B
Value Med Plan

Benefits are Paid Directly to You!

OFFICE VISITS $75.00 PER VISIT!

Pays for any practitioner
of the healing arts!

¢ OUTPATIENT e

$100.00 Per Sickness or Injury!

X-Rays, Lab Tests, Medical Supplies & Much More

Pays in the doctor’s office, lab or any other outpatient facility for each covered adult and child

¢ HOSPITAL e

$1,000 Daily Hospital Benefit -——  —
from the first day to $365,000.00!

Also options for $500 per day or $100 per day
Dependent Children limited to $100 per day option

NOW! ¢ CANCER BENEFIT e
For each covered adult

$5,000 First Diagnosis éo,ooo Benefit
Pays directly Lump Sum Also Available

to you Cancer benefit not applicable in FL, OR, SD & WA

¢ PAYS IN ADDITION TO OTHER INSURANCE ¢ GUARANTEED RENEWABLE TO AGE 65
¢ NOPPO &NOHMO o NO DEDUCTIBLE OR CO-PAYS ¢

Underwritten By: United National Life Insurance Company Of TOVBA Underwritten By: Guarantee Trust Life Insurance Company in All
America in AR, AZ, ID, IL, MO, NE, NV, NM, OK, SD, TN, TX. & Other States Where Approved. Group Policy #GP2005, LA Policy
Group Policy #UP2005, UT Policy Form U0552-UT, AR Policy © Form G0551-LA(11), MD Policy Form G0551-MD, OR Policy Form

Form U0552-AR, OK Policy Form U0552-OK, SD G0551-OR, SC Policy Form G0551-SC, WA Policy Form G0551-

Lli Policy Form U0552-SD, WV Policy Form U0552 WA G T L

FORM UADH1-11 02/2012
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Pre-Existing Condition Limitation
Pre-existing conditions are those medical conditions disclosed or not disclosed on the application which were di-
agnosed or for which medical advice or treatment was recommended or received from a D octor within a 12
month period (6 months in ID, NV, ND and OR, and 90 days in WY) immediately preceding the Effective Date of
a Covered Person’s Coverage. Any loss duet o a pre-existing condition is not covered unless the loss be gins
more than 12 months after the Effective Date of a Covered Person’s Coverage.

Exceptions and Limitations
We WILL NOT pay for charges incurred:
1. due to war or act of war whether declared or not; (Except in OK)
2. due to intentionally self-inflicted injury;
3. due to Mental lliness or nervous disorders without demonstrable organic disease (Loss due to Parkinson’s

Disease, Alzheimer’s or senile dementia is covered) Excep tin VT; In DC: due to Mental lliness or nervous disorders
without demonstrable organic disease, except as state mandated (Loss due to Parkinson’s Disease, Alzheimer’s or senile dementia is
covered)

for normal pregnancy and child birth. Complications of pregnancy are covered as a sickness;

5. for treatment of an injury that results from the Covered Pe rson’s commission of, or attempt to commit a felo-
ny, or from the Covered Person being engaged in an illegal activity; Except in LA; In NE: being engaged in an
illegal occupation; In VT: treatment of an injury that results from your participation in a felony;

6. for cosmetic surgery, but “cosmetic surgery” does not include reconstructive surgery that is incidental be-
cause of previous surgery due to trauma, infection, or other disease of the involved part;

7. for 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;

8. for the Covered Person being intoxicated or un der the influence of alcohol or a narcotic; unle ss administered

on the advice of a Physician or as state mandated. Except in LA or WA; IN NV: substance abuse, including alco-
holism, drug addiction, narcotics or hallucinogens.

B

In OK, We will also not be liable for any loss sustained or contracted in consequence of Your being under the influence of any narcotic, unless
administered on the advice of a Doctor.

Benefit Limitations

1. Outpatient Benefit is $100.00 per sickness or injury up to $200.00 per calendar year per covered adult and for
each covered child.

Doctor’s office visits are limited to 10 per calendar year for adults, 5 per calendar year for all children com-
bined.

Doctor’s office calls are limited to one visit per week, except in Maryland.

Lifetime maximum is 365 days of hospital indemnity benefits paid.

Ambulance Benefit is $200.00 per sickness or accident.

Benefits under Riders RG0O7LS or RGO7LS(G) are limited to one (1) Lump Sum payment during Your lifetime.

Stable Premiums

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

N

2

» Association membership is not permitted in OR

MARKETED BY: Mail Completed Applications To:

General Agent Center
8700 E. Vista Bonita Dr., Suite 174
Scottsdale, Arizona 85255
Phone (800) 366-2467 Fax (800) 471-7996

. This brochure is a brief summary of benefits only and is subject to the terms, conditions, exclusions and limitations of your Policy.
FORM UADH1-11 Coverage may vary or may not be available in all states. 02/2012




70%
of all ER Visits
can be traeted

Y hotline s

Your Health Concierge

' Nod-For-Profil Associalion

INSTANT ACCESS APP!

Instantly access ALL your
UEUELEUBLERCILICEE VD Hotline physicians provide medical advice, diagnosis
with the smartphone app! . .

and treatments in one-on-one video or teleconference

The VBA-NEA MD Hotline ]
app can be downloaded consultations 24 hours a day, 7 days a week!

via I-Tunes & Google Play, MD H Otl | ne Doctors

or scan the Q.R. code now

to download! can write prescriptions!”

= __ \/BA-NEAM.D.™ hotline’

Your Health Concierge

UNLIMITED consultations with

VBA-NEA M. 0.1 hotline

GET THE APP TODAY!

Have you ever...
¢ Needed a doctor in the evenings or on the weekends?

¢ Needed a prescription called in to your pharmacy? Common health
¢ Needed to talk to a doctor about a nun-emergency illness? conditions treated by
MD Hotline Doctors:

Fever / sore throat

NATAGS
TRC SR m“-t"
= “\‘\l'\ ““

Nasal congestion / cough
Ear ache / Bronchitis
Allergies & Diabetes

SKKX

Save time at work or while at home when a doctor consultation is
maintained in a highly secured Internet accessible enviornment

needed for you or members of your family! Electronic medical records are
and are available to MD Hotline Physicians prior to consultation.

MD Hotline is Not Insurance. Benefit Effective 30 Days After Date of VBA Membership. MD Hotline is not a replacement service for medical emergencies.
In the event of a life-threatening health emergency, members should call 911 or their local emergency services first. *No DEA Controlled Substances or NBarcotics Allowed.

VBA Membership is not available in all states.

FORM VALMED (02/2012) DISCOUNT BENEFITS ARE NOT INSURANCE AND ARE NOT AVAILABLE IN ALL STATES




- VBA membership also includes: 128\:2;0()

Start Saving Immediately! DENTAL

Locations
Nationwide!

With the Enhanced Benefits Card
members enjoy discounts
and savings in addition to other insurance.

X-Ray & Imaging
from 10% - 50%

Vision & Lasik
from 10% - 50%

RX Prescriptions
up to 65%

Dental Hearing Lab Tests: Diabetic Supplies
from 15% - 40% up to 15% from 10% - 50% from 15% - 50%

Dividend Club Rewards include savings on home furnishings, electronics, clothing and accessories,
office supplies and much, much more. As part of your VBA membership, you also enjoy savings on
printing, shipping, car rental and dining rewards. To sign up and start using your discounts and
savings, simply use the MD Hotline app, or go to: www.vbamembers.com and follow the prompts.

ﬁf;ﬁgggg{, iiﬁ’iﬂgs Printing & How do | access
money-saving coupons on top of Shlpplng MD Hotllne

special rates! Take advantage of
year-round savings! Alamo offers VBA Membership also includes dis-

year-round discounts counts on products and services at & ad d Itl O n al

on value-added FedEx Office. Enjoy a 30% discount g )
promotions on leisure on copy services as well as a 10% be n efl tS G

or business travel. discount on additional FedEx Office
™ products and services. GET T

Dividend Club
Save enough money each month ACCESS YOUR BENEFITS NOW!

while eating out to more than pay

for your membership! Ava”able now for download

You may save thousands of

dollars each year by shopping Vla |-TuneS Or GOOQ'G Play, Or VISIt

the hundreds of Dividend Club and Member

eShop merchants as a VBA Member. WWW ) Vb am e m b e rS . CO m

The Enhanced Benefit Card’s discounts and savings are available to anyone—member or non-member.
Neither United National Life Insurance Company of America or Guarantee Trust Life Insurance Company provide or are affiliated with the MD Hotline
or Enhanced Benefit Card Saving programs provided by Value Benefits of America.

*DISCOUNT BENEFITS ARE NOT INSURANCE AND ARE NOT AVAILABLE IN ALL STATES

8700 East Vista BonitaDr., Suite 174, Scottsdale, Arizona 85255 (800) 366-2467 FORM VALMED (02/2012)




Value Med Plan RATES

All Rates INCLUDE $5,000 First Diagnosis Lump Sum Cancer Benefit!

S1,000 Daily Hospital Benefit Option

ISSUE AGE

18 — 39

40 — 44

45 — 49

55 — 59

60 — 64

ALL CHILDREN
COMBINED*

Monthly Quarterly |[Semi-Annual| Annual
$68.51 $199.37 $391.82 $769.78
$76.56 $222.81 $437.88 $860.28
$91.54 $266.39 $523.52 $1,028.53

$110.70 $322.15 $633.10 $1,243.81
$137.05 $398.83 $783.79 $1,539.87
$183.37 $533.63 $1,048.71 $2,060.34
$50.00 $145.51 $285.96 $561.80

ISSUE AGE

S500 Daily Hospital Benefit Option

18 — 39

40 — 44

45 — 49

50 — 54

55 — 59

60 — 64

ALL CHILDREN
COMBINED*

Monthly Quarterly [Semi-Annual| Annual
$51.57 $150.09 $294.96 $579.49
$56.24 $163.67 $321.66 $631.94
$65.12 $189.51 $372.43 $731.68
$83.15 $241.96 $475.52 $934.22
$96.27 $280.17 $550.61 $1,081.74
$129.08 $375.65 $738.25 $1,450.39
$50.00 $145.51 $285.96 $561.80

ISSUE AGE

S100 Daily Hospital Benefit Option

55 —59

60 — 64

ALL CHILDREN
COMBINED*

Monthly Quarterly [Semi-Annual| Annual
$38.03 $110.66 $217.48 $427.26
$39.98 $116.36 $228.67 $449.26
$43.98 $128.00 $251.55 $494.20
$61.10 $177.81 $349.45 $686.54
$63.66 $185.25 $364.06 $715.24
$85.66 $249.27 $489.88 $962.43
$50.00 $145.51 $285.96 $561.80

*Children issued $100 Daily Option only, regardless of Adult Benefit.
**Rates shown are for MOST STATES, where Value Med is sold, except: FL, OR, SD & WA

See the Bank Authorization Form for payment options, including List Bill.

MEMBERSHIP:;
Add $5 monthly,
$15 quarterly, $30 semi-annually, or
$60 annually for VBA Membership
which INCLUDES ALL of the great ben-
efits outlined in the brochure.

In states, where the
Value Med Plan is

issued as an

individual/family
policy, there is

ADDITIONAL
$5,000 Cancer Benefit

ADD rates listed below
to selected premium

a $5 monthly,
$15 quarterly, $30 Add
semi-annual or $60 | 'ssue Age | Monthly
annual administra- 18—39 $3.03
e f i
five fee Per policy, 40- 49 $4.98
not per individual.
_ 50—54 $7.10
VBA Membership
Also INCLUDES: 55—64 $9.66
o 247 Add
UNLIMITED | Issue Age | Quarterly
CallIMD
Doctor Tele- 18—39 $8.81
conferences 40- 49 $14.50
¢ S7000Emer- | 50 54 | $20.67
gency Air
Ambulance 55—64 $28.10
Coverage
Add
And Much More! | Issue Age | semi-Annual
18—39 $17.31
40-49 $28.50
50—54 $40.62
55—64 $55.23
Add
All Rates Issue Age | Annual
INCLUDE: 18—39 $34.00
¢ Doctor Office | 40-49 $56.00
Visits & Out-
patient Bene- | 50—54 = $79.80
fits & More! 55—64 $108.50

FEB 2012




UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA
P. 0. BOX 1154, Glenview, Illinois 60025-1154 e (847) 803-5252

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!

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.

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 first day of confinement and for each day you are
confined for up to 365 days of confinement during your lifetime.

Daily HOospital BENeTit ... ...ve it e e e e e e e e e e e See Policy Schedule Page

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.

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.

UC2005-OC(CR) (LS) 1



UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA

Glenview, lllinois

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

If the Optional Child Benefit Rider selected:

Child Doctor’s Office Visit Benefit, per visit, maximum 1 visit per Week ............ccoooeiiiiiiii i, $75.00

Maximum Doctor's Office Visits per Calendar Year
for all Dependent Children

Outpatient Benefit Amount $100.00
Maximum Calendar Year Outpatient Benefit $200.00
Ambulance Benefit $200.00

Lump Sum Cancer Rider RGO7LS (G)

We will pay the Lump Sum Benefit Amount provided You have:

1. met the conditions set forth in the Eligibility for Benefits provision of this Rider, and
2. satisfied this Rider's Proof of Loss provision.

The Lump Sum Benefit Amount is shown in the Policy Schedule.

Benefits under this Rider are limited to one (1) Lump Sum payment during Your lifetime.

Additional $5,000 Lump Sum Cancer Benefit Amount Selected: [

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) 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.

UC2005-OC(CR) (LS) 2



UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA
P.0. BOX 1154 GLENVIEW, ILLINOIS 60025-1154 1-800-207-8050
APPLICATION FOR HOSPITAL CONFINEMENT INDEMNITY COVERAGE UNDER POLICY FORM UP2005

Value Benefits of America, Inc.

APPLICANT INFORMATION

[Person(s) Applying for Coverage | Age | Date of Birth Sex Height | Weight Occupation Social Security Number
Applicant (A):
Spouse (S):
Child 1 (C):
Child 2 (C):
Child 3 (C):
Child 4 (C):
Address: Phohe.
Email:
Hospital Benefit To 365 Days | Lump Sum Cancer | Doctor's Per ‘ Outpatient Benefit | Ambulance H Additional Lump ‘ Child Rider
Visit Benefit Sum Cancer

[ $1,000 Daily, (1 $500 Daily | $5,000 (Applicant $75 $100 $200 Applicant [J $5,000 |YesO
or I $100 Daily and Spouse only) Spouse [ $5,000 |$100 Daily Hospital Benefit to 365 Days

QUALIFYING MEDICAL QUESTIONS

. Within the past 12 months has any person to be insured been confined to a hospital, nursing home or other medical facility or been disabled
or been advised to have surgery but have NOt YEE AONE SO ......ccuviiie ittt et e et e e s et e e e e et sre e e e et eearnaneaans OYes OONo
If yes, indicate which person, condition, diagnosis, dates and types of treatment:

. 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 OF AruUG OF @ICONOI USE? ...t e e e et bttt et e et bt e e e sab et e et et e artee e e e e OYes COINo
If yes, indicate which person, condition, diagnosis, dates and types of treatment:

. Within the past 24 months, has any person to be insured have been advise to seek treatment or medical advice from a practitioner but have not done so
or experienced by symptoms that would have caused a person to seek medical advice from a medical practitioner for any medical conditiorEn queséion
T TSSOSO Yes L1 No
If yes, indicate which person, condition, diagnosis, dates and types of treatment:

. In'the past 10 years has any person to be insured had, ever diagnosed as having, received medication for or been treated by a medical practitioner for
cancer, carcinoma, malignant tumor, Leukemia, Lymphoma, Hodgkin’s disease, malignant melanoma or sarcoma? .............ccccoeevvveernn, [ Yes I No

. In the past 10 years, has any person to be insured been positively medically diagnosed, treated or been advised by a doctor to seek treatment for being
HIV-positive or having AIDS or AIDS-Related COMPIEX? ... ..vveiie oo et et e e et e e e e e et e e e e as e e e aeann e aee e [ Yes O No
If Yes, indicate which person, condition, diagnosis, dates and kinds of treatment

OTHER HEALTH COVERAGE

6. 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 needed.)

ho Covered? Replacing? Company Name Type of Coverage
OAOsOC [J Yes OO No

OoAOs OC O Yes CINo

N

w

[S2 BN SN

PREMIUM

Insurance Coverage  $ Please make check/money order payable to:

Association Dues $ . . .

TOTAL PAYMENT DUE $ United National Life Insurance Company

Payment Mode: 0 Annual OO Semi-Annual O Quarterly 0 Monthly Billing Method: [ Bank Draft [ Direct Bill [ List Bill O Credit Card

APPLICANT'S STATEMENTS
| HEREBY APPLY for coverage 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 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 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):
E-mail address:

UGAPPH2-08 (LS) MO




UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA
[1275 Milwaukee Avenue, Glenview, lllinois 60025]

SUPPLEMENT TO APPLICATION

Applicant Name:

Please Print

[Required only if Applicant’s spouse is applying for coverage. Spouse includes legally married/common law spouse and civil union/domestic
partner, if legally recognized in the Applicant’s State.

Spouse Name:

Please Print ]

IMPORTANT DISCLOSURE STATEMENT

THIS IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A
SUBSTITUTE FOR MAJOR MEDICAL COVERAGE. LACK OF MAJOR
MEDICAL COVERAGE (OR OTHER MINIMUM ESSENTIAL COVERAGE?¥)
MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES.

* Minimum Essential Coverage is the type of coverage an individual needs to have to meet the individual responsibility
requirement under the Affordable Care Act. This includes individual market policies, job-based coverage, Medicare,
Medicaid, CHIP, TRICARE and certain other coverage.

INDIVIDUAL ATTESTATION REGARDING MINIMUM ESSENTIAL COVERAGE

| hereby attest that | am covered by a major medical policy or other medical health insurance that qualifies as “minimum essential coverage” under
the Affordable Care Act.

Applicant Signature Date

[
Signature of Spouse (if also applying for coverage) Date ]

UNL-MEC-NOTICE



Bank Authorization, Payment Calculation, VBA Membership Enroliment
Required with ALL new Value Med Plan Applications

o BANK DRAFT AUTHORIZATION AGREEMENT
FOR AUTOMATIC MONTHLY PAYMENTS

| hereby authorize the indicated payee below to charge my account
the insurance premiums and fees due monthly.

O] UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA (UNL)

(Value Med Plan in AR, AZ, ID, IL, MO, NE, NV, NM, OK, SD, TN, TX, UT & WV)
CJ GUARANTEE TRUST LIFE INSURANCE COMPANY (GTL)

(Value Med Plan in approved states not listed above)

| understand my account will be charged once each month for the total amount shown as due for my
monthly premium and fees for the term of the policy of insurance issued to me. | understand that if a
charge to my account is not honored, my insurance coverage could lapse. | further agree that you will not
be under any liability for any dishonored electronic withdraws from my account, for any reason, even
though the dishonor results in the forfeiture of benefits or membership. If any ACH item is dishonored, |
authorize any additional returned check fees resulting from said dishonored check, to be charged to my
bank account. | understand that if | wish to cancel my coverage, | must inform the named insurance com-
pany above of such cancellation within 30 days of the withdrawal date. Please charge my monthly premium
and fees against the following account.

Name of Depositor, as it appears on the Bank Institution’s Records

Account Number Routing / Transit Number

Name of Banking Institution Branch
Address City State Zip
Authorized Signature Date Signed

9 PAYMENT CALCULATION

MAKE CHECK PAYABLE TO THE AUTHORIZED PAYEE
INDICATED FOR YOUR STATE LISTED ABOVE

Value Med

O Monthly Bank Draft O Monthly List Bill* Plan
T i T T
O Quarterly T 0 Semi-Annual " Q Annual MAKE CHECK
PAYABLE TO
GTL or UNL
1. Applicant $
2. Spouse $
3. Child $
4. VBA Monthly Fees
(VBA Classic Membership is required if not a $500
current VBA Member)
5. Monthly Admin Fee N/A
6. Total Monthly Duet $

* Minimum for Monthly List Bill is 5 on Value Med.

*** |f you have purchased another level of VBA Membership, the $5.00 monthly dues are waived.
| have purchased another level of VBA Membership. [ Yes [ No

t For Quarterly, Semi Annual or Annual payment modes:
Quarterly, Semi-Annual — See brochure for rates (Add $30 VBA dues if not already a member.)
Annual - See brochure for rates. (Add $60 VBA dues if not already a member.)

VMP FORM 281 (Revised 05-2013)

o VBA MEMBERSHIP ENROLLMENT FORM

Print Primary Member Name:
| agree to the Value Benefits of America terms and conditions as listed on this form.

X

Signature of Primary Member

Date Signed

About Value Benefits of America Classic Membership: 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 retail-
ers. Point-of-sale discounts are available on brand name merchandise, travel ser-
vices 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 res-
taurants nationwide with discounted dining certificates, and the savings don't stop
there. Included at no charge are discounts at over 55,000 pharmacies for your
prescription drugs as well as lab tests and x-ray imaging services. Complete details
of membership benefits are provided at www.VBAmembers.com.

VBA Terms & Conditions

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

2. 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 newslet-
ter, posted on our website or sent via e-mail, will keep Members up to date on benefits and
other pertinent information.

3. Payments for the VBA Program are due in advance. Payments will be drafted on or
about 15 days before the due date. If you choose to cancel your program, it is your respon-
sibility to make sure that your membership card and a written 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.

4. Member hereby appoints, Value Benefits of America Association (VBA) President, or
failing this person, a VBA Director, as proxy holder for and on behalf of the member with
the power of substitution to attend, act and vote for and on behalf 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 as if the under-
signed member were present at the said meeting, or any adjournment thereof. Annual
meetings are to be held in Arizona the second Tuesday of August.

5. 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 fee is deemed to be
evidence of non-payment by a member. There will be a $10.00 charge to be reinstated in
the program after such denial. If reinstatement for non-payment happens more than once,
a $20.00 reinstatement will apply.

6. In the event of any dispute, member agrees to 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.

7. 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 ad-
ministrative fee is not refundable. Approved refunds will be processed approximately 30
days after cancellation.

8. Membership is effective on the 15t of the month following enroliment acceptance by VBA.
Member Agreement: By signing the enroliment form, 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 coverage's. 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 in that class but not individually, with notification.

Please mail completed forms and your check(s) to:

VALUE BENEFITS OF AMERICA
8700 E. Vista Bonita Drive, Suite 174

Scottsdale, AZ 85255

Marketed By GAC #



REQUIREMENTS FOR NEW BUSINESS SUBMISSION

All products, brochures, applications and forms can be found at:
www.gacquote.com

Please be sure you are using the most up-to-date materials!
CALL US if you have questions! 800-366-2467

EXPEDITE
PROCESSING!!

In order to process applications quickly
and accurately, please review
all applications prior to submission.

BE THOROUGH
& SAVE TIME!

Incomplete, inaccurate and/or illegible
applications cause delays in processing.

HAVE YOU ... v

= Completed ALL required forms?
= PRINTED all information legibly?
= SIGNED all forms?

= Provided a client check made pay-
able to OR a voided check?

= Matched the premiums & fees on the
Bank Authorization form to the premi-
ums listed on the application?

Value Med Plan

Q Replacement Form*

O GTL or UNL Application (state specific)

4 Arbitration Form (Alabama Only)

U Bank Authorization Form (only ONE per client)
U Payable Check OR Voided Check

*Replacement Form is required for Value Med Plans
if replacing insurance in the following states:

AR, CO, DE, FL, ID, IL, IA, KY, OK, PA, SC, TX, UT, VA, WI, WV

VBA & AHIR & NEA
ACCIDENT PLANS

Replacement Form Not Required
U Enrollment Form

O Payment Authorization (& Voided Check if
applicable)

SEPT 2013



VALUE MED PLAN AGENT GUIDELINES

Underwritten by United National Life Insurance Company of America (UNL) in AR, AZ, ID, IL, MO, NE, NV, NM, OK, SD, TN, TX, UT & WV
Underwritten by Guarantee Trust Life Insurance Company (GTL) In all other approved states

1. ISSUE DATE: Business is issued on the date approved in underwriting by the carrier (usually in 10 days). You can request a later effective
date with a note attached to the application. If no money is received the carrier may need up to 15 days.

2. MONIES COLLECTED: Make checks payable to the insurance company. Applicants can pay by Monthly Bank Draft, Semi-Annual, Annual
or Monthly List Bill. Make sure the applicant is aware that their account will be drafted immediately if they did not submit money and thereafter
(after issuance) approximately 15 days prior to the due date. The insurance company processes the monthly collections for individuals on the
Value Med. (List bill instructions are in #6 below).

3. ORIGINAL APPLICATION(S) ARE PREFERRED: We do accept legible fax/photo copies. If not legible, issue is delayed for the individual.

4. MUST INCLUDE THESE SIGNED FORMS: HIPAA Authorization, VBA membership enrollment and an Automatic Monthly Bank Draft (and
voided check).

5. CONTACT INFORMATION: Most correspondence regarding application is sent to the agent via email, phone or mail. We may be required
to call on the customer, so always include the email address, if available and the phone number.

6. LIST BILL: No group participation and a minimum of 5 or more employees must apply. The 1st month’s premium and fees must be paid to
issue on a List Bill. Please use the GTL/UNL List Bill Form and make check payable to either GTL or UNL.

7. COMMISSION PAYMENT: New business will be paid weekly upon issue and renewals on or about the 20th of each month.

8. CHANGES AND CANCELLATIONS: Any changes, including cancellations must be in writing and sent to GAC or the insurance carrier.

9. FULFILLMENT: All fulfillment information, Certificate of Insurance and ID cards will be mailed directly to your client.

10. CHILD COVERAGE: Children may be covered by including them on the application. Child(ren) only coverage is not available.

11. COVERAGE REPLACEMENT: GTL/UNL requires a signed Replacement Form in the states of: AR, CO, DE, FL, IA, ID, IL, KY, OK, PA,
SC, TX, UT, VA, WI & WV. Also list the reason coverage is being replaced.

12. OUTLINE OF COVERAGE: Some states have an outline of coverage form: AR, ID, OK, OR, SC, UT & WV

UNDERWRITING GUIDELINES
The applicant and spouse height and weight must be within the guidelines listed
on the chart.
APPLICATION QUESTION 1:
If “Yes”, provide details. If the hospitalization or other confinement was due to a
fracture or minor surgery (gall bladder, appendix or child birth) the applicant can
qualify. If for a 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.
THERE ARE NO RATE UPS AND NO ELIMINATIONS!
Underwriting decisions are made based on the information disclosed on the appli-
cation for insurance. Any false or incomplete information listed on the application
can result in a rescission within the first 2 years of 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.

General Agent Center

15575 N. 79th Place #100, Scottsdale, AZ 85260
Phone 1-800-366-2467 Fax 1800-471-7996
Email: newsales@gacquote.com
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