Insurance Mass Marketing Systems, Inc.

APPLICATION FOR MEDICAL STOP LOSS
(Underwritten by Standard Security Life Insurance Company of New York)

14673 Midway Rd. Ste 220
Addison, Texas 75001
Phone: 800.695.6674

Fax: 972.458.1461

FULL LEGAL NAME OF GROUP (to appear on Policy)

NATURE OF BUSINESS:

SIC CODE:

PERIOD OF INSURANCE:

MULTIPLE LOCATIONS YES

No

If "Yes", please specify all locations (separate attachment if needed)

THIRD PARTY ADMINISTRATOR (TPA)

Name:

Address:

City:

State: Zip Code:
Business Phone: Fax Number:

Contact Person:

Tax ID Number:

) Aggregate:
Stop _L_oss Coverage: Contract Type:
Specific: C
Contract T ) Corridor:
Son r_?c Dyg)t'%. Monthly Factor:
| %e_c_ldlc I?_' "'t' . Attachment Point:
g i ‘E‘f" .t'_m' : AOP Limit:
» rolup_ Imlf.S ific Deductibl Coverage Medical PCS
nclusive of Specific Deductible Dental Vision
Coverage: Medical ___  PCS Other Initial Enroliment:
Initial Enrollment:  Single Family Rate (Monthly)
Rates (Monthly) Sing_le: Minimum Premium:
Family:
Minimum Premium:
Premium Deposit of $ included. Estimated 1% month’s premium must be attached to this application. The

Premium Deposit will be applied to the first premium when due. Please make check payable to IMMS, Inc.

OTHER CONDITIONS:

1. Terms are based on the benefits provided within the request for proposal.
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APPLICANT UNDERSTANDS AND AGREES THAT:

The stop loss insurance requested and the requested effective date must be approved by IMMS, INC. as under our current
rules and practices. All options and special requests are subject to approval. No insurance agent or broker has authority to
guarantee acceptability of requested insurance coverage.

Approval is subject to receipt and review of Disclosure, the first month’s premium, final census, updated shock claims,
monthly paid claims (if applicable), and any other information requested. Failure to do so will result in approval being
denied or delayed until a later date.

Receipt of premium and deposit with the Application shall not constitute an acceptance of liability. In the event that IMMS,
Inc., or our authorized agent disapproves this Application, its sole obligation shall be to refund such sum to the Applicant.

Coverage will not be effect until notified in writing

Final premium rates will be determined on the basis of Disclosure, Claim Information and the actual composition of persons
covered by the underlying employee benefit plan on the requested effective date. Should subsequent information become
known as of the date specified by IMMS, Inc., or our authorized agent which will have affect the rates, deductibles, terms or
conditions for coverage, we reserve the right to revise the rates, deductibles, terms or conditions, by providing written
notice to the Applicant. If a claim or any other circumstances was concealed or misrepresented on behalf of the Applicant,
or if the Applicant or its Agent, committed fraud, the Policy will become null and void.

A signed and dated summary plan document describing the underlying employee medical plan must be submitted within 60
days of the Requested Effective Date. If the description of the benefits or plan provisions differs from what was initially
utilized to underwrite the risk, the premium rates and aggregate retention factors may be subject to re-rating, retro-active to
the requested effective date.

The stop loss insurance which is the subject of this Application is a reimbursement contract, and the Applicant must first
pay claims and make funds available to pay claims as they become payable before submitting them for reimbursement.
Oral statements not expressly incorporated herein are not part of this Application.

Issuance of the Policy is in reliance of the data, including Disclosure , census and Claim Information, submitted to us, and
payment of the first month’s premium; subsequent premiums are due no later than the first day of each calendar month
during the Plan Year.

| represent that the statements contained in the application are true and complete to the best of my knowledge and belief,
and | understand that they form the basis for IMMS, Inc.’s approval of the requested stop loss insurance.

Print Name of Applicant’s Authorized Representative

Signature of Applicant’s Authorized Representative Date Title
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