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[: Leave with Client :]

NCA
Association Membership
Application

This insurance plan requires that applicants are members of the association who sponsor this coverage.

4 \
Ag(.’ﬂt Instructions: Please have your customer complete the following application for association
membership. It applying for insurance with World [nsurance Company, the association membership must be
completed, in addition to the insurance application.

Q Deseription of Benefits — Leave with applicant. These are the benefits available fo association members.

Q Application for Association Membership - Complete the application and submit to World Insurance
Company with the insurance application.
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The World For Less

[ Leave with Client ]
Your NCA Membership Benefits

Health Insurance You Can Afford = Asan NCA member, you'll be eligible to apply for health insurance with
World Insurance Company. Qur health insurance is developed specifically for NCA members and families seeking quality health
insurance at an affordable price. To help you match coverage to your needs, World offers a variety of plan options.

World Insurance is fully underwritten and acceptance is based on individual health history, which helps to keep premium rates
affordable. For more information about this quality health insurance for NCA members, please ask your agent for a product brochure

and premium quote.

Discover Your Discounts

» Healthy Options — When shopping for new glasses,
NCA members receive a 20% discount on purchases, as
well as a 10% discount on eye exams and contact lenses
at some LensCrafters outlets. Additional retail eyewear
discounts, up to 50%, are available for frames, single vision
lenses, and bifocals at thousands of provider locations.

But the savings aren't limited to vision. There’s also
discounts of up to 60% for quality hearing aids and more.
(NCA members don't have to deal with complicated claim
forms, maximums or deductibles.)

Some of the other benefits NCA members receive include
up to 60% savings on monthly dues and month-to-month
memberships at mare than 1,500 fitness clubs nationwide
through the Global Fit Fitness Program; access to online
health surveys, reports and tips to assess your health
through NHS Info; special pricing for an all-in-one interac-
tive tool kit for a personalized diet and exercise program
through Accudiet.com; a handy personal medical profile
card you can carry with you through Gateway Medical.

NCA members can register their children with UBR Child ID
Services so authorities can provide faster, more complete
assistance if they are missing or abducted. First two chil-
dren are free; additional children can be added for a fee.

And if you just have a health-related question, you can call
24-hour Nurse Line. This service provides unlimited access
to registered nurses, via a toll-free number, 24 hours a day,
365 days a year.

¢ Mobile Alternatives — For your next trip, you'll
find special savings when you rent from Alamo, Hertz, Avis
\_ O National car rental agencies.

Eligibility to apply for World health insurance is just one NCA membership benefit. You're also entitled to these valuable NCA discounts:

+ Entertaining Ideas — NCA membership makes family
vacations and weekend getaways even hetter with savings
on accommodations at more than 3,100 hotels, motels,
inns and resorts. You also have access to discounts on
business and leisure travel, which includes cruises and
motorcoach tours.

The association’s Travel Assistance program provides
numerous benefits it you are traveling more than 100 miles
from your permanent resident. (Such as transportation to a
medical facility if the local facility cannot provide appropri-
ate treatment, transportation of mortal remains, medical
monitoring, legal assistance and vehicle return service.)

Gulliver's Travel, the official travel agency for the Asso-
ciation Travel Club, offers competitive pricing and great
service when purchasing tours and cruises.

+ Business Choices — Your business’s bottom line will
hecome even brighter when you save up to 36% on already
discounted prices on a large selection of office supplies.
And if you happen to need financing assistance with office
equipment, rebates and discounts are available through
Lease Now, Inc.

For employment security, background reports and investi-
gation services are available at discounted rates through
an internationally renowned investigative and consulting
company.

« [nsurance — Another plus of NCA membership is $2,000
in accidental death and dismemberment insurance through
a national provider. t's a benefit that provides additional
security and savings to NCA members.

vy

About NCA

Established in 1987, the National Consumer Alliance Association
gives members access 1o high-quality products and services at
reasonable prices. NCA is sitused in lllinois. Their Customer Service
toll-free number is 800.992.8044.

About World Insurance Company

World has provided affordable health insurance to individuals and
families since 1903. The company is based in Omaha, Neb. In
addition to World individual health insurance, World offers short-term
medical and dental insurance.

G1040

Your NCA membership kit will contain complete details on the
discounted products and services available to you as a member.
Taking advantage of these discounts will be as easy as showing
your NCA card or providing your member number!

NCA

National Consumer Alliance Association
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Application for NCA Membership

| am applying for membership in the National Consumer Alliance Association (NCA). | represent that | am eligible for membership in
NCA. My dues will be $1.50 a month, or $18 annually. | agree to comply with the By Laws of the association during my membership
enrollment and during the term of my membership in the association.
| understand that | will be eligible to apply for health insurance with World Insurance through my membership with NCA. f my
application for insurance is approved, | will be issued a policy/certificate of health insurance from World.
| am applying for:
L1 NGA membership and World health insurance L_TNGA membership only
Date of Application Date of Birth
Name
Address
City Stae_ZIP
Phone E-mail
\_Signatu re Y,

Please give this completed form and membership fee to your insurance agent, who will forward it along with your World health insurance
application. If you're not applying for health insurance, your agent will forward the membership form and fee alone.

NCA

National Consumer Alliance Association
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Omaha, Nebraska

Application for
Health Insurance

Instructions: The information in this application will be used to determine the applicant’s eligibility for )
health insurance and allows selection of payment method. Applications must be submitted by or on behalf of the
customer. [f additional space is needed. please have applicant include a separate sheet and sign, date and attach to
this application.
Please include the following completed forms with the application.
d Association Application
L Software Proposal — An accurate proposal is required. This will identify which plan/PPO
network/options are being applied for. (If applying for Dental Coverage under Master Policy AM3200,
please include on the proposal. Please include correct premium for Dental Coverage.)
M| Application for Insurance — Applicant must answer all questions. Applicant and agent signature is
required.
d HIPAA Compliant Authorization to Obtain Information — Applicant must read and sign form.
J Authorization to Charge Credit Card OR Bank Draft — Applicant completes if electing to pay
with credit card or Bank Draft. Must include a voided check if electing Bank Draft.
 Initial Premium — Including any fees, if applicable.
LD State Mandated Forms — [fapplicable. )

Utilize the following materials on www.worldsells.com:
 Health Underwriting Guide — W 1282

Have any questions about completing the application? Call your General Agent or our toll-free number at 800-733-5454,
Product and Marketing questions should be directed to your General Agent or our Marketing Hot Line at 800-995-9010,

06 12 0873 0908 FL MO



Complete & Submit

.. 5, Application to World Insurance Company To e complated by Agent Home Ottios Use Only
| hATT AI!J_(I"DI— (herein called the Company) for Health Coverage ~ |*%e™# Applicaton #
2o = P.0. Box 3160 » Omaha, NE 68103-0160

A. General Information (oiease print)

1.Your Information 2.Your Spouse’s Information (where different)
Name (First, Middle, { ast) Name {First, Middle, { ast)
Address {Streei, City, State, ZIP} Address {Sireei, City, State, ZiP}
llome Phone Number Cell Phone Number Home Phone Number Cell Phone Number
Best Time to Call: OJAM OPM OHome Owork OCell Best Time to Call: (1AM CIPM OHome Owork CGell
Cmail Address it may be wsed i send you important noties ) Crmail AQAress (it may be used te send you important notices.)
Employer (Name, Street, City, State, ZIF} Employer (Name, Street, City, State, ZiF}
Occupation/Duties Work Phone Number Occupation/Duties Work Phone Number
If unemployed or employed part-time, are you seeking [f unemployed or employed part-time, are you seeking
full-time employment? e 1128 ONO full-time employment? . e Yes ONo
Driver's License Number/State Driver's License Number/State

3. Persons proposed for instrance. Birthdate State 1. Wi. Sex rull-time Social Security
List first, MY, and fast names. Mo./Day/r.| oflith | ft,in. | [bs. Student Number

Yau OM OF | OYes ClNo

Spouse om Or | OYes ONo

Dependent Om OF | OYes CNo

Dependent Ow OF | OYes CNo

Dependent oW O | OYes ONo

Dependent OwW OF | OYes CINo

4.Residency Information
a. Do all people requesting coverage live in the same household?... e OYes ONo
b. Are all of you U.S. citizens, have established permanent resident s*tatus and have been in the U S a minimum of two years’? OYes Mo
If “No” to a. or h., explain:
c. Are any of you planning 1o live, work or attend school outside the 1.S. for more than 60 consecutive days?...................  OYes ONo
If “Yes” to c., explain:

5. Please complete if Life Benefit selected:

Beneficiany (First, Middle Initial, [ asf) Address {Streef, Oty Stafe, ZIP Code) Social Security Number Relationship

. /

B. HIPAA Eligible Individual Determination

You may be eligible for guaranteed issue health coverage if you qualify under the rules of the Health Insurance Portability and
Accountability Act (HIPAA). The information you provide in this section will help determine whether you qualify under HIPAA. Please
answer the following questions for all applicants.

1. Was there any period of 63 days or more during the past 18 months when you were not continuously covered by group or

individual health insurance, Medicare, Medicaid or any other health insurance?... oo, Yes CIMo
2. If you answered “Yes” to question 1, were you offered coverage under COBRA or a srmllar state program and

a. refused coverage? ... e 1S CIND

b. were not covered through COBRA f0r1he fuII allowable penod ofcoverage avallable? e L1168 CIND

¢. are presently eligible for such coverage? ... eeereeiieiiieeieainanennnn, 1Yes ClMo
3. Are you presently eligible for, or will you be ellglble for healih coverage prowded by an employer'? v OYes OMo
4. Was your most recent health insurance coverage terminated for non-payment of premium, mlsrepresentatlon or fraud’? CYes CIMo
5. Do you currently have health insurance in force? ... oo Y88 CINo
6. Was your most recent health insurance coverage through an emplc-yer—sponsored group plan7 e, OYes OINo

If you answered “No” to questions 1-5, and “Yes" to question 6, you meet the definition of an Ellglhle Indnrlclual
[ I elect to apply as a HIPAA Eligible Individual and understand the rates for this plan will be substantially higher than underwritten-plan rates.
O I am a HIPAA Eligible Individual, but elect to be underwritten and waive any available rights as an Eligible Individual. | understand | will be
subject to pre-existing condition exclusions. J
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Complete & Submit
C. General Medical Overview

medical conditions?

Heart attack, angina, congestive heart failure, heart surgery, bypass or angioplasty? ...
. Rheumatoid arthritis, connective tissue disorders or psoriatic arthritis? ...

Addison’s Disease, Cushing’s Syndrome or pheochromocytoma (umor of the adrenal gland)
. Diabetes, including hyperglycemia, insulin resistance or impaired glucose tolerance? ..o
Inflammatory bowel disease including ulcerative colitis or Crohn's disease?................
Chronic obstructive pulmonary disease (COPD) requiring oxygen, emphysema requmng oxygen or cyshc f|br03|s’?

. Schizophrenia, psychoses,AIzhelmers disease ordementlas’?
. StrokesTIA, Parkinson’s disease? ...

Liver failure, kidney fallurefdlalysm’? .
Amyotrophic lateral sclerosis (ALS), mult|ple scler03|s [MS) muscular dystrophy {MD} or Iupus {systemlc)

Major organ transplant, including heart, lung, Kidney or liver? ... :

Cancer including, but not limited to, cancer of any organ, melanoma sarcoma, Ieukemla Hodgkln S 0r other Iymphoma
but excluding basal or squamous cell skin cancers?... . .
2. Are any of you now pregnant, an expactant father, in the process of adoptlng a chlld or plannlng to serve asa surrogate?
Are any of you eligible for Medicare due to a dlsablllty’?
4. Within the past 10 years,

—RT T hD o0 T

e

as having AIDS (acguired immune deficiency syndromej, ARG (AIDS-related complex), or any other disease or disorder of
the immune system?...

b. Have you or any appllcant ever tested pusﬂwe forAIDSfHI‘-.f (Ilmlted to FDA Ilcensed tests]

To be answered if proposed insured is a resident of the State of Fiorida.

2. Have you or any applicant been tested positive Tor exposure to HIV (Human Immunodeficiency Virus Infection} or been

OYes
OvYes
OYes
OYes
OYes
OvYes
OvYes
OYes
OvYes
OYes
OvYes

OYes
OvYes
OYes

a. Have you or any applicant ever been positively diagnosed as having, or been treated by a member of the medical profession

OvYes
OYes

1. Within the past 5 years, have you or any applicant been treated for, been diagnosed as having, or had symptoms of any of the following

ONo
ONo
ONo
ONo
ONo
ONo
ONo
ONo
ONo
ONo
ONo

ONo
ONe
ONo

ONo
ONo

diagnosed as having ARG (Aids-Related Complex) or AIDS (Acquired Immune Deficiency Syndrome| caused by the HIV
infection or other sickness or condition derived from such infection?................... .

Note: Applicant(s) who answers “Yes” to any questions in this section is not eligible for coverage. Please indicate individual(s):

OYes ONo

/

D. Comprehensive Medical and Additional History

Please indicate “YES” or “NO” for each category. If you answer “YES”, check (v) the applicable condition and provide details in the space
provided in the Explanation of Health Saction. Categories do not necessarily include all the conditions related to that category, so please
indicate “Other” for any conditions not listed.

Within the last 10 years, have you or any applicant been treated for, diagnosed with or had symptoms of any of the following:

1. EarS/EYeS/NOSE/ TRIOAL.. ... e e et ettt ettt ettt e e OYes OMo
O Lar infections/otitis [ Dtosclerosis O Double vision O Retinal detachment
O Hearing loss O Cochlear implant O Loss of vigion O Rhinitis
O Meniere’s disease O Strabismusazy eye O Macular degeneration O Optic Meuritis
1 Ear tubes O Cataracts O Glaucoma/increased eye O Sinusitis
O Enlarged tonsils/Adenoids O Tansillitis pressure O Other

2. Lungs and ReSPIratory ...........c.coooo oo e et e e e et e OYes ONo
O Allergic rhinitis O Reactive airway disease O Chranic lung disease O Cluonic obstructive
O Allergic sinusitis O Bronchitis O Tuberculosis pllmonary disease
[ Asthma U Preumonia 0 Sleep apnea U Other
O Emphysema O Chranic cough

3. HeAMHCINCUIBTONY ... e ettt ettt ettt st es ast et sttt et s s et et et e e sas e OYes CNo
O Chest pain O Heart surgery {stent placement, O High blood pressure/ O Claudication
U Heart valve disorders coronary artery bypass, hypertengion O High lipid {cholesterol ar
O Coronary artery disease angioplasty, valve) O Phiebitis triglycerices)
O Angina O Heart murmurs O Thrombophlebitis O Other
[ Heart attack O Peripheral vascular disease [ VYaricose veins
O Irregular heart beat O Cdema O Aneurysm

4, Blood/LYMPR/ANEBIMIA ............ocooeee e e e e et et e et e OYes OMo
O Anemia O Thrombocytopenia O Bleeding disorders O Other
O Hemophilia O Hyperglycemia thigh blood sugar)

B DHOESHIVE .o e e e e e e e e e ettt e e OYes OMo
O Esophagitis O Ulcers O Ulcerative colitis O Rectal bleeding
O Gastric refln/GERD O Gastritis O Crohn's disease O Other
O Harnia O Recurrent indigestion O Hemarrhaoids

Y Olrritable bowsel O Diverticulosis O Chronic diarrhea /J
GABON page 2



Complete & Submit

D. Comprehensive Medical and Additional History (Cont’d.)

6. Liver/Gallbladder/PanCreas. .................cooovoi oo e e e e e OYes ONo
O Cirrhosis O Fatty liver O Pancreatitis O Othet
[ Hepatitis [ Gallstanes [ Spleen/pancreas disesse
7. Urologic/KIidNeY/BIAUUET ............ ..o et e e e et e OYes OMNo
O Bladder infections O Overactive bladder O Interstitial cystitis O Nephritis
O Incontinence O Kidney stones O Pyelonephritis O Othar
8. BepPrOtUCTIVE/BIEAST .. ... ..o oo ettt ettt ettt et es e tst et es st et s s et et e e st ae e st e OYes Oho
1 Prostate disorder O Ovarian disorders (1 Cesarean section delivery O Menstrual disorders
U Impotence O Infertility [ Breast cysts/Aumps {painful, excessive or
O Abnormal Prostate Specific O Sexually tansmitted disease O Abnormal mammogram iregular bleeding
Antigen (PS4 O Complications of pregnancy O Gynecomastia O Other
O Abnormal PAP smear O Human papillomayirus (HPY} O Cndometriosis
O Utering fibroids O Mastitis
0. S KII L. ettt et 1ttt ettt et e OYes OMo
1 Acne/rosacea O Lozema O Shingles O Keratosis
O Hemangioma O Psariasis O Herpes O Other
10. Bone/Muscular/Connective TISSUE ...............oovev oo e e e e e OYes ONo
O Arthritis O Osteocarthritis O Joint pain O Sciatica
O Gout O Joint replacement O Curvature subluxation O Fracture(s)
O Back/spine conditions O Back pain O Dsteopenia/osteoporosis O Fibromyalgia
O Herniated, bulging or O Scoliosis U Rheumatoid arthritis 0 Other
degenerative discs O Degenerative joint disease O Muscular pain
11. Prosthetic Devices/Plates, PINS, SCrEWS ...............ocooii e e e OYes ONo
O Plates, pins, screws O Artificial limb O Shunts O Other
O Rods O Pacemakers O Valve/joint replacement
12, NErVOUS SYSIBM ..o e e e et e et et e e et s e OvYes ONo
0 Dizziness/syncope U Restless leg syndrome U Seizures U Other
O Cerebral palsy O Carpal tunnel syndroma O Epilepsy
O Neuropathy [ Headaches/migraines O Tourette’s syndrome
O Muscular weakness O Paralysis O Convulsions
13, ENAOCHNG/TRYIOUU ... e e e e e e et e et e e OYes OMNo
O Diabetes U Hyperthyraoid O High hlood sugar U Impaired glucose tolerance
O Gaiter O Hypothyroid O Insulin resistance O Othar
T4, CANCEITTUITIONS ......... vttt it ettt ettt et et et et st s et et ea saesese o1 et es e et o1 e s ea s eae s et a1 a0 o2 et et she e e st e s b ses s seatens Oves ONo
1 Of internal organ [ Hodgkin's disease O Adenoma O Breast cancer
O Leukemia O Sarcoma U Basal or squamaous cell O Neoplasm
O Melanoma O Other lymphoma skin cancer O Other
15, PSYCROIOGICAL..............oee oo e e et e ee e e e e et e e OYes ONo
O Cmotional disorder O Attention deficit disorder O Bipolar {manic depression} O Ohsessive compulsive
O Anxiety O Eating disorder O Psychiatric treatment or disordar
O Depression O Chemical imbalance counseling O Other
16. Congenital Disorders/Birth Defects/Developmental Disorders ..., OYes ONo
O Down's syndrome O Autism O Cleft lip/palate O Speech impairment
1 Mental retardation O Cluly oot O Delayed develapment 0O Other
17. Other Conditions
a. Inthe past 10 years, have you or any applicant required an emergency room visit, hospital stay, surgery, or treatment?  OYes OMNo
b. Inthe past 10 years, have you or any applicant been recommended to have surgery or to receive treatment from a
physician, chiropractor or other practitioner?.... . OYes ONo
¢. Do you or any applicant have any medical condltlonsfsymptoms 10r whlch you ha\fe not seen a health care prowder’? OYes ONo
d. Have you or any applicant had any tests or procedures recommended that have not yet been performed?.................... OvYes ONo
18. Medication Use
a. Have you or any applicant taken or been recommended to take any prescription medication in the last 2 years?.......... [OYes ONo
b. In the last two years have you or any applicant taken any herbal or over-the-counter medication more often than once a
week? .. . et ettt et es s an e ns s s e s ansns e L1YES CINO
19. Substance Abusemdwce tu Heduce or Ellmlnate Use
. In the past 5 years, have you or any applicant ever been evaluated or treated for alcoholism, frequently used alcoholic
beverages to excess or intoxication, or been advised to modify drinking habits for any reason?............... .. OYes ONo
b. Inthe past 5 years, have you or any applicant ever used non-prescribed sedatives, tranquilizers, oocame maruuana
halluginogenic, other narcotic drugs or controlled substances. or received treatment or evaluation for drug abuse or
chemical depenENCY?. ..ot ettt ettt ss e L1YES CINO
20. Tobacco Use
In the past 12 months, has anyone used cigarettes, cigars, pipes, oral tobacco or nicotine replacements? .....................  OYes CINo
W n o -
\_ If “YES”, list name{s): .
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Dates of Treatment

Treatment fprescription drigs, arbal or over-the-colnter inedications, office visis, therapy, or surgery)

Physician’s Name

Physician's Location (City/State)

Phene Number

¢ Name

Medical Condition

Date of Onset

Dates of Treatment

Treatment fprescription drugs, herbal or over-the-counter medications, office visits, therapy, or strgery)

Physician’s Name

Physician’s Location {Gity/State)

Phone Number

d. Name

Medical Condition

Date of Onset

Dates of Treatment

Treatment {prescription drugs, herbal or over-the-counter medications, office visits, therapy, or surgery)

Physician’s Name

Physician's Location (City/State)

Phene Number

Physician Information
Name of Primary Physician

Location
City/State

Phone
Number

Date Last
Seen

Reason for Yisit

Results

Primary

Spouse

Dependent

Dependent

Dependent

Dependent

\\aﬂach to this application.

Please add any additional information you feel will be helpful in evaluating your application on a separate sheet and sign, date and

/

G402

page 4




































