
Florida 

APPLICATION FOR DENTAL INSURANCE 
UNITEDHEALTHCARE INSURANCE COMPANY 

HARTFORD, CONNECTICUT 06103-0450 

Street (Include Apt.) City State ZIP Code 

Street (Include Apt.) City State ZIP Code 

Applicant(s) Information 

Gender Name (Last, First, M.I.) 
 Male 
 Female Primary (You) 
 Male 
 Female Spouse 

Birth Date 

____/____/_______ 

Permanent Home Address (PO Box/PMB is not allowed) 

Mailing Address (if different from permanent home address) 

 Contact Information 
Phone Number Optional Email 

(  ) 

Initial Payment 

 

Estimated Monthly Premium $ 

  ____/____/_______ 

Plan Selection 
Plan Start Date
Your Plan will start on the first day of the month following receipt and approval of this Application Form and receipt of your first month’s payment. 
If you would like your Plan to start on a later date (the first day of a future month), please indicate the date: 01 ____/____/_____
Plans 
(Choose One)   DVH 500   DVH 1000   DVH 2000   DVH 3000 

  DVH 500 PLUS   DVH 1000 PLUS   DVH 2000 PLUS   DVH 3000 PLUS

Application Questions 

Yes No
G1 Does any applicant intend to replace any existing dental coverage in force? 

If yes, Who:_______________________________ Company Name:_______________________________________
If yes, Who:_______________________________ Company Name:_______________________________________
If yes, Who:_______________________________ Company Name:_______________________________________ 

 

 General Information
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Statement of Understanding 

I have read this application and represent that the information shown on it is true and complete.  I understand and agree that: 
(1) No insurance will become effective unless my application is approved and the appropriate premium is actually received by UnitedHealthcare

Insurance Company (UHIC) with this application.
(2) The primary applicant must be age 64 and 11 months or older on the plan effective date to be eligible for coverage.
(3) Incorrect or incomplete information in this application may result in voidance of coverage and claim denial.
(4) The information provided in this application, and any supplement or amendments to it, will be made a part of any policy or policies that may

be issued.
(5) If an application is approved, insurance will be effective:

(a) The first day of the month following receipt and approval of this application and receipt of your first month’s payment; or
(b) The first day of a future month requested by you.

(6) The agent is only authorized to submit the application and initial premium and may not change or waive any right or requirement.
(7) If UHIC rejects this application, under no circumstances will any benefits be payable.  Receipt of payment by UHIC does not constitute

approval of my application or create UHIC coverage.
(8) I have received a Notice of Privacy Practices and a Conditional Receipt or Conditions Prior to Coverage.
(9) I acknowledge that applicant has access to/has received a Guide to Health Insurance for People with Medicare. The Guide to Health

Insurance for People with Medicare is available at: https://stage.uhone.com/api/supplysystem/?Filename=Medicare-Medigap-guide.pdf
(10) THIS IS NOT A MEDICARE SUPPLEMENT POLICY.

 
Signature Information 

Signature Date Signed 
Primary Applicant 

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any 
false, incomplete, or misleading information is guilty of a felony of the third degree.

 
Agent Information – Review the completed application before signing below. 
Agent certifies that he/she has truly and accurately recorded on the application the information supplied by the applicant. 
Agent Name (Please Print) (First Name, MI, Last Name) Signature of Licensed Agent (required) 

Agent ID (required) Florida License Identification Number Date Signed (required) (Month, Day, Year) 

Agent Email Address Agent Phone Number 
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I acknowledge that I understand that UHIC may cancel the contract with proper notice.



IMPORTANT NOTICE TO PERSONS ON MEDICARE 
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS 

This is not Medicare Supplement Insurance 

This insurance provides limited benefits, if you meet the policy conditions, for expenses 
relating to the specific services listed in the policy. It does not pay your Medicare 
deductibles or coinsurance and is not a substitute for Medicare Supplement insurance.  

This insurance duplicates Medicare benefits when: 

• any of the services covered by the policy are also covered by Medicare

Medicare pays extensive benefits for medically necessary services regardless of the 
reason you need them. These include:  

• hospitalization
• physician services
• outpatient prescription drugs if you are enrolled in Medicare Part D
• other approved items and services

Before You Buy This Insurance 

√ Check the coverage in all health insurance policies you already have.
√ For more information about Medicare and Medicare Supplement insurance, review the

Guide to Health Insurance for People with Medicare, available from the insurance
company.

√ For help in understanding your health insurance, contact your state insurance
department or serving health insurance needs of elders [SHINE].

45574-X-09-0918
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 EFT – Complete EFT Authorization below 
 Credit Card – Complete Credit Card Authorization below 

Electronic Funds Transfer (EFT) and Credit Card payments will be collected at the time of application. Premium will be verified and may be adjusted 
up or down during the processing of your application. 

 ELECTRONIC FUNDS TRANSFER (EFT) AUTHORIZATION – ONLY IF PAYING BY EFT: 
I (we) hereby authorize UnitedHealthcare Insurance Company to initiate debit entries to the 
account indicated below. I also authorize the named financial institution to debit the same to 
such account. 
I agree this authorization will remain in effect until you actually receive written notification of 
its termination from me. 
Type of Account:  Checking    Savings 

Account No. Nine-digit Routing No. 

Financial Institution’s Name 

Address 

City, State, ZIP     

Draft On    
Day Date Signed 

Only select a draft date between the 1st and 28th of the month. 

In Tennessee and Texas, drafts may only be scheduled on 1) the premium due date; or 2) up to 10 days after the due date. 

X    
Authorized Account Signature

 CREDIT CARD AUTHORIZATION – ONLY IF PAYING BY CREDIT CARD: 
I authorize UnitedHealthcare Insurance Company to bill my MasterCard/Visa/American Express/Discover account. 

Type of Card: MasterCard     Visa  American Express  Discover Exp Date 
Month Year 

Billing ZIP Code: Card Number: 

X Charge On 
Signature of Authorized User Day 

Only select a charge date between the 1st and 28th of the month. 

NOTE: Some card issuers/financial institutions charge cash advance fees on insurance payments. 

Payment Method - Select one below. 
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According to your application, or information you have 
furnished, you intend to lapse or otherwise terminate existing 
dental and/or vision insurance
_________________________________________________

(Current Policy No.)
you have with______________________________________

and replace it with a policy to be issued by UnitedHealthcare 
Insurance Company. For your own information and protection, 
you should be aware of and seriously consider certain factors 
that may affect the insurance protection available to you under 
the new policy.
1.

2.

You may wish to secure the advice of your present insurer 
or its agent regarding the proposed replacement of your 
present policy. This is not only your right, but it is also in your 
best interest to make sure you understand all the relevant 
factors involved in replacing your present coverage.
If, after due consideration, you still wish to terminate your 
present policy and replace it with new coverage, be certain 
that all questions on the application are truthfully and 
completely answered. Failure to include all material 
information on an application may provide a basis for the 
company to deny any future claims and to refund your 
premium as though your policy had never been in force. 
After the application has been completed it should be 
carefully reviewed before being signed to be certain that all 
information has been properly recorded.

3.

680I-U 0123

NOTICE TO APPLICANT REGARDING REPLACEMENT OF DENTAL AND/OR VISION INSURANCE 
UNITEDHEALTHCARE INSURANCE COMPANY • 185 ASYLUM STREET • HARTFORD, CT 06103-0450

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

New policies may be issued at an older age than that used 
for issuance of your present policy; therefore, the cost of the 
new policy, depending upon the benefits, may be higher 
than you are paying for your present policy.
The renewal provisions of the new policy should be 
reviewed so as to make sure of your rights to periodically 
renew the policy.

The above "Notice to Applicant" was delivered to me on: 

_______________________________________________
Date

_W_it_n_e_s_s_________________________________________
Writing Agent

_______________________________________________
Applicant's Signature

(Current Insurance Company's Name)

4.
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TO BE COMPLETED BY PRODUCER ONLY IF PERSONALLY COLLECTING INITIAL PREMIUM PAYMENT 

Conditional Receipt for: _________________________ Date of receipt: ____________________________________ 

Proposed Insured: _____________________________ Signature of Secretary: ______________________________ 

Amount Received: _____________________________ Signature of Agent/Broker: ___________________________ 

THIS FORM LIMITS OUR LIABILITY. NO INSURANCE WILL BECOME EFFECTIVE UNLESS ALL THREE 
CONDITIONS PRIOR TO COVERAGE ARE MET. 
NO PERSON IS AUTHORIZED TO ALTER OR WAIVE ANY OF THE FOLLOWING CONDITIONS. YOUR 
CANCELLED CHECK WILL BE YOUR RECEIPT. 
This conditional receipt does not create any temporary or interim insurance and does not provide any coverage except as 
expressly provided in the Conditions Prior to Coverage. 

Conditions Prior to Coverage (Applicable with or without the Conditional Receipt) 
Subject to the limitations shown below, insurance will become effective if the following conditions are met: 
1. The application is completed in full and is unconditionally accepted and approved by UnitedHealthcare Insurance

Company.
2. The first full premium, according to the mode of premium payment chosen, has been paid on or prior to the effective

date, and any check is honored on first presentation for payment.
3. The policy is: (a) issued by UnitedHealthcare Insurance Company exactly as applied for within 45 days from date of

application; (b) delivered to the proposed insured; and (c) accepted by the proposed insured.

After you have completed the application and before you sign it, reread it carefully.
Be certain that all information has been properly recorded.
Keep this document. It has important information. 



ELECTRONIC DELIVERY TERMS AND CONDITIONS 

You will receive your Required Plan Communications electronically instead of receiving paper copies through 
the U.S. Mail. We will send you an email when a document is ready to view online. 

Not all communications require permission before sending electronically. This Notice only applies when 
permission is required. Communications are based on the Plan(s) you have. You will get new types of 
communications as they become electronic. If there is not an electronic version, we will send by 
mail.  Occasionally, in addition to electronic delivery, you may also receive a hard copy document. 

You can request a free paper copy of documents that we are required to provide you by calling the phone 
number on your insurance ID card. 

Your consent remains in effect until you withdraw it.  You may withdraw your consent at any time and choose 
to begin receiving paper mailings by changing your delivery preferences on the member website or by calling 
the phone number on your insurance ID card.  Changes may take up to seven business days to process. 

It is your responsibility to notify us of any changes to your email address and your failure to do so may cause 
delayed communications. If attempts are made to deliver information to any email address you provide and the 
message is returned as undeliverable after several attempts and that email address is not updated by you, we 
will assume that you have withdrawn consent for electronic delivery and will begin sending the information to 
you in paper format. To ensure that you continue to receive emails from us, add the email “from” address to 
your email address book or safe list. To update your email address, go to your member website or you can call 
the phone number on your insurance ID card. 

If you change plans or add a benefit, program, product or service, we will use the same contact information, 
when possible, to electronically deliver Required Plan Communications related to those services. 

Requirements to access and retain information – in order to receive and retain electronic communications, you 
must have access to a computer or other device that is capable of mobile or internet access and complete your 
registration for the member website.  This page contains documents in PDF format. PDF (Portable Document 
Format) files can be viewed with Adobe® Reader®.  If you don’t already have this viewer on your computer, 
download it free from the Adobe website (http://get.adobe.com/reader/). 

 I hereby consent to receive Communications and Transaction Documents electronically, as per the  
aforementioned conditions. All of the Communications between the time you submit your consent and   
withdraw your consent will remain valid and binding on both you and us notwithstanding your 
withdrawal. 

 I hereby DO NOT consent to receive Communications and Transaction Documents electronically, as per 
the aforementioned conditions. If you do not consent, we will conduct all future business with you in 
paper form. 

X _________________________________________
    Primary Applicant (You) 

     X _________________________________________ 
      Parent/Guardian (if you are a minor)      Relationship 

X _________________________________________
    Primary Applicant’s (Your) Email Address 

     X _________________________________________ 
      Parent/Guardian’s (if you are a minor) Email Address 

X _________________________________________     X _________________________________________ 
    Date  Policy Number 
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ATTENTION: Free language assistance services and free communications in otherformats, 
such as large print, are available to you. Call 1-800-657-8205. (TTY 711) . 

.,�/In.,:- >,a,cf (Amharic) f"i<;j�- hlfla W r,in,: l.7ij l.7.:\"11\•f·:f I,<;' jf ·f"'l�M-..1' 1.1.r. ·'I-.:\+ 1.h'" �II- ~:F 
+l:M�F 111'C�l" f.,7f11,:: O 1-800-657-8205 f.,£GH\•:: 

w:,l,..,l_,..Jl9 a.,;�1 a.i,...uJ1 o�Lw..o.J1 wt.-» .ill ;9� ,(Arabic) 4;-1.>-SUI �I w.bu3 � 1_;! :4fu'll 

.1-800-657-82051'9.,l� J,..oJI .o.,..S ._g.»4 �Wo,JI J.t.o ,-5_,;,.I, -,1 •, ,.., '! <i.;�1 

Oi'f': ���totrn(Bengali-Bangala) ��. � k-ntt-:,J���<:!i� �� .. ��� wURJ 
� ""'l"" «l'llt'll't<si;';, "'1'1'1F.r ""'l �, 1-800-657-8205-'" "°""'"""

1;:M'I, L';5hl�,��""eti.>�UJ.""'""��s (Cambodian-Mon-Khmer) �fJflr!l'ltw"''!"'Fl""ss""ilsl 
8 bl f'iliS B)>"l S BoSRf'<f'<f'<\Cl>"loSSiwbll Cl<l,l 1s'"" f.lC:lt:i'l MYH f'<iiCS "'' 8 fJiw)UH>"l1 

NO:! Li U J U lrl t:J Li � 

'ilihi'JIS1\CU8 l-800-657-8205• 

ATENSHUN: Gare kapetal Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane 
sew me sew format, tapil lane fateofat, bwe bwale toor kapetal. Ko yegili 1-800-657-8205. 

ATENSYON: Yanggen fifino' hao CHamoru (Chamorro), guaha setbisio siha para hagu ni' 
fatto, i setbision fino' pat lengguahi yan fina'uma'espiha gi otro na manera siha taiguihi i 
para mana'dangkolo i inemprenta. Agang 1-800-657-8205. 

f;:i;ls : ilDJ'fH�altcpy: (Chinese -Traditional) • �ciJt;.(��5e�fl!Eim.lil.Jfflil�.f0*'¥���fi!!� 

:rt!'.t-.15e�lillsll O f;:1¥.!1� 1-800-657-8205 °

ATTENTION: Si vous parlez franc;ais (French) , des services d'assistance linguistique et des 
communications dans d'autres formats, notamment en gros caracteres, sont mis a votre 
disposition gratuitement. Appelez le 1-800-657-8205. 

ATANSYON: Si w pale Kreyol Ayisyen (French Creole-Haitian Creole), gen sevis lang gratis 
ak kominikasyon nan lot foma ki disponib, tankou sa ki enprime akgwo let yo. Rele l-800-
657-8205.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlose 
Sprachassistenzdienste und kostenlose Kommunikation in anderen Formaten, wie zum 
Beispiel groge Sch rift, zur Verfugung. Ruf en Sie 1-800-657-8205 an. 

nPOlOXH: Eav µLAa,E EMljVlKO (Greek), unapxouv OL06£olµE� 6wpEOV UTTIJpEOlE� 
YAWOOLK�� l30�6ELQ� KOL 6wpEOV ETTLKOLVWv[a OE aME� µopq>OTTOL�OEL<;. 6rrw� µEyOAa 
ypaµµa-ra. KOAEOU l-800-657-8205. 
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Ullo\ �l'U, o.i\ ctil Oj'lf�lrtl (Gujarati) <>UC1ctl � ct\ lcto\l '{C� Q\l"ll8l� 1-{tt�\l �cu��� 
�� �i(il{l LClo\l '{C� ��l�. � 8 l{li\ lil.oi!, ctlll�l 1-{l� <i"llC1<>tl i)J_ l-800-657-8205 \l? 
8lc1 ;�. 

UIR �: m?; '3lltl � (Hindi) <ITffil g, ID 3flQ$ � i:_ri;J "ll'll <1$I<ld I mrrc1' '3fR '3f"I imaiif -q i:_ri;J -«'ITT,
� fil; ii? file, ;J<IB<U g, .,'@ � l-800-657-8205 I 

LUS TSEEM CEEB: Yog tias koj hais Lus Hmoob (Hmong), muaj cov kev pab cuam txhais lus 
pub dawb thiab muaj kev sib txuas lus dawb ua lwm horn ntawv, xws Ii luam ntawv loj rau koj. 
Hu rau: l-800-657-8205. 

A TENSION: No agsasaoka iti Ilocano (Ilocano), magun-odmo dagiti libre a serbisio ti tu long 
iti p;;gsasao ken libre a komunikasion iti dadduma a pormat, kas iti dadakkel a letra. Tawagan 
ti l-800-657-8205. 

ATTENZIONE: se parla italiano (Italian), puo usufruire di servizi di assistenza linguistica 
gratuiti e comunicazioni gratuite in altri formati,come ad esempio la stampa a caratteri 
grandi. Chiami ii numero l-800-657-8205. 

)i�ij;fi1l : B*51l (Japanese) '€-ii!i ;! n� l:l]fi, l!I\Jl4(7)§M.j3';:�-<;-- t: .::z '?, :J1t;!,;:)Z'¥� t°il!JO) 
J!;;t\'.�(7)ffll� :I "' :J. = 'T Y 3 ::., '[' ,:';fljffl \, I t�f_; 11 ;J:. � o l-800-657-8205 I: i,�ii!i < fc ;! \, I 

0 

�� Af�: �;;Oi(Korean)� Af@a1J..1::: �� J?s. �OJ ,:1@ A1!:!l�2t ttt� �,:fill� Cl� �61°� 8

21Af{,� 0iji1I� Ol@at� 9 £.!@Llc.f. l-800-657-8205 �2� ��oll ,;;�Al2. 

U1111111110: ti°?m?nui?uc5?w1111,na (Lao), ui1ui,11u10i�u@mu�au111iao1uwu111uJs u.i: 
mui&nuiu'iju11uu§u1uJs, 1�u: n?uw.uno�n:.i�uz:>cm?o�m�. n:o!JJ1YU11J11 l-800-657-8205. 

BAA'AKONiNiZIN: Dine (Navajo) saad bee yan�ti'go, t'aa jiik'eh saad bee aka'e'eyeed bee 
aka'anida'wo'i d66 naana lahgo at'eego bee hadadilyaa bee ahxil hane'i, dff nitsaago bee 
ak'eda' ashchinigff, nah6I¢. Kohjj' l-800-657-8205 hodfilnih. 
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WICHDICH: Wann du Deitsch (Pennsylvania Dutch) schwetzscht, kenne mer dich 
Schprooch-Hilf un annri Sadde Schreiwes griege, so wie Grooss-Druck (large print), unni as 
es dich ennich eppes koschde zellt. Call l -800-657-8205 uff. 

J> .:,iiilJ wlhl;iJI 9 _;tij ...S..OS .:,li,ilJ wl.o.>.> ,_,,.;5._,..o , - ,> -"(Persian-Farsi)._,...., J 1.9 .)1/j "! � :,c,.� 

• .>.J� ..,.,w l-800-657-82051/ . .ill,,;A Lo,..:, ._,.,.,,,,.,,;> ,JJ.>1 '-;-'4- .uil.o ,h> <5l.o.._,.J�

UWAGA: Dia os6b m6wiqcych po polsku (Polish) dost�pne Sq bezplatne uslugi pomocy 
j�zykowej i bezplatne komunikaty w innych formatach, takich jak duty druk. Prosimy 
zadzwonic pod numer l-800-657-8205. 

ATEN<;:AO: se voce fala portugues (Portuguese), tern a sua disposi9iio servi90s gratuitos de 
assistencia linguisti'ca e comunica96es gratuitas em outros formates, come caracteres 
grandes. Ligue para l-800-657-8205. 

� �: � � lffi'Tlft (Punjabi)� <1, � � -g-e\ � 3'1:t• ,w1fe31 � '>13 <Jo�.
� fc! � 1\.t_c, � � Jfu'o � <lo I l -800-657-8205 3 qTE <fa I 

8HllfMAHllfEI Ecm, Bbl roaopHTe Ha pyccKOM ll3bIKe (Russian), BaMA0CTynHbl 6ecnnaTHble 
yCJ1yrn ll3b•KOB0H noA[lep>KKH H 6ecn11aTHb1e MaTepHanbl s Apyrnx (jlopMaTax, HanpHMep, 
Hane'!aTaHHble KpynHblM wpH(j)TOM. 3BOHHTe no HOMepy l-800-657-8205. 

FA'AALIGA: Afai e te tautala i le Faa-Samoa (Samoan-Fa'asamoa), o lo'o avanoa mo oe 
·au·aunaga fesoasoani tau gagana e leai se totogi ma feso'ota'iga e leai se totogi i isi taiga,
e pei o lomiga e lapopo'a mata'itusi. Vala'au i le l-800-657-8205.
FIIRO GAAR AH: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda 
bilaashka ah iyo isgaarsiino bilaash ah oo qaabab kale ah, sida far waaweyn, ayaa diyaar kuu 
ah. Wac l-800-657-8205. 

ATENCI6N: Si habla espanol (Spanish), hay servicios de asistencia de idiomas y 

comunicaciones en otros formates come letra grande, sin cargo, a su disposici6n. Llame all-
800-657-8205. (TTY 711).

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng 
serbisyo ng tulong sa wika at  libreng komunikasyon sa ibang mga format, tu lad ng 
malalaking print. Tumawag sa l-800-657-8205. 

Illsons,u Klnf]ruiyan1tnTnu (Thai) lo 
f]f\J,11U1Sn lti usmsti::io IKauo1un11:nwsua:msa.ia1slu�lluu u5u 'l ws ttiu
mswuYioJ1JciJilnt:1suu1oiKaj Tns l-800-657-8205
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3BEPH!Tb YBAfY' flKUIO SH p03MOSnff€Te yKpafHCbKOIO (Ukrainian), SH MO)l(eTe 6e3onnaTHO 
K0(1Mr.TyR;:iT1,1(;';1 nncnyraMM MORMni' nil\Tf)MMK!.1, rl T;:tl(O)I( OP..::tonn.:inrn OTpMMYRrlT\11 iM(fl0(1MrlltilAMi 

MarepianH s iHWHX Q)OpMaTax, ffK OT Ha6paHi senHKHM WPHQ>TOM. Teneq>OHYHTe Ha HOMep 1-
800-657-8205.

,w::L.ol,.. � v4,,.<,Jl9 Ai> ;91 wl.o>-> -,9u..o ..,.S .:,uj ii v;,1 di� .:,�j (Urdu) 9>JI ,J � :v1., �,.,i:;

_l-800-657-8205 ._,,_,s JIS -'-"'1 yl,.t....,> .::...iu, � � ";-'T ,.:..;Jl '°-.>! �

LlfU Y: Neu quy vi n6i Tieng Vi�t (Vietnamese). quy v! se dlfc;tc cung cap cac d!ch vy h6 tra

ngon ngt1' miin phi va cac phlfO'ng tien trao doi lien lac miin phi o cac dinh dang khac, 
chang h�n nhlf ban in cht1' Ian. G9i 1-800-657-8205. 

49810-U-0325


	595F-G201810
	45574-X-17-0918
	Payment and Final Auth Pages
	Blank Page
	Blank Page
	Blank Page
	49810-U202503.pdf
	Blank Page
	Blank Page
	Blank Page
	Blank Page


	Gender1: Off
	Gender2: Off
	Last1: 
	First1: 
	MI1: 
	DependLastName1: 
	DependFirstName1: 
	DependMI1: 
	BirthDateb1: 
	BirthDatec1: 
	DependDOBb1: 
	DependDOBc1: 
	BirthDatea1: 
	DependDOBa1: 
	PhyStreet: 
	PhyCity: 
	PhyState: 
	PhyZipa: 
	PhyZipb: 
	PhyZipc: 
	PhyZipd: 
	PhyZipe: 
	Street: 
	City: 
	State: 
	Zipa: 
	Zipb: 
	Zipc: 
	Zipd: 
	Zipe: 
	AreaCodeDay: 
	Phone#Day: 
	ReqDt1: 
	ReqDt3: 
	PlanChoice: Off
	BaseTotal: 
	WhoO2a: 
	ComO2a: 
	WhoO2b: 
	ComO2b: 
	WhoO2c: 
	ComO2c: 
	OtherCovReplace: Off
	CustID: 
	source: 
	BrokerID: 
	Timestamp: 
	BrokerName: 
	BRIDNumber: 
	FLLic#: 
	BillingInitial: Off
	EFT: Off
	BankDraftAccount: Off
	EFTAcct#: 
	EFTName: 
	EFTAdd1: 
	EFTCityStateZip: 
	EFTDraftDt: 
	EFTSign: 
	CC: Off
	CreditCardDt1: 
	Credit card: Off
	CreditCardDt2: 
	CreditCardZip: 
	CreditCard#a: 
	CreditCard#b: 
	CreditCard#c: 
	CreditCard#d: 
	CreditCard#e: 
	CreditCard#f: 
	CreditCard#g: 
	CreditCard#h: 
	CreditCard#i: 
	CreditCard#j: 
	CreditCard#k: 
	CreditCard#l: 
	CreditCard#m: 
	CreditCard#n: 
	CreditCard#o: 
	CreditCard#p: 
	CreditCardSign: 
	ChargeOnDt: 
	CreditCardSecurityCode: 
	CreditCardSecurityCode2: 
	CreditCardSecurityCode3: 
	PriPolicy#: 
	PrCurrentCo: 
	BrokerSign: 
	Consent: Off
	PriSign: 
	GuardSign: 
	GuardRelationship: 
	Email: 
	GuardEmail: 
	EFTRouting#: 
	BrokerEmail: 
	BrokerPhone: 
	EFTSignDate: 
	SignDate: 
	BrokerSignDate: 


