CELTIC SHORT-TERM APPLICATION

INFORMATION ABOUT YOUR COVERAGE:
Requested effective date: / /

(Note: The 29, 30 and 31 of the month are not eligible effective dates. Cannot be on or before the postmark date.)

Requested benefit period: (Circle the number of months) 1
Premium for certificate/policy: $

Deductible per person: (circle one)

QuickCoverage authorization code:
Have you and/or any dependent to be covered previously
applied for insurance with Celtic?
If yes, please provide the certificate(s)/file numbers:

2 3 4 5 6

$250 $500  $1,000

FOR OFFICE USE ONLY
Effective Date: /[

Postmark Date: __ /__/
Initials:

(] YES* [J NO

*QuikCoverage cannot be granted over the phone, please mail in your application

INFORMATION ABOUT YOURSELF:

Resident Address:

(For dependent-only coverage the parent/guardian must sign the application and complete the health information for the child.)

Insureds Name:

Social Security Number:

City State Zip

Birthdate: / / Age:

Sex: [JMale [JFemale

Telephone Number:

INFORMATION ABOUT YOUR FAMILY:

Are any of your dependents to be covered by this certificate/policy? g YES g NO

If YES, please give details below for those to be covered: (Note: Full-time students must be under age 25.)

Dependent name Relationship to you Birthdate (Mo/Day/Yr) Sex (M/F) Full time student (Yes/No) Social Security #

spouse

child

child
Is everyone to be insured a U.S. Citizen or a foreign « Stroke g YES g NO that I/we must be in the U.S. at the time the application is signed
resident living in the United States for at least 3 years? NO « Excessive use of alcohol or alcoholism qYES g NO in grder fo(; ohversEas_cIaims to be;li:%nsidered f_tfallgible ﬁxrienses.fl

ot understand that the insurance will become effective the later o

(1f a foreign resident, please stibmit a copy of your Alien Regstration Recipt * Drug abuse, dependence or addiction G YES A NO Ay 12:01 am. on the day following the postmark date stamped
Card or “Green Card) = Emotional, psychological, psychiatric, or on the application envelope addressed to Celtic, OR (B) 12:01
Have you or any of your dependents to be covered had any nervous condition or disorder q YES g NO am.on the requested effective date. | also understand that

other health coverage within the past 30 days?

g YES g NO

HEALTH QUESTIONS; _
If any answer is Yes, additional medical information may be
required to determine your eligibility for this coverage.

1. Do you or any dependents to be covered have any hospital,
major medical, group health, government or medical insur-
ance coverage that will not terminate prior to the effective
date of this coverage? g YES g NO

2. Are you, your spouse, or any dependent now pregnant or an
expectant parent? q P(E? g NO

3. Have you or any dependent to be covered ever received any
medical or surgical consultation, advice, treatment, or med-
ication for:

= Cancer or tumors g YES q NO
« Diabetes g YES q NO
 Heart attack, Angina, or other heart disorder ¢ YES g NO

15-800-00056-NC

4. Have you or any dependents to be insured ever been
diagnosed as having acquired immune system disorders;
or ever tested positive for antibodies to Human
Immunodeficiency Virus (HIV)? g YES q NO

Method of Payment: [J Check [JVisao [ MasterCardo
Exp. Date: / /
Account Number:

Authorized Signature:

Payor Name (Please Print):

Relationship to Applicant:

PLEASE READ, SIGN AND DATE: To the best of my knowledge
and belief, | have read the application and represent that the
information shown on it is true and complete. | understand that
the certificate or policy applied for will not pay benefits for any
expense incurred on account of any conditions for which any
insured person has had treatment or symptoms before the effec-
tive date, except as provided for in the contract. | understand

& 2000 Celtic Insurance Company; A Celtic Group Company

the coverage may be rescinded, meaning that coverage will be
void and no claims paid, for any false or misleading information
on this application. | understand that no premium will be
refunded if I do not need the full benefit period selected.

Any person who, with intent to defraud or knowing that he is
facilitating a fraud against an insurer, submits an application
containing a false, incomplete or deceptive statement may be
guilty of an insurance fraud.

Applicants Signature:

Dated and Signed at:
On / /

Date

City

SUBMIT TO: Celtic Insurance Co.,
PO. Box 06230
Wacker Drive Post Office, Chicago, IL 60606

Attn: New Business Underwriting. 8/00

AGENT INFORMATION STATEMENT:

Agent Name:

| certify that | have truly and accurately recorded the information given to me by the applicant. | understand that | represent the interest of the applicant for insurance, NOT Celtic, and have advised
my client not to terminate any existing coverage until receiving notice that coverage being applied for by this application is accepted.

City, State, Zip:

Company:

Social Security or Tax ID#:

Phone: Fax:

Address:

Agent Signature:

State of Agents Permanent License:




Call 1-800-477-7990 for instant quotes and coverage or use this Premium Worksheet

Use the Monthly Rate Chart to calculate your premium.

Single Coverage Premium Worksheet
1. Select your desired deductible level ($250, $500 or $1,000)

2. Enter the monthly premium corresponding
to your appropriate deductible section based
on your gender and age. $
Line 2
3. Enter the number of months for which you
are applying on Line 3.

Line 3
4. Multiply Lines 2 and 3 to calculate
premium and enter on Line 4. $
Line 4
(=Line 2 x Line 3)
5. Apply the state area factor and
enter on line 5.
Line 5
6. Premium Due:
Multiply Line 4 and Line 5. Premium for
entire period of coverage is required at
time of application. $
Line 6
(=Line 4 x Line 5)

Note: Coverage is issued on a monthly basis, days are not prorated.
Producer checks are not accepted.

~

Use the Monthly Rate Chart to calculate your premium.

Family Coverage Premium Worksheet

. Select the desired deductible level for your family* ($250, $500

or $1,000) *Deductibles are per person, per term.

. Enter the monthly premium corresponding

to the appropriate deductible section based

on your gender and age. $
Line 2

. If applying for spouse coverage, enter the

monthly premium corresponding to the
appropriate deductible section based on

the spouse's gender and age on Line 3. $
Line 3

. If applying for child(ren) coverage enter the

monthly premium corresponding to the
appropriate deductible section based on

the numer of children to be covered

on Line 4. $

Line 4

. Add the premiums amounts, if applicable

from Line 2, Line 3 and Line 4.
Line 5
(=Line 2 + Line 3 + Line 4)

. Enter the number of months for which

coverage is being applied for on Line 6.

Line 6
. Multiply Lines 5 and 6 to calculate
premium and enter on Line 7.
Line 7
(=Line 5 x Line 6)
. Apply the state area factor and
enter on line 8.
. Premium Due:
Multiply Line 7 and Line 8. Premium for
entire period of coverage is required at
time of application. $
Line 9
(=Line 7 x Line 8)
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Celtic Short-Term Monthly Rate Chart

$250 Deductible

Zip Code Chart

North Carolina .............. 1.2

Age Band Male Female
0-29 $37.00 $46.00
30-34 40.00 55.00
35-39 49.00 65.00
40 - 44 62.00 76.00
45 - 49 77.00 86.00
50 -54 106.00 106.00
55 - 59 142.00 127.00
60 - 64 202.00 148.00
1 Child $27.00

2 Children 52.00

3+ Children 73.00

$500 Deductible

IMPORTANT NOTE:

The information found in this brochure and in any accompanying litera-
ture is not intended to provide full details of The Celtic Short-Term
Health Plan. Complete terms of coverage are outlined in the Certificate
Booklet or Policy, and set forth in the applicable group insurance Policy
and Trust agreement. (If you would like a copy of the Certificate Booklet
or Policy to review, please contact Celtic.) The information contained in
this sales brochure may be subject to change at the discretion of Celtic
Insurance Company. In applying for coverage, the participants agree to
be bound by the Policy. The benefits described in this brochure and any
accompanying literature are the standard benefits offered by Celtic. Policy

revisions may vary in some states.

Age Band Male Female
0-29 $30.00 $37.00
30-34 32.00 44.00
35-39 39.00 52.00
40 - 44 50.00 61.00
45 - 49 62.00 69.00
50 -54 85.00 85.00
55-59 114.00 102.00
60 - 64 162.00 118.00
1 Child $20.00

2 Children 38.00

3+ Children 54.00

$1000 Deductible

Age Band Male Female
0-29 $22.00 $28.00
30-34 24.00 33.00
35-39 29.00 39.00
40 - 44 37.00 46.00
45 - 49 46.00 52.00
50 -54 64.00 64.00
55 - 59 85.00 76.00
60 - 64 121.00 89.00
1 Child $17.00

2 Children 32.00

3+ Children 47.00

Note: Deductibles are per person, per term. There is no deductible credit or

carry over from one policy to another.

Celtic Short-Term Health Plan Underwritten and Administered by
Celtic Insurance Company

PO. Box 06230,

Wacker Drive Post Office

Chicago, IL 60606

1-800-477-7990

8 2000 By Celtic Insurance Company (8/00)

HOW TO APPLY:

1.

a b~ WD

Indicate the date you want coverage to
begin. (Note: must be within 30 days of signature
date.)

. Choose your deductible.
. Decide the benefit period you need.

. Indicate who will be covered.
. Calculate your premium using the

worksheet or call QuikQuote at
1-800-477-7990.

. IMPORTANT: Be sure to answer all of the

Health Questions.

. Return your signed application along with

premium for the entire period of
coverage. (Application must be completed in ink.)

. If paying by check, make payable to

Celtic Insurance.

HOW TO REAPPLY:

If you need additional coverage, two weeks
before your term expires call Celtic Client
Services at 1-800-477-7870 to request a new
application.




