


GAPPH15-05-NH   

GUARANTEE TRUST LIFE INSURANCE COMPANY 
1275 Milwaukee Avenue, Glenview, Illinois 60025 

 

APPLICATION FOR HOSPITAL CONFINEMENT INDEMNITY COVERAGE UNDER POLICY FORM GP2005 
POLICYHOLDER 

Value Benefits of America, Inc. 
APPLICANT INFORMATION 

Person(s) Applying for Coverage Age Date of Birth Sex Height Weight Occupation Social Security Number 
 

Applicant (A):  
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

Spouse (S):   
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
Phone:                      

 

Address:                    
Email:                  

BENEFITS BEING APPLIED FOR 
Daily Hospital Benefit Doctor’s Per Visit Benefit Outpatient Benefit (Per Visit) Ambulance Benefit 
$200.00 (after 3 days) $75.00 $250.00 $200.00 

QUALIFYING MEDICAL QUESTIONS 
1. Within the past 12 months has any person to be insured been confined to a hospital, nursing home or other medical facility? ……… Ä Yes  Ä No 
     If “Yes,” indicate which person, condition, diagnosis, dates and type of treatment: ___________________________________________________ 

____________________________________________________________________________________________________________________ 
 

2. In the past 24 months has any person to be insured been diagnosed or treated by a medical professional for a heart condition, stroke, internal 
cancer or malignant melanoma, chronic obstructive lung disease, insulin dependent diabetes, chronic liver or chronic kidney disease?  
…………………………………………………………………………………………………………….………..……………………………….……  Ä Yes  Ä No 

     If “Yes,” indicate which person, condition, diagnosis, dates and type of treatment: ___________________________________________________ 
____________________________________________________________________________________________________________________ 

 

3. Has any person to be insured been medically diagnosed as, or is any person to be insured receiving or been advised by a doctor to seek 
treatment for being HIV-positive or having AIDS or AIDS-related complex? ………………………...…..…………………...………...… … Ä Yes  Ä No 

     If “Yes,” indicate which person: __________________________________________________________________________________________ 
OTHER HEALTH COVERAGE 

4.  Please list all existing or pending coverage and indicate who is covered and if this coverage is to be replaced by this certificate.  (Attach additional 
signed & dated sheet if more room needed.) 

 

Who Covered? Replacing? Company Name Type of Coverage 
Ä A   Ä S  Ã Yes Ä No   _________________________________________ 
Ã A   ÃS Ã Yes ÃNo 

 ________________________________________ 
________________________________________ _________________________________________ 

PREMIUM 
Insurance Coverage        $   
Association Dues             $ ____________________________________ 
TOTAL PAYMENT DUE  $  

Please make check/money order payable to:  
 

GEM Administrators 
 

Payment Mode: Ä Annual  Ä Semi-Annual  Ä Quarterly  Ä Monthly 

 

Billing Method:  Ä Direct Bill   Ä Bank Draft   Ä List Bill 
APPLICANT’S STATEMENTS 

 

I HEREBY APPLY for coverage as indicated on this Application. I have read or had read to me the completed application.  To the best of my 
knowledge and belief, the answers to the above questions are true and complete. 
 

I UNDERSTAND AND AGREE that: (1) this coverage will be issued based solely and entirely upon my answers to the above questions; (2) no 
coverage will exist until a Certificate is issued, and will be in force only as of the Certificate effective date; (3) any misstatement of fact in this 
application may result in the denial of benefits or cause the Company to change or rescind my coverage; (4) any loss for a pre-existing condition will 
not be covered for the first 12 months my coverage is in force. 
 

WARNING: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 
statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material 
thereto, commits a fraudulent insurance act, which is a crime and may subject such person to criminal and civil penalties. 
 

NOTICE: THE CERTIFICATE PROVIDES LIMITED BENEFITS.  REVIEW YOUR CERTIFICATE CAREFULLY.   
 

Dated at __________________________________________________ this __________ day of ______________________________, 20_______ 
 

Signature of Applicant: ___________________________________________________________________________________________________ 
 

I certify that I have accurately recorded the information supplied by the Applicant. I further certify that I am not aware of any additional information 
which may have a bearing on the insurability of anyone proposed for insurance on this application and any supplement to it. 
 

Witness – Agent's Signature:   
 

Agent's Name:    Agent's Number(s):                                                             (ISA-113641)  


