
GROUP                          AMERICAN FIDELITY ASSURANCE COMPANY      
A PPLICATION    2000 N. Classen Blvd., Oklahoma City, Oklahoma 73106 

PROPOSED INSURED    
Last Name   (maiden name)  First Name  Full Middle Name  Suffix 
   
Age    Date of Birth  Sex         Soc. Sec. Number  Requested Eff. Date       Date of Employment 
     Mo. Day Yr.         M   9   F   9             Mo.  Day   Yr.    Mo.   Day   Yr.   
       
Number and Street       Work Phone #   Home Phone # 
          (      )    (      ) 
City         State  Zip  State of Birth 
 
Employer    MCP#    Salary $____________  Occupation 
 Mississippi State University     Annual   9   Monthly   9 
Do you now have or have you ever had any other coverage with us?    Yes  9     No   9   
If so, write the existing Customer Number in the box in the upper right corner 
                                                                                      Benefits Applied For:      Employee Employer        Total         
Product          A/C1    MCH # Payor #       HMC2         Plan        Amt. Mode      Prem. Prem.           Prem. 
 
____________ 9 ___________   __________ 9 ___________   _______   ________   __________   __________   __________    
____________ 9 ___________   __________ 9 ___________   _______   ________   __________   __________   __________    
____________ 9 ___________   __________ 9 ___________   _______   ________   __________   __________   __________    
____________ 9 ___________   __________ 9 ___________   _______   ________   __________   __________   __________    
____________ 9 ___________   __________ 9 ___________   _______   ________   __________   __________   __________    
____________ 9 ___________   __________ 9 ___________   _______   ________   __________   __________   __________ 
 
         Totals:    __________   __________   __________ 
1A=Add    C=Change                               Per Month 
2Household members covered (z=Individual)  (y=Individual & Spouse)   (t=Child(ren))   (s=Spouse) 
 (x=Individual, Spouse & Child(ren))   (w=Individual & Child)   (v=Individual & Children)   (u=Spouse & Child(ren)) 
I s the coverage applied for intended to replace or be in addition to any coverage you now have?         Yes    9   No   9   

BENEFICIARY  
First Name  Full Middle Name  Last Name   Suffix Relationship to Insured 
 

AUTHORIZATION 
I hereby enroll, add or change, as checked above, coverages of group insurance for which I am eligible.  I authorize my 
employer to deduct my contributions, if any, from my pay.  I have decided, after understanding and careful thought, not to 
take advantage of the other unchecked coverages for which I am eligible.  I understand that proof of good health will be 
required for me and/or my dependents if I decide to apply for any available coverage 31 days after the date of eligibility.  
Such proof will be at my own expense.  ANY CHANGE REQUIRES WRITTEN NOTICE.  To the best of my knowledge 
and belief, the statements and answers shown in this application (first page and, if applicable, the second page) are true 
and complete.  I understand and agree: a) that the Company may rely upon such answers as the basis of my contract; 
and b) that no coverage will take effect until a Policy or Certificate is issued.  I understand that “pre-existing conditions” 
are generally not covered under the coverage(s) applied for.  I should read my Certificate for a more detailed explanation 
of the pre-existing exclusion or limitation, if any.  A new Pre-Existing Condition period must be satisfied with respect to 
any increase applied for and approved by the Company.  IF APPLYING FOR DISABILITY INCOME COVERAGE, I 
UNDERSTAND THAT OTHER INCOME I AM ENTITLED TO RECEIVE WILL REDUCE MY MONTHLY BENEFIT.  I 
SHOULD READ MY CERTIFICATE FOR MORE DETAILED INFORMATION REGARDING HOW OTHER INCOME 
WILL REDUCE MY BENEFIT. 
 
WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the 
proceeds of an insurance policy containing any false, incomplete or misleading information may be guilty of insurance 
fraud. 
 
__________________________________________________      Date ______________________________________             
 AGENT (where required by law) 
 
 Agent #                                                                                

___________________________________________                  
             SIGNATURE (Applicant)  
 
A1199 
 



 
 

APPLICANT INFORMATION  
 
   Name        Date of Birth  Ht.  Wt. 
A.  Proposed insured 
B.  Spouse 
C.  Child 
D.  Child 
E.  Child 

MEDICAL INFORMATION  
I. Please indicate if any person to be insured has ever been treated for or diagnosed by a physician or practitioner as 

having any of the following.  This includes but is not limited to taking medication for any of the following.  Underline 
any specific condition below. 

 
 
  1. Adrenal/Pituitary Disorders  13.  Currently Pregnant   28.  Lymphatic Disorder 
  2. Acquired Immune Deficiency/ 14.  Diabetes    29.  Surgery within last 5 years  
 AIDS Related Complex  15.  Diagnostic Testing   30.  Mental Illness/Emotional  
  3. Alcohol Addiction/Abuse  16.  Dizziness/Loss of Consciousness        Disorder 
  4. Aneurysm/Stroke   17.  Drug Addiction/Abuse  31.  Neurological Disorders/M.S. 
  5. Asthma/Chronic Bronchitis  18.  Epilepsy/Seizures/Convulsions 32.  Pancreatitis 
  6.  Arthritis/Gout/Joint Disorder  19.  Reproductive/Breast Disorders 33.  Paralysis/Polio Residuals 
  7. Birth Defects/Congenital  20.  GI Disorder/Ulcer/Crohn’s  34.  Proctitis/Rectal Disorder 
 Abnormality    21.  Gonorrhea/Syphilis   35.  Respiratory/Tuberculosis 
  8. Blood Disorder/Transfusion/  22.  Heart Disease, Disorder/Angina 36.  Tumor/Abscess/Cyst 
 Hemorrhage   23.  Immunodeficiency Disorder  37.  Any Other Health Conditions 
  9. Cancer/Leukemia/Hodgkins  24.  Kidney/Bladder/Prostate Disorder        Not Listed 
10. Circulatory/Vascular Disorder 25.  Liver Disorder/Hepatitis/Cirrhosis  
11. Ulcerative Colitis   26.  Lung Disorder/Respiratory 
12. Complications of Pregnancy  27.  Systemic Lupus Erythematosus 
 
 
II. Any Other Medical Treatment Recommended but NOT YET COMPLETED:  _________________________________             
III. I have reviewed all of the above medical conditions and believe my answers to be complete.  (Please initial) 

________                   
 
IV.  Give details to all answers.  Indicate below: name of person; dates and condition code number(s) of treatment; 

diagnoses; duration; outcomes; and names and addresses of all attending physicians and medical facilities.  If 
necessary use a separate sheet of paper, dated and signed. 

 
V. In the spaces below, indicate all physicians visits in the last 5 years.  Include physician’s name and address, dates, 

reasons and results of each visit.  In space a., please name the physician who is most likely to have your complete 
medical records. 

 
Patient’s Name  Physician’s Name and Address  Dates Reasons   Results 
         (Code #) 
a. 
b. 
c. 
d. 
e. 
VI. Are you currently, actively at work and able to perform the duties of your occupation?   Yes    9   No   9  
 
V II.  Are you covered by Workers’ Compensation?       Yes    9   No   9  

REMARKS  
 
 
  
 
 
  
 
 
 
A1199 



American Fidelity Assurance Company 
 
2000 N. Classen Boulevard                 Oklahoma City, Oklahoma 73106 
     

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION 
 
 

I hereby authorize the entities specified below to disclose any information about me or my dependents’ health including 
my or my dependents’ entire medical record, except psychotherapy notes, to individuals representing American Fidelity 
Assurance Company (AFAC) who are involved in processing my application or determining my eligibility for coverage for 
the purpose of determining eligibility in the insurance coverage(s) for which I have applied and to check for and resolve 
any issues that may arise regarding incomplete or incorrect information on my application.  Those so authorized are: a) 
licensed physicians or medical practitioners; b) hospitals, clinics or medically-related facilities; c) health plans; d) 
Veteran’s Administration; e) past or present employers; f) consumer reporting agencies; g) insurance companies; h) the 
Medical Information Bureau (MIB); and I) Department of Motor Vehicles.  Colorado state law prohibits the redisclosure or 
reuse of information disclosed about a Colorado resident under this authorization.  
 
NOTICE: Information authorized for release may include information on communicable or venereal diseases such 
as hepatitis, syphilis, gonorrhea, HIV/aids (Human Immunodeficiency Virus/Acquired Immune Deficiency 
Syndrome) or other conditions for which you may have been treated.  For Minnesota residents, please be advised 
that although the law allows insurance companies to obtain information about an HIV test, there are specific 
instances wherein the insurance company cannot ask whether the person has had an HIV test performed.  In 
those specific circumstances, this law also restricts the use of HIV test results in order to make an underwriting 
decision, cancel, fail to renew, or take any other action with respect to a policy, plan, certificate or contract.  For 
Vermont residents, this authorization EXCLUDES the release of any information about previously administered 
tests for HIV antibodies, T-Cell counts, AIDS or ARC.  The proposed insured/applicant IS NOT authorizing AFAC 
to forward the results from any new test requested by AFAC to any outside, non-affiliated company or any entity 
not under specific contract to perform underwriting services.  Nothing in this release authorizes the disclosure of 
data regarding AIDS, ARC or HIV.  For Wisconsin residents, results of AIDS/HIV tests do not need to be reported 
if they were done at any anonymous counseling and testing site, if the test was not an FDA-licensed blood test, 
or through the use of a home test kit.  
 
I understand that I may refuse to sign this authorization; however, if I do not sign the authorization, AFAC may refuse to 
issue insurance coverage.  I understand that I may revoke this authorization at any time by writing to Privacy Official, 
American Fidelity Assurance Company, PO Box 25523, 2000 N. Classen Boulevard, Oklahoma City, Oklahoma 73125, or 
by calling, toll-free, 1-866-55-HIPAA.  I understand that my right to revoke this authorization is limited to the extent that 
AFAC has taken action in reliance on the authorization; or, the law provides AFAC with the right to contest my insurance 
coverage or a claim under my insurance coverage. 
 
I understand that if protected health information is disclosed to a person or organization that is not required to comply with 
federal privacy regulations, the information may be redisclosed and no longer protected by the federal privacy regulations. 
 
This authorization will expire twenty-four months from the date shown below.  For Arizona residents, release of HIV/AIDS-
related information can only be disclosed for a period not to exceed 180 days from the date shown below.  A copy of this 
authorization will be as valid as the original.  I am aware that I, or my authorized representative, am entitled to and will 
receive a copy of this authorization. 
 
                
Signature (Applicant) or      Printed Name (Applicant) 
Personal Representative (if applicable) 
 
                
Relationship of Personal Representative to Applicant   SSN (Applicant)    Date 
 
 
 
 
  
 
 
ASI-47 


