OTHER INSUR ANCE                                                                                                    

Have you or any of your dependents been insured through any other plan of health insurance within the past 18 consecutive months?   ( Yes   ( No

Please complete:  Name of Insurance Company ____________________________________________________ Phone No. (          )____________

Employee Effective Date: __________________ Employee Termination Date: ____________________ Policy or Certificate Number: ____________

Dependent Effective Date: ____________________  Dependent Termination Date: ____________________________

Type of Coverage:  ( Employer Sponsored   ( Individual          Coverage was for:  ( Self    ( Spouse   ( Child(ren)

Reason for loss of coverage: __________________________________________________________________________________________________________________

(Attach the most recent billing and a copy of the outline of benefits.)  (Attach copy of Certificate of Credible Coverage)

COMPLETED BY:   (  Employee
(  Employer

______________________________________________________________________________________________________________________ ___________________

Beneficiary for Life and AD&D __________________________________________  Relationship ________________________________________

I hereby apply for insurance to which I am now or may become entitled under the provisions of the Group Insurance issued by the Insurance Company. I authorize my employer to deduct the required premium contribution, if any, from my earnings. I understand that my application is subject to approval by the Insurance Company. I understand that my coverage, if approved, and that of my dependents, if any, will be subject to the pre-existing condition provision specified in the Certificate, and that this provision has been fully explained to me.

I understand that one of the requirements for eligibility on the effective date and for continued eligibility under the plan is that I be actively at work and usual place of business employed full time (usually at least thirty (30) hours per week) at my employer’s place of business. I also understand that if any dependent being applied for is not able to carry on the normal activities of a person of like age and sex in good health or is hospital-confined on the effective date, such dependent’s coverage will not become effective until he/she is able to carry on the normal activities of a person of like age and sex in good health.

I am applying for coverage under the Insurance Company’s Precertification conditions.  I authorize any physician, medical practitioner, hospital, clinic, or medical-related facility or insurance company having information available as to diagnosis, treatment and prognosis regarding any physical, mental, drug, or alcohol condition and/or any treatment of myself or my insured dependents t give/allow the Insurance Company or their legal representatives any and all such information including but not limited to Precertification of outpatient procedure or service and hospital admission, Continued Stay Review, On-Site concurrent Review and patient visitation while I or my insured dependents are or have been a patient of a physician, hospital, clinic or medical-related facility. I understand that failure to precertify results in reduced or no benefits.

Any information obtained will not be released by the Insurance Company to any person or organization except to persons or organizations performing business or legal services in connection with my application, claim, or as may be otherwise lawfully required or as I may further authorize. I understand that this information obtained by the Insurance Company will be used to determine appropriate and accurate medical charges.

I hereby declare that the foregoing statements and answers made by me on behalf of myself and my dependents, if applying, are complete and true, and that they are correctly and fully recorded, and that no material circumstance or information has been intentionally withheld or omitted concerning myself and my dependents, if any, past and present state of health, and I agree that the answers and statements herein shall form a part of the certificate. I understand that any misstatements or failure to report information may be used as the basis of rescission of Insurance for myself or my dependents, if any. I also understand that insurance will not be in force until the application is approved by the Insurance Company.

Furthermore, I hereby authorize any physician or practitioner, hospital, or other organization, institution, or person that has any medical records or knowledge of me or my family to give to the Insurance Company or its Authorized Administration such information (photocopy of this authorization shall be valid as the original).

As a condition to participating in and receiving benefits under the Insurance Plan I agree:  1. To reimburse the Company for any benefits paid to or on behalf of me and/or my dependents, if any, or that will be paid as a result of said injury or condition, when said benefits are recovered, in any form, from any person, corporation, entity, no fault coverage, uninsured coverage, underinsured coverage, other insurance policies or fund; and 2. Without limiting the preceding, to subrogate the Company to any and all claims, causes of action or rights that the have or that may arise against any person, corporation and/or other entity who has or ma have caused, contributed to/or aggravated the injury or condition for which me and/or my dependents, if any, claim an entitlement to benefits under this Policy, and to any claims, causes of action or rights they may have against any other no fault coverage, uninsured motorist coverage, other insurance policies or funds (without regard to the common fund or make whole doctrines).

______________________________________


___________________________________________________________

Date





Signature of employee (and parent of applicant if under age 18)

WAIVER OF COVERAGE                                                                                               

(Please complete both Sections)

Section 1:






Section 2:

( I waive medical coverage for myself (and dependents, if any)

Reason for declining coverage (check one)

( I waive medical coverage for my spouse



( Covered by spouse’s group coverage

( I waive medical coverage for my children



( Covered by H.M.O.








( Other (explain) ___________________________________

This is to acknowledge that the available coverage have been explained to me by my employer. I have been given opportunity to apply for the available coverage and have elected not to enroll myself and/or my dependents, if any. I understand that I may have to provide medical evidence at my own expense if I desire to apply for such insurance at some later date for myself and/pr my dependents if applying for them

___________________
________________________________________________

________________________________________________

Date


Name of Employee (type or Print)



Signature of Employee (In ink)

Please mail all materials to:
TOTAL PLAN SERVICES, INC.
P.O. Box 36631
Dallas, TX 75235

