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Member's Narne Member/Association lD#

Date of Bifth _ l_ i_ Social Security Number

Address City State I Zip

HomePhone( i lWorkPhone( ) Email

Rank and Service Military Retiremdnt Date 

- 
/_..* l-

Group TRICARE Prime Supplement Plan Enrollment Form
Undenilritten by Transarnerica Prernkx Life lnsurance Company, Cedar Rapids, lA.

ORGANIZATION : G EA {Govemment Employees Association}

SelmanCo

--

lt1sn6 Admlr*stra8co Son i6
tsm e ExtrediEy Parlnq

Retum completed forr to the plan administmtor: Selman & Company | 61 1 0 Parkland Blvd I Clevelan d" AH M124 | Fax: 800.31 1 .3124

INFORMATIOT{

I have sdected my cove{age below and I arn endosing a check for $-_- in payment of my first gfher$ premium

Check the brochure for the appropriate premium schedule. Remember to mmslete the Automa$c Pawnent OntioJl Form'

C OT THC FOLLOWI}IG PLANS. ALL PER$OIIS

APPLYING FCIR COVERAGE I,UST BE IH THE SAME PLAIII (A OT B}

Retired Mernber......., --'.fl Plan A fl Ptan B

Spouse of Retired Member........ -.."....t1 Plan A fl ptan g

Each Child of Retired Member ...'."'..".f,1 Pttn A I Plan B

I hereby enroll myself andlor my dependents with the Transamerica Premier Life lnsurance Company for coverage under the

Association TRIdARE Supptementinsurance Plan. I understand that I must be a memberof the Association and lhat coverage

witl became effective on the first day of the manth following receipt of this enrollment form and premium.

I understand that any iniury or sickness, whether diagnosed or undiagnosed for which any pcrson proposed for coverage has received

medical treatrnent or c"r* within the 6 months immeiiately preceding their effective date will not be covered until the coverage has

been in effect for 6 months. Afier 6 months fom that person's etrestive date, he or she will become covetd regardless of any

preexisting conditions he or she may have. I further understand that new conditions wilt be covered immediately'

AR, CO, Ky, LA, ME, NM, OH, OK, TN and ltA Residents: Any person vuho knowingly and with intent to inquire, defraud, or deceive

any insurer files a statement of a claim or an application containing any false, inc<rmplete, or misleading information is guilty-of a. crime

and may be sugect to fines or confinement in prisCIn. DC and Rl Residents: Any person who know{ngty presents a false or faudulent

claim foi payment of a loss or benefit or knowingly present$ false information in an application for insurance is guilty of a crime and

may be sunject to nnes and conftnement in pdson. FL Residents: Any person who knowingly and with intentto injure, defraud *r
Oeceive any insurer, files a slatement of a ciaim or an application containing any false, incomplete, or misleading informqtion is guilly

of a fetony of the fiird degree. MD Residents: Any pelson wtro knowingly or wilhfuily presents a false or fraudulent claim for paynrent of

a loss or |enefits or vfio inoyriingly or willfully preser*s false information in an application for insurance is guilty of a crime and may be

subject to fines and c,onflnemenlin prison. NJ Residents: Any person who includes arry false or misleading informalion on an

apptication for a n insurance poticy is subject to criminal and civil penalties. PA Residents: Any person rafro knowingly and with intent

to ie{raud any insurance company or other person files an application for insurance or statement of claim containing any materially

fatse informaiion or conceals for the pumose of misleading, informalion conceming arry fact material thereto commits a fraudulent

insurance act, vrfrich is a crime and subjects sucfr a person to criminal and civil penalties.

Member Signature

Spouse $ignature

MLTRC1OOlGE

SELECTION

Date_l-l-
Date*l-*l-

x
x

fl Female fl MaleDateof Birth 

-l-l-
B Female 0 MateDate of Birth _ l- t-

E Female [] MaleDate of Birth 

- 
l-l-

agent#3221 Howard W. Powers 850 529-1026 t0115i 1057644


