








LIBERTY UNION LIFE ASSURANCE COMPANY 
 

FF/LUEL-1013-OH 1

APPLICATION FOR: 
Excess Loss Insurance Coverage 

  
Proposed Coverage For: 
 
1. Name of Employer (Full Legal Name Required):  

   
 
2. Name of Proposed Plan Sponsor (if different from Employer): ________________________   
  __________________________________________________________________________   
 
3. Address: __________________________________________________________________   
  (Street) 
  __________________________________________________________________________   
 (City)  (State) (Zip Code) 
 
        _________________   
 (Contact Phone)  (Contact Email) 
 
4. Subsidiaries or Affiliated Companies (companies under common control through stock ownership, 

Contract or otherwise) to be included (List legal name and addresses.  Attach an additional page if 
more space is needed.): 

  __________________________________________________________________________   
 __________________________________________________________________________   
 

PROVIDE ALL OF THE FOLLOWING: 

 

5. Nature of Business or SIC Code: ________________________________________________   

6. Total Number of Employees Eligible for Coverage: __________________________________   

7. Total Number of Employees Enrolling Under This Plan: ______________________________   

8. Total Number of Part-Time Employees (employed but not eligible for coverage): ___________   

9. If 100% of eligible employees are not enrolling under this Plan, provide proof of other group health 

coverage sponsored by employer.  If no coverage, provide explanation: __________________   

 __________________________________________________________________________   

10. Provide copy of current proof of group health coverage (premium bill, TPA consolidated bill) showing 
names and effective dates of eligible employees enrolling for coverage. 

 
11. Provide copy of current plan document or insurance certificate of coverage. 

12. Claims experience with enrollment by month for last 24 month period.  If not available, please explain:  

 Not available, current coverage is fully-insured and under 100 lives. 

 Other:               

 

 



LIBERTY UNION LIFE ASSURANCE COMPANY 
 

FF/LUEL-1013-OH 2

APPLICATION FOR: 
Excess Loss Insurance Coverage 

 
1. SELECT GENERAL OPTIONS: 
 

(a) Proposed Contract Period:   from:________________ through:      
 "Proposed Contract Period" is the requested effective date of coverage ("from") ending on the last day of 
 the 12th calendar month ("through"). 
 
(b) *Disabled Persons ___are covered  ___are not covered 
  Retired Employees  are covered  X    are not covered 

*Persons must be listed under a separate document for (b) if “are covered” is elected. 
 
Aggregate Contract Basis 
 
Plan Document expenses must be: 
 
Incurred from: through: ________________________   
“Aggregate Incurred Period” is the effective date of the plan year ("incurred from") ending on ("through") the 
last day of the 12th calendar month, and 
 
Paid from _______________________________ through:___________________________   
“Aggregate Paid Period” is the 24 months beginning on plan year effective date ("paid from") and ending 24 
months ("through") following the plan year effective date. 
 
Claims incurred prior to the Contract Effective Date are limited to:                    $ 0.00 ___ 
 
Aggregate Eligible Expenses include the following coverage: 
 
 X Medical      _X__ Prescription Card Service  
 
(c) Monthly Aggregate Accommodation Benefit:  Included 
 "Monthly Aggregate Accommodation" means excess loss coverage is automatically advanced for  
 payment of claims exceeding the monthly or annual aggregate attachment point. 

 
2. EMPLOYER/PLAN SPONSER ACKNOWLEGEMENT 

The undersigned acknowledges that this Application is not binding until it is accepted by the Insurer.  The 
proposed Plan Sponsor agrees to provide confirmation that no lapse in coverage from the current carrier or 
Plan occurs and acknowledges that the "Proposed Contract Period" is subject to change. 

 
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. 
   ____________      
Signature of Authorized Plan Sponsor (Authorized Employer Representative)                                       Date 
 
___________________________________________________________________________   
Printed Name and Title 

 
3. Name of Agent:      Agency Name:        
 
 Phone:        Email:        
 
                    
 Signature of Agent           Date 



MID-AMERICA ASSOCIATES FULLY-FUNDED PLAN - SUMMARY SIGNATURE PAGES 

ADMINISTRATIVE SERVICES AGREEMENT 

This Administrative Services Agreement and accompanying exhibits and appendices which are attached hereto and 
incorporated herein (collectively referred to as the "Agreement") is made and entered into this ___ day of 
____ , 20 ____ (the "Effective Date"), by and between ________________ , a 
[corporation] duly organized and existing under the laws of the State of ____ with its principal place of business 
at ______________________ (hereinafter referred to as the "Plan Sponsor'') and 
Mid-America Associates, Inc. a corporation duly organized and existing under the laws of the State of Michigan with 
its principal place of business at Troy, Michigan (hereinafter referred to as the "Administrator''). 

10.18 Authority. Each party represents and warrants to the other that the signatory identified beneath its name 
below has authority to execute this Agreement on its behalf. The parties, intending to be legally bound, have 
executed and delivered this Agreement as of the date set forth. 

IN WITNESS WHEREOF, the parties confirm delivery and acceptance of this Agreement by the Plan; the parties 
have caused this Agreement to be executed on their behalf by their duly authorized representatives' signatures, 
effective the ____ day of _____ , =20�-----

► The parties acknowledge the signatures represented on the Summary Signature Pages, will for all purposes, be
considered as full execution and acceptance of this ''Agreement" in it's entirety. 

ADMINISTRATOR: Mid-America Associates, Inc 

Authorized Signature of Administrator 

Printed Name of Authorized Administrator 

Date Plan Approved 

PLAN SPONSOR 

Signature of Authorized Plan Sponsor (Employer) 

Printed Name 

MANOS-501 

12/2016 ASA/BAA 

Date 

Title 

Date 

Title 



MID-AMERICA ASSOCIATES FULLY-FUNDED PLAN – SUMMARY SIGNATURE PAGES 
 

MAA/0S-501 12/2016  
ASA/BAA 

 
 

APPENDIX A – DISCLOSURE FORM 
 
 
 
 
 
Agent (Full Name):         
 
 
Administrator:   Mid-America Associates, Inc. 
 
In conjunction with the sale of the group health plan you have selected to purchase, this arrangement does not limit your 
Agent and/or Administrator from marketing for other insurance companies or organizations. 
 
The Agent and/or Administrator may be entitled to commissions and/or marketing allowances on such contracts, expressed 
as a percentage of gross annual premium and/or a flat dollar amount, as follows: 
 
AGENT                                                  ADMINISTRATOR 
         Paid Aggregate Premium &    % of the Aggregate Premium 
 Administration Fee     % of Administration Fee 
______ Other           25%  Subrogation Recoveries 
         100%  PBM Rebates & Service Warranties 
 
In addition to commissions, Agent and/or Administrator may receive additional compensation in the form of cash bonus 
and/or certain travel bonuses awarded by the Administrator or other ancillary service providers. The bonus is developed 
and paid by the Administrator or other ancillary service providers based on several aspects of Agent’s/Administrator’s entire 
block of business with the carrier or other ancillary service providers. 
 
The undersigned acknowledges receipt of the various proposals and the statement prior to any purchase and approves this 
transaction on behalf of the Plan without receiving, either directly or indirectly, any personal compensation in connection 
with the purchase of administration services or policies under the Plan. 
 
 
 
 
           
Signature of Agent 
 
 
           
Name of Plan Sponsor (Employer Group Name) 
 
 
 



MID-AMERICA ASSOCIATES FULLY-FUNDED PLAN - SUMMARY SIGNATURE PAGES 

COBRA ADMINISTRATION ELECTION - Exhibit X 

If you employed 20 or more full and part-time employees for at least 50% of the prior calendar year, you may be 
required to comply with COBRA (Public Law 99-272, Title X - Continuation Coverage). The Administrator will provide 
this service for the Plan, if elected. Complete the Plan election below and submit with the Employer Plan 
Application. Refer to the Plan Document for Employer COBRA compliance responsibilities. 

Indicate below if the Employer is subject to or exempt from the regulations mandated under the Consolidated 
Omnibus Budget Reconciliation Act of 1985 known as COBRA: 

___ Employer is exempt; having less than 20 full and part-time employees for at least 50% of the previous 
calendar year. Skip to bottom. Sign, date and return form. 

___ Employer is subject to COBRA; having 20 or more full and part-time employees for at least 50% of the 
previous calendar year. 

___ Employer declines COBRA administration services. Services performed: Internally by the Employer 
or outsourced to another administrator. 

___ Employer elects COBRA administration services for the calendar year. Employer is responsible to notify the 
Administrator of all terminations and qualifying events in a timely manner (within 14 days of 
occurrence). Consequences of untimely notice to the Administrator will be the Employer's 
responsibility. 

Name of Responder 

Responder's Signature 

MANOS-501 

12/2016 ASA/BAA 

Title 

Date 



MID-AMERICA ASSOCIATES FULLY-FUNDED PLAN - SUMMARY SIGNATURE PAGES 

PLAN DOCUMENT SIGNATURE PAGE - Exhibit XI 

The Company assures its covered members that during the continuance of the Plan all benefits 

hereinafter described shall be paid, to or on behalf of them, in the event they become eligible for benefits. 

The Plan is subject to all terms, provisions and conditions recited on the following pages hereof. The Plan 

is not in lieu of, and does not affect any requirements for coverage by Workers' Compensation Insurance. 

WITNESS ETH 

WHEREAS, effective ________ , (hereinafter called "Plan Effective Date"), the Company 

heretofore established a Plan for payment of certain expenses for the benefit of its eligible members 

known as the ___________ (Employer Name) Fully-Funded Group Employee Benefit 

Plan; (hereinafter referred to as the "Plan"). 

AND 

WHEREAS, under the terms of the Plan, the Plan Administrator acknowledges that amendments to the 

Plan will not be recognized or enforced without prior written approval from the Administrator. 

AND 

NOW, THEREFORE, it is understood and agreed that: (1) the undersigned has read this Plan in its 

entirety, has consulted legal and tax counsel to the extent considered necessary, acknowledges that he 

finds the Plan suitable for his purposes, and further acknowledges that he understands that the Plan has 

not been the subject of a favorable determination letter from the Internal Revenue Service or any other 

governmental agencies having jurisdiction over the Plan pursuant to ERISA, and accepts full responsibility 

for participation hereunder. 

MANOS-501 

12/2016 ASA/BAA 

PLAN SPONSOR 

Legal Name of Employer 

Authorized Plan Sponsor Signature 

Title 

Date 

Group Number 








