Application for Group Insurance to:

AmFirst Insurance Company
5722 1-55 North Frontage Road e Jackson, MS 39211
P. O. Box 16708 e Jackson, MS 39236

The Information provided by the Applicant in this Application will be the basis on which any insurance is issued.

Incorrect Information could void Insurance.

Applicant

Employer Identification
Number

Name of Business or Organization
Principal Business or Activity

SIC
Code

Physical Address: (Street Number and Name)

Billing Address: (If different from Physical Address)

City

City

State Zip

State Zip

Executive Contact

Billing Contact

Person: Person:

Title: Title:

Telephone: Telephone:

Email Address: Email Address:

Fax Number: Fax Number:
Eligibility

Eligible Persons who are Current Employees on the Policy
Date are Eligible for Insurance

[] On the Policy Date.

Eligible Persons who become Employees after the Policy
Date are Eligible for Insurance

1 On Hire.
[ Days from Hire.

Other than Seasonal Employees, is any Class of Employee
Excluded from Eligibility?

[lYes L] No
If “Yes”, what Class(es)

Eligible Persons Include:

L] Full Time Employees of the Applicant who
Normally Work Hours or More Per Week.

(] The Spouse of the Full Time Employee.

| The Dependent Children of the Full Time
Employee who are insured by the major medical plan.

[] Other. Give complete details.

The Effective Date of an Eligible Person’s insurance
will be the [J first day of the month receipt of his or her
first premium payment.

Policy/Certificate Delivery

Send Policy & Certificate to?

Agency

Employer

“WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any Company, makes any claim for
the proceeds of an insurance Policy containing any false, incomplete or misleading information is guilty of a felony.”
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Insurance Applied For

[The Premium Saver]

[Form AF-PSPGRP-P-25 (08/02) Supplemental Health Insurance (Premium Saver)]
[Are all Eligible Persons covered by a Major Medical Plan or Comprehensive Health Plan? __ [1 Yes _ [1 No
Who is the Major Medical Carrier?

What is the Major Medical Deductible Amount $
What is the Major Medical Co-Insurance Out of pocket Amount %

Important Note: Any person who is not insured by a Major Medical Plan or Comprehensive Health Plan is not
eligible for insurance under this policy form

All persons (100 %) insured by this groups Major Medical or Comprehensive Health Plan must be covered by
the Premium Saver Plan

Employer will pay % of Employee Costs and % of Dependent Costs]

Premium Saver Plan Design
1. SUPPLEMENTAL DEDUCTIBLE (amount each insured pays each calendar year) $

2. SUPPLEMENTAL CO-INSURANCE (amount each insured pays each calendar year) $ OUT OF
POCKET %

3. MAXIMUM TOTAL BENEFIT AMOUNT $

4. INDICATE HERE IF THE OUTPATIENT BENEFIT AMOUNT IS LIMITED $

5. INDICATE HERE IF RIDERS ARE TO BE INCLUDED ( special rates apply - not available in all states)
A. CREDIT FOR PRIOR PLAN DEDUCTIBLE RIDER

B. ALLIED SERVICE RIDER

C. PRESCRIPTIONDRUGRIDER B1 B2 Gi1_ G2

COVERAGE __ DEDUCTIBLEOR __ DEDUCTIBLE AND CO-INSURANCE

8. COMMENTS

~

Requested Effective Date

Payroll and Billing Information (Check All That Apply) For Normal Payday, Give Day of Week
(Monday, Friday, etc.)

[ ] Weekly Normal Payday: ___ [ Bi-Weekly (Every other Week) Normal Payday:
[] Semi-Monthly (Twice per Month) ___[1 Monthly
Normal Pay Dates: and day of the month. Normal Pay Date: day of the month.
[ ] Other: Billings must be: [ ] Alphabetic ~__['] Numeric by Social
Security Number __[| Numeric by Employee Number

ALL PREMIUMS ARE PAYABLE IN ADVANCE OF THE EFFECTIVE DATE OF INSURANCE.
On behalf of the Applicant, this Application for Group Insurance is signed by

X Print Name
Official Title , this day of
Agent Name (print) Signature
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