Date of a Covered Person’s coverage.

List Bill Cases
There is an additional Admin Fee of $5.00 Monthly on all List Bill Cases of 2 or more, no matter what the
group size.

HEIGHT & WEIGHT CHART

FEMALE MALE
Height Min Weight Max Weight Height Min Weight Max Weight

4'8” 77 212 50" 91 234
4'9” 78 216 51" 93 237
4'10” 79 220 52" 95 243
4117 81 224 53" 98 247
50" 83 229 54" 101 256
51" 85 238 5'5” 103 262
52" 87 243 56" 106 270
53" 89 244 57" 109 276
54" 91 250 5'8” 112 286
5'5” 93 256 59" 115 296
56" 96 262 510" 118 299
57" 98 268 511" 121 308
5'8” 101 274 6'0” 124 312
59" 104 287 6'1" 127 323
510" 107 288 6’2" 131 328
511" 110 296 6'3” 134 339
6'0” 114 305 6'4” 138 360
6'1" 117 314 6’5" 142 385
6'2" 120 323 6'6” 146 409

6’7" 150 418

6'8” 154 427






