
Assurant Health  501 West Michigan  Milwaukee, WI 53203  Fax 414-299-6020
Assurant Health markets products underwritten by John Alden Life Insurance Company.Form JI-2300-CO

Version JI-2300.1-CO (Rev. 1/2009)
1

Enrollment Form for Medical Insurance for Individuals and Families

TYPE OF ACTIVITY  (Please check appropriate box.)

  

  	 Internal Replacement

  	 Adding Dependent

  	 Removal of Tobacco Rates

  	 Applying for Preferred Rates
  	 Removal of Condition Specific Deductible or Special Exception Rider

	 NEW  If not a new enrollee, check appropriate box and list affected policy number.

	 CHANGE/ADDITION TO AN EXISTING POLICY.  POLICY # _ ____________________________  

	 Removal/Reduction of Special Class Premium

	 Conversion (over age dependent/divorce)

	� Policy/Benefit Change to an Existing Policy  
List Type Of Change Requested: _________________

	 Reinstatement of Coverage

	 4a.	 Resident Address:______________________________________________________________________________________
		  (Street)	 (City)	 (State)	 (ZIP)

	 4b.	 E-mail Address:________________________________________________________________________________________

	 5.	 Does any proposed insured live outside the above household? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                      	  Yes	  No

		  If “Yes,” explain._ _____________________________________________________________________________________

	 6.	 Phone Number: (               )_ _____________________________ Please list the phone number that would be the best to 

		  reach you during the day to inquire about medical history. (               )____________________________

PERSON(S) TO BE INSURED

Name
Last                             First                             M.I. Sex Age Birthdate

(MM/DD/YY)
State

of Birth Height Weight Social Security Number

	1.	 Primary

	2.	 SPOUSE

	 3.	 Dependent(s) Name
Last                             First                             M.I. Sex Age Birthdate

(MM/DD/YY)
State

of Birth Height Weight Social Security Number

AGENT/AGENCY INFORMATION

Agent Name:_ ________________________________________

Agent Number:________________________________________

Key Agency Contact:___________________________________

Fax Number:__________________________________________

Phone Number:_ ______________________________________

E-mail Address:_ ______________________________________

Agency Name:________________________________________

Agency Number:______________________________________

Sales Representative Number:___________________________
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Colorado House Bill 97-1323 establishes rules for the issuance of medical policies to a Business Group of One.  In order 
to determine whether or not you are a Business Group of One, all applicants must read and complete the following 
questions.

A person who answers “yes” to all four questions below meets the legal definition of a “self-employed business group 
of one” in Colorado.

	1.	� Are you either a self-employed person with no employees, or a sole proprietor who is not offering or sponsoring 
health care coverage to your employees?        Yes      No

	 2.	�Have you carried on a significant business activity as a self-employed person or sole proprietor for a period of at 
least one year prior to application for coverage?        Yes      No

	 3.	�Do you have gross income from your self-employment or sole proprietorship as indicated on Federal Internal 
Revenue forms 1040, Schedule C, F, or SE, or other forms recognized by the Federal Internal Revenue Service for 
income reporting purposes from which you have derived a substantial part of your income from your business as 
a self-employed person or sole proprietor for one year out of the past three years? Note: Substantial part of your 
income means income derived from business activities of the business group of one that are sufficient to pay for 
the annual premiums for the business group of one's health benefit plan.        Yes      No

	 4.	�Do you work a minimum of 24 hours a week on a permanent basis?        Yes      No

I, ______________________________, certify that the answers to the questions contained in this form are true and correct. 
          (Name of applicant)

________________________________________  _______________________________  _____________________________ 
                   Signature of Applicant                              Applicant’s Business                                      Date

If you answered “yes” to all four questions above, please read and sign the Disclosure Statement below.

BUSINESS GROUP OF ONE DISCLOSURE STATEMENT

Please read and sign the following disclosure required by Colorado law: 

I, _________________________________________ (name of applicant), meet the definition of a self-employed business 
group of one as attested to on the accompanying Determination of Self-Employed Business Group of One Form. I 
understand that by purchasing an individual policy instead of a small group policy I give up what would otherwise be 
my right to purchase, during open enrollment periods as specified by law, a business group of one Standard, Basic, or 
other small group health benefit plan from a small employer carrier for a period of three (3) years after the effective 
date of the individual health benefit plan for which I am applying. I understand that this will be the case unless a small 
employer carrier voluntarily permits me to purchase a small group policy within such three (3) year period. 

I understand that the factors used to set new and renewal rates for the individual policy I want to purchase consist of 
benefit options chosen, ages of each covered person, gender, smoke/non-smoker, health status, geographic location, 
medicare eligibility, health care cost trend, administrative costs, pre-existing conditions, claims experience of the 
plan, and length of time on the policy. By comparison, the rating factors that would apply if I purchased a small group 
business group of one policy are limited to plan design, the carrier's overall cost and utilization trends ("index rate"), 
my age, my family size, and a factor that reflects the cost of care where I live. 

I have been given a health plan description form showing the benefits under Colorado's small group Standard Health 
Benefit Plans. I have also been given a Colorado Health Plan Description Form for the plan for which I am applying.

HIPAA ELIGIBILITYDETERMINATION OF SELF-EMPLOYED BUSINESS GROUP OF ONE
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NOTIFICATION REGARDING (“MIB”) formerly known as the MEDICAL INFORMATION BUREAU
Information regarding your insurability will be treated as confidential. John Alden Life Insurance Company or its reinsurers 
may, however, make a brief report thereon to the MIB, Inc., formerly known as Medical Information Bureau, a not-for-profit 
membership organization of insurance companies, which operates an information exchange on behalf of its Members. If you 
apply to another MIB member company for life or health insurance coverage, or a claim for benefits is submitted to such a 
company, MIB, upon request, will supply such company with the information in its file.
Upon receipt of a request from you, MIB will arrange disclosure of any information it may have in your file. Please contact MIB 
at 866 692-6901 (TTY 866 346-3642). If you question the accuracy of information in MIB’s file, you may contact MIB and seek a 
correction in accordance with the procedures set forth in the federal Fair Credit Reporting Act. The address of MIB’s information 
office is 50 Braintree Hill, Suite 400, Braintree, Massachusetts 02184-8734. 
John Alden Life Insurance Company, or its reinsurers, may also release information in its file to other insurance companies to 
whom you may apply for life, or health insurance, or to whom a claim for benefits may be submitted. Information for consumers 
about MIB may be obtained on its website at www.mib.com.

ABBREVIATED NOTICE OF INSURANCE INFORMATION PRACTICES 
To issue an insurance policy or certificate, we need to obtain information about you and any other person proposed for 
insurance. Some of that information will be received from you, and some will be generated from other sources. That information 
and any subsequent information collected by us may in certain circumstances be disclosed to third parties without your 
specific authorization. You have the right of access and correction with respect to the information collected about you except 
information which relates to a claim or civil or criminal proceeding. If you wish to have a more detailed explanation of 
our information practices, please contact John Alden Life Insurance Company, Underwriting Department, 501 West Michigan, 
Milwaukee, Wisconsin, 53203. 

FRAUD NOTICE 
It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose 
of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil 
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete or misleading 
facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or 
claimant with regard to a settlement or award payable from insurance proceeds, shall be reported to the Colorado Division of 
Insurance within the Department of Regulatory Agencies. 

PRIVACY
We do not disclose any non-public personal information about our customers or former customers to anyone, except as 
permitted by law. We collect non-public information about you from the following sources: (1) information we receive from 
you on enrollment forms or other information related thereto or as part of policy administration, and (2) information about 
your transactions with our affiliates, others or us. We restrict access to non-public personal information about you to those 
employees who need to know that information to provide products or services to you. We maintain physical, electronic and 
procedural safeguards that comply with federal standards to guard your non-public personal information. We may disclose non-
public personal information about you to nonaffiliated third parties as permitted by law. 

ADDITIONAL NOTICES

This Conditional Receipt is received from _____________________________________________ , this _____________ day of 

__________________ (month) ______________ (year).  

If full premium is paid and John Alden Life Insurance Company accepts this application as applied for within (30) days of the 
date the application is signed, the effective date will be as specified above, but I agree that I have no insurance coverage under 
this application until John Alden Life Insurance Company notifies me in writing that my application is approved.  No agent or 
broker of the Company is authorized to alter or waive the conditions of this conditional receipt. 

For coverage to become effective, each individual to be covered must be a risk acceptable to John Alden Life Insurance 
Company as applied for and at a standard or preferred rate with no Special Exception Riders on the later of: the Requested 
Effective Date or the Date on which John Alden Life Insurance Company receives the application at its home office.

I understand that John Alden Life Insurance Company has the right to deny my application and if it does so I will be notified in 
writing and the premium I submitted will be returned. 

If I do not select an effective date, John Alden Life Insurance Company will assign an effective date that is later than the date 
the application is approved. 

I must advise John Alden Life Insurance Company of any change in information included in the application for me or any person 
to be insured that occurs after the date I sign the application until the later of the effective date of coverage or the date John 
Alden Life Insurance Company receives the application at its home office.  Failure to update John Alden Life Insurance Company 
regarding these changes may result in coverage being voided.

CONDITIONAL RECEIPT


