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Enclosed for your review and approval is a copy of the subject Group Medicare Supplement Enrollment form that we
wish to use with our certificates which have been previously approved with the requirements set forth by the MMA
regarding Medicare Supplement insurance effective June 1, 2010.
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Filing Contact Information

Phylis Ballard, Compliance Analyst
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ENROLLMENT FORM FOR INSURANCE « GLOBE LIFE AND ACCIDENT INSURANCE COMPANY
A LEGAL RESERVE STOCK COMPANY « ADMINISTRATIVE OFFICE: GLOBE LIFE CENTER « OKLAHOMA CITY, OK 73184

1 « Please check name and address and complete other information requested.

Phone Number ( )

E-mail address

Medicare I.D. # (Copy this number from
your Medicare I.D. card.)

Date of Birth

I:l Male
I:l Female

Month Day Year

2. Fill out this section only if you want spouse coverage.

Date of Birth Medicare I.D. #
O wmale (Copy this number from spouse’s
Medicare 1.D. card.)

Is spouse enrolling for coverage? Olyes [ No

Spouse’s Name o
P Month Day Year L Femal

3. Check the coverage you want.

APPLICANT: Check one plan only: Payment Method Selected: SPOUSE: Checksone planienly: Payment Method Selected:
PLANCODE | [] Monthly [ Quarterly PLANCODE | L] Monthly L Quarterly

I:l Semi-Annual D Annual

Premium Submitted
For Spouse:

J80

18
8]
W 4 1183]

L] Plana [J80] [ semi-Annual  [] Annual L] Plan 4

LI pianB [J81] Premium Submitted Plan B
L] PlanC [J82] For Applicant:
[J83]

D Plan F

enrollment form. PLEASE ANSWER ALL QUESTION

TO THE BEST OF YOUR KNOWLEDGE:
1. (a) Did you turn 65 in the last six month?

APPLICANT SPOUSE

01 Yes [ No O ves O No
[ O

ves [ No Yes [ No

2. Are you covered for medical a
NOTE TO APPLICANT: 1
“Share of Cost”, ple

ate Medicaid program? O ves [ ~No | Yes [ No
icipating in a “Spend-Down Program” and have not met your

to this question. If you answer “YES”,

O
O

for this Medicare Supplement policy or certificate? Yes [ No Yes [ No
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Yes [ No Yes [ No
example, a Medicare ¢ plan, or a Medicare HMO or PPO), fill in your start and end date
below. If you are still covered under this plan, leave “END Date” blank.

Applicant START Date END Date
Spouse START Date END Date

(b) If you are still covered under the Medicare plan, do you intend to replace your current coverage with
this new Medicare Supplement policy or certificate?

Yes D No Yes

Yes D No
Yes D No
Yes D No

(c) Was this your first time in this type of Medicare plan? Yes
Yes

Yes

(d) Did you drop a Medicare Supplement policy or certificate to enroll in the Medicare plan?

ooo g
ooo g
ooo g

4. (a) Do you have another Medicare Supplement policy or certificate in force?

(b) If so, with what company, and what plan do you have?

(c) If so, do you intend to replace your current Medicare Supplement coverage with this policy or
certificate?

O
O
O
3

Yes D No Yes

5. Have you had coverage under any other health insurance within the past 63 days? (For example, an
employer, union, or individual plan) [ ves [ No | O Yes [ No

(a) If so, with what company and what kind of policy or certificate?

(b) What are your dates of coverage under the other policy or certificate? (If you are still covered under
the other policy or certificate, leave “END Date” blank.)
Applicant ~ START Date END Date

Spouse START Date END Date

10AR (Enrollment Form continued)



4. Continued Please answer the questions. If spouse is applying for coverage, make sure you answer for both you and your spouse.

TO THE BEST OF YOUR KNOWLEDGE: APPLICANT SPOUSE
6. Are you within 6 months of your enrollment in Medicare Part B or otherwise qualified for
open enrollment? (Questions 7-12 not required if the answer to question 6 is “YES”.) O ves O No | ves [ No

IF THE ANSWER TO ANY OF QUESTIONS 7-12 IS “YES”, THE APPLICANT IS NOT
ELIGIBLE FOR COVERAGE.

7. Are you currently hospitalized, confined to a nursing facility or receiving Medicare approved
home health care; or have you been hospitalized or received Medicare approved home health

care 2 or more times in the past 12 months? O ves [ No | O Yes [ No
8. Are you bedridden, or confined to a wheelchair, or have you been diagnosed with Gaucher’s

Disease or any other type of lysosomal storage disorder, or during the past 2 years, have you

had any type of amputation caused by disease? O ves [ No | [ ves [ No
9. Within the past year, have you been medically advised to have surgery for cataracts, or for

joint replacement, or for a heart condition, but not had such surgery? O ves [ No | [ Yes [ No
10. Within the past year, have you been diagnosed or treated for internal cancer? O ves [ No | [ Yes [ No
11. Within the past 2 years, have you been diagnosed or treated for heart valve surgery,

Alzheimer’s disease, or cirrhosis of the liver? L] ves O No | Yes [J No
12. Within the past 2 years, have you had or been advised to have kidney dialysis? N O ~No | O Yes [ No

S. Please read and sign your name below.

(1) You do not need more than one Medicare Supplement policy or certificate. olicy or certificate, you may want
to evaluate your existing health coverage and decide if you need multiple coverages. ] eligible for benefits under Medlcald
and may not need a Medicare Supplement policy or certificate. (4) If, afte i i

your entltlement to benefits under Medicaid for 24 months. You must request i on within 90 days of becoming eligible for
Medicaid. If you are no longer entitled to Medicaid, your suspen nt policy or certificate (or, if that is no longer

available, a substantially equivalent policy or certificate) will be rei ested within 90 days of losing Medicaid eligibility. If
the Medicare Supplement policy or certificate provided covera, i iption drugs and you enrolled in Medicare Part D while
your policy or certificate was suspended, the reinstituted i ill not have outpatient prescription drug coverage, but

will otherwise be substantially equivalent to your cov, te of suspension. (5) If you are eligible for, and have enrolled

in a Medicare Supplement policy or certificate by r isabili ou later become covered by an employer or union-based

group health plan, the benefits and premiums under i upplement policy or certificate can be suspended, if requested, while
you are covered under the employer or unio n. If you suspend your Medicare Supplement policy or certificate
under these circumstances, and later lose iefi-based group health plan, your suspended Medicare Supplement policy
or certificate (or, if that is no longer av, ially equivalent policy or certificate) will be reinstituted if requested within 90

days of losing your employer or union- p heal plan. If the Medicare Supplement policy or certificate provided coverage for
outpatient prescription drugs and ¢ e Part D while your policy or certificate was suspended, the reinstituted policy
coverage, but will otherwise be substantially equivalent to your coverage before
y be available in your state to provide advice concerning your purchase of Medicare
ymedical assistance through the state Medicaid program, including benefits as a Qualified Medicare
ow-Income Medicare Beneficiary (SLMB).

the date of suspension. (6
Supplement insurance and co
Beneficiary (QMB)

I hereby apply to i c€ident Insurance Company for a policy or certificate to be issued in reliance on my written answers to

[ understand that loss d ry or sickness for which medical advice was received or treatment was recommended or given by a physician
within 3 months prior to the policy or certificate effective date is not covered unless the loss is incurred more than 60 days after the policy
or certificate effective date, subject to the Time Limit on Certain Defenses provision and legal proceedings.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefits or knowingly presents false information in
an enrollment form for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Signed at This day of
(City) (State) (Year)

Signed Signed
(Applicant’s) (Spouse)

10AR (Enrollment Form continued)




6. Complete this Section ONLY if you answered “YES” to any of Questions 7 - 12 in Section 4 above.
I. INVOLUNTARY TERMINATION OF COVERAGE:

If your previous coverage was terminated involuntarily, please provide a copy of the notice of termination of coverage and attach it to this

form.
What type of coverage was terminated?

Date of termination? / / Reason for termination?

II. VOLUNTARY TERMINATION OF COVERAGE:
If you voluntarily terminated your present coverage, please attach evidence of previous coverage to this form.
What type of coverage was terminated?

Date of termination? / / Reason for termination?

If you voluntarily terminated coverage under a Medicare Advantage plan*® or Medicare Select policy or certificate, please answer the
following questions:

Applicant Spouse
1. Was this the first time you were ever enrolled in a Medicare Advantage
plan or purchased a Medicare Select Policy or certificate? O ves [ No O Yes 0O No
If so, did you have the Medicare Advantage plan or Medicare Select
policy or certificate for less than 12 months? [ ves [ No O ves [ nNo

2. Did you have a Medicare Supplement policy or certificate before
applying for the Medicare Advantage plan or Medicare Select policy or

certificate? O ves [ No
If “YES”, with which Company and which Medicare Supplement

plan?

Is that Company still offering that Medicare Supplement plan? O ves O No

* Medicare Advantage plan means a plan of coverage for health benefits
(1) Coordinated care plans which provide health care services, includin

point-of-service oEtion), plans offered by provider-sponsored organization:
plans coupled with a contribution into a Medicare Advantage medi ving

as defined in 42 U.S.C. 1395w-28(b)(1) and includes:

maintenance organization plans (with or without a
rovider organization plans; (2) Medical savings account
(3) Medicare Advantage private fee-for-service plans.

10AR




SERFF Tracking Number:
Filing Company:

Company Tracking Number:
TOI:

Product Name:

Project Name/Number:

AMLC-126659085 Sate; Arkansas

Globe Life and Accident Insurance Company Sate Tracking Number: 45921

ENROLLMENT FORM 10AR

MS08G Group Medicare Supplement - Sandard Sub-TOI: MS08G.001 Plan A 2010
Plans 2010

Group Medicare Supplement Enrollment Form 10AR

Group Medicare Supplement Enrollment Form 10AR/Group Medicare Supplement Enrollment Form 10AR

Supporting Document Schedules

Satisfied - Iltem:

Comments:
Attachment:
Readability Cert.pdf

Satisfied - Iltem:
Comments:

This is listed under Form Schedule.

Satisfied - Item:
Comments:
na

Satisfied - Item:
Comments:
na

Item Status: Status
Date:
Flesch Certification Accepted for Informational  06/11/2010
Purposes
Item Status: Status
Date:
Application
Item Status: Status
Date:
Health - Actuarial Justification
Item Status: Status
Date:

Outline of Coverage

PDF Pipeline for SERFF Tracking Number AMLC-126659085 Generated 06/11/2010 04:06 PM



ARKANSAS

CERTIFICATION

This is to certify that the atached Policy Form see below

has achieved Flesch Reading Ease Score of * and complies with the requirements

of Arkansas Stat. Ann. SS66-3251 through 66-3258, cited as the Life and Disability
Insurance Policy Language Simplification Act.

AP Lot kD

Michael J. Gaisbauer, Vice President

SUPPLEMENTAL FORMS SCORE

Enrollment Form 10AR 57.06

FORM S-1351(3) 5/82
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