
PLEASE COMPLETE THE REVERSE SIDE.

QUESTIONS APPLY TO EACH PERSON PROPOSED FOR INSURANCE. IF ANY OF THE FOLLOWING QUESTIONS ARE ANSWERED “YES”, SUCH PERSON IS INELIGIBLE FOR THE POLICY.
1. Have you, or any person to be insured, lived in a country other than the United States, Australia, Canada, England, Ireland, New Zealand or

Scotland in the past 12 months? .............................................................................................................................................................................................. � Yes � No __________________
2. Do you or any person to be insured have any hospital, major medical, group health, Medicaid or medical insurance coverage in force that will not

terminate prior to the effective date of this coverage? ........................................................................................................................................................... � Yes � No __________________
3. Is any person to be insured now pregnant, an expectant father or planning to adopt a child within the term of the policy? .............................................. � Yes � No __________________
4. Have you, or any person to be insured ever been declined for insurance due to health reasons? ..................................................................................... � Yes � No __________________
5. Within the last five years, have you, your spouse or any dependent to be insured, sought advice, been diagnosed or received any medical or surgical

treatment, including medication, from a medical professional for: stroke, the heart including but not limited to: irregular heart beat, heart murmur, heart attack,
chest pain, high blood pressure, blood clot, liver disorder, kidney disorder, diabetes, HIV (Human Immunodeficiency Virus), AIDS (Acquired Immune
Deficiency Syndrome), immune disorders, cancer or tumor, emphyzema, alcoholism or alcohol abuse, drug abuse or chemical dependency? ................... � Yes � No __________________

Policy No.

For Home Office Use Only

I have read this application and represent that the information shown on it is true and complete, to the best of my knowledge and belief. I understand and agree that:

     Signed at ______________________________________________________________________________________ Date _______________________________________________________________
City & State                                     Month/Day/Year

_______________________________________________ ________________________________________________ _____________________________________________________________
Signature of Applicant Signature of Spouse (if proposed for insurance) _____________________________________________________________

           Signatures of Dependents (age 16 and over)

_______________________________________________________ _______________________________________________________ _________________ ______________________
Signature of Licensed Resident Agent Agent’s Name - Please Print     Agent’s Number              Agent’s Phone Number

600A MI 1/05

MICHIGAN APPLICATION
 for Non-Renewable Short Term Major Medical Expense Policy

FRAUD WARNING: Any person, who with intent to defraud, or knowing that he is facilitating a fraud against an insurer, submits an application
or files a claim containing a false or deceptive statement is guilty of insurance fraud.

If “yes”, who:

If children are to be insured, include all children, stepchildren and legally adopted children of the applicant, who are dependent on the applicant and 15 days old, but have not reached their 22nd birthday.

RESIDENT ADDRESS

___________________________________________________________ City ______________________________ State _____ Zip Code _____________ County _____________________________

APPLICANT’S SOCIAL SECURITY NUMBER __________________________

APPLICANT’S DRIVER’S LICENSE NUMBER _________________________

SPOUSE’S DRIVER’S LICENSE NUMBER ___________________________

RESIDENT PHONE NUMBER

(   ) ______________________

(   ) ______________________

Daytime

Evening

POLICY DATE / REQUESTED DATE

 �Day After Postmark  �Specific Date _____/_____/_____
Month          Day            Year

Applicant

Age Place of Birth
In USA

Yrs. Mo.Full Name Date of BirthRelationshipSex
Marital
Status

PLEASE PRINT IN BLACK INK
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1. Coverage, if issued, will become effective on the policy date, and that no
benefits are payable for an injury sustained before the policy date or sickness
first manifestedbefore the policy date.

2. Each person named in questions 1 through 5 is excluded from coverage under
this policy.

3. The policy I am applying for is not a renewal or extension of any previous
coverage and does NOT cover any condition for which benefits were paid
under a previous policy.

4. I acknowledge that I have been provided with a Notice of Your Privacy Rights.

THIS IS LIMITED COVERAGE. PRE-EXISTING CONDITIONS ARE NOT COVERED.  ALTERED APPLICATIONS WILL NOT BE ACCEPTED.



SHORT TERM MAJOR MEDICAL

TERM OF INSURANCE
� 1 Month � 2 Months � 3 Months
� 4 Months � 5 Months � 6 Months

TOTAL PREMIUM ENCLOSED  $ ____________________
Payment Method:

� Check
� Automatic Monthly Bank Draft (EFT)

complete EFT authorization form at right.
� VISA/Mastercard (Initial payment only)

I authorize American Community to bill my VISA or Mastercard for
the total premium:

Acct. # __________________________ Exp. Date ___________

PAYMENT MODE

� Monthly Payment

� Lump Sum Payment

NONSUFFICIENT FUNDS FEE
If any premium payment made directly by
check or by EFT (electronic funds transfer)
is returned for nonsufficient funds, a $20

nonrefundable service fee will be applied.

Deductible       � $250 � $500 � $1,000 � $2,500

Coinsurance       � 80/20 of $5,000 � 50/50 of $5,000

PLAN

American Community
Mutual Insurance Company

Authorization Information
For Electronic Funds Transfer

For Premium Payment
Electronic funds transfer is the automatic, monthly trans-
fer of funds from your checking account to American Com-
munity Mutual Insurance Company for the express pur-
pose of premium payment. The only participation require-
ment is that you maintain a regular checking account.

Name________________________________________

Address______________________________________

____________________________________________________________________

Telephone_____________________________________

Account and Authorization Signature(s)_____________

____________________________________________________________________

____________________________________________________________________

Financial Institution______________________________

Address______________________________________

____________________________________________________________________

Account Number________________________________

(Attach a blank check marked “void.” A deposit slip is not
acceptable.)

Authorization Agreement For Electronic Funds
Transfer For Premium Payment

I authorize American Community Mutual Insurance
Company of Livonia, Michigan to start an automatic
periodic withdrawal against my checking account at the
financial institution I have indicated. I also authorize the
financial institution to charge these withdrawals to my
checking account each month. The withdrawals are to
pay premium for the policy for which I have applied. If the
application for that policy is pending, there will be no
withdrawal until the first premium due after my policy has
been issued.
I understand that the withdrawal will be automatically made
each month and will appear on my statement. I also under-
stand that my policy may lapse if my checking account
does not have sufficient funds at the time of withdrawal.
I want this withdrawal to automatically continue until I
write American Community telling them to stop. I agree to
allow them reasonable time to do so (usually 14 days).

____________________________________________________________________
Signature of Key Applicant/Owner

____________________________________________________________
Date Signed

FIGURE HEALTH PREMIUM AT AGE LAST BIRTHDAY.

TO CALCULATE MODAL PREMIUMS, MULTIPLY THE MONTHLY
PREMIUM BY THE MODAL FACTOR.TO CALCULATE THE LUMP
SUM PAYMENT, MULTIPLY THE MONTHLY PREMIUM BY THE NUM-
BER OF MONTHS OF COVERAGE.

Premium Modes:

Lump Sum Payment
Electronic Funds Transfer (EFT)
Monthly Payment Premium

Modal Factor

1.00
1.05
1.10

36 53 29 43 21 32 15 23
39 61 31 50 23 37 17 28
39 64 32 53 23 40 17 30
47 76 38 64 28 48 21 36
59 86 48 72 35 54 26 42
78 96 65 80 48 60 36 47
99 105 83 88 62 67 47 52

132 126 112 106 84 80 66 63
164 143 139 121 107 92 86 73

32 32 24 24 17 17 12 12

$250 Ded.  $500 Ded.    $1,000 Ded.  $2,500 Ded.
 Age M F M F M F M F

80/20 Benefit Percentage1

18-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-63
Child dep.

$250 Ded.  $500 Ded.    $1,000 Ded.  $2,500 Ded.
 Age M F M F M F M F

1 50/50 Benefit Percentage

27 40 22 32 16 24 11 17
29 46 23 38 17 28 13 21
29 48 24 40 17 30 13 23
35 57 29 48 21 36 16 27
44 65 36 54 26 41 20 32
59 72 49 60 36 45 27 35
74 79 62 66 47 50 35 39
99 95 84 80 63 60 50 47

123 107 104 91 80 69 65 55
24 24 18 18 13 13 9 9

18-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-63
Child dep.

County

Macomb, Oakland, Wayne .............................................
Genesee .......................................................................
Monroe, St Clair .............................................................
Lapeer, Washtenaw .....................................................
Calhoun, Cass, Huron, Jackson, Kalamazoo, Lenawee,
Livingston,Sanilac, Tuscola ...........................................
Berrien, Clinton, Eaton, Hillsdale, Ingham, Ionia, Shiawassee,
VanBuren ......................................................................
Alger, Baraga, Delta, Dickinson, Gogebic, Houghton, Iron,
Kent, Keweenaw, Luce, Marquette, Menominee,
Muskegon, Newaygo, Oceana, Ontonagon, Ottawa,
Schoolcraft ....................................................................
Rest of State ..................................................................

Area
Factor

1.63
1.48
1.41
1.28

1.22

1.16

1.05
1.10

2

Base Rate _______ _______ ________

Area Factor x _______ x _______ x _______

Monthly Premium _______ +_______ + ______ = ________

CHILD/
CHILDREN

Premium Calculations

2

1

MALE FEMALE

Accidental Death Benefit

____________________________ ______________________
          Primary Beneficiary Relationship

____________________________ ______________________
        Contingent Beneficiary Relationship

(Benefits for loss of life of your spouse, if covered under the
certificate, will be paid to you.)
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