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CoventryOne   Underwritten by WellPath Select, Inc.      

Broker Name:  ____________________________________ 
                                                  CHCVTY1011R8 (rev 8/2010) GSA 012010 

Primary Applicant Name: ______________________________ 

Acknowledgements By signing this Application form, I, the Applicant, including any undersigned Spouse and Dependents, agree to 

the following statements: 

• I understand that all individuals applying for health coverage listed on this Application are subject to medical underwriting review unless applying 
for Guarantee Issue coverage. I understand that the selling agent (if applicable) has no authority to promise coverage to the applicant or any 
individual applying for coverage, or to modify WellPath Select, Inc.’s (“Coventry’s”) underwriting criteria or terms of coverage.  

• I understand that the information that I provide on this Application will be used to determine whether Coventry accepts my Application and so 
provides me with a policy of health coverage for which I’m applying including Guarantee Issue coverage. I attest that my Application responses 
are complete and accurate to the best of my knowledge.  

• I understand that if any material information is omitted or misrepresented from any section of the Application, coverage may be 
refused, terminated, or rescinded, at Coventry’s sole discretion. In the event that coverage is rescinded, the policy will be voided back to the 
original effective date and all premium payments will be refunded. Coventry shall not be financially liable for any health care services rendered 
prior to the rescission. 

• I agree to notify Coventry in writing if I or any individual applying for health coverage receives any new diagnosis, treatment, or health service, or if 
any of the answers or statements provided on this Application change between the date this Application is signed and the effective date or 
approval date of coverage, whichever is later. My failure to provide Coventry with this updated health information may result in a denial or 
rescission of coverage. 

• I understand that if any individual applying for coverage is declined for coverage, that individual may not re-apply for CoventryOne coverage for six 
(6) months from date of signature. 

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in 
an application for insurance may be guilty of a crime and may be subject to fines and confinement in prison. 

DO NOT cancel your existing insurance coverage until an offer of coverage has been extended by Coventry in writing. Please retain a 
copy of this application for your records. 

 

Primary Applicant’s Signature                             Date Spouse’s Signature (if applying for coverage)      Date 

Dependent Signature1                                           Date                             Dependent Signature1                                           Date                             

The below signatures must be completed if this is a Child-Only Application or if any child applying for health coverage (under the          
age of 18) has a Custodial Parent2  that is not the Primary Applicant or Spouse of the Primary Applicant. 

Parent/Legal Guardian Signature                        Print Name                      Relationship to individual applying for coverage             Date             

Custodial Parent Signature2                                Print Name                      Name of child(ren) to whom this applies                           Date             

1 Dependent Signature is required for individuals applying for coverage ages 18 and over 
2 The ‘Custodial Parent’ is the person with physical or legal custody of a child under 18 years of age.  
 
 
 
 

FOR BROKER USE ONLY 

Broker Certification: I am not aware of any other information which may have a bearing on the insurability of anyone to be covered and have not altered 
any responses recorded on this Application or any supplement to it. I have not advised any individual applying for coverage to withhold any information 
regarding the answers to the questions and have advised the individuals applying for coverage to review the Application and the answers recorded to 
confirm completeness and accuracy. I further attest that all my answers recorded in this application are correct, complete, and wholly true to the best of my 
knowledge and belief.  

Broker name Broker ID# Broker E-mail 

Broker name Broker / Agency phone Name of General Agent 

Payee (who is paid commissions) 

 Broker               Agency              General Agent 

Payee Tax ID# 

Broker Signature                                                                                              Date 

  

MESSER Financial Group
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CoventryOne   Underwritten by WellPath Select, Inc.      

Broker Name:  ____________________________________ 
                                                  CHCVTY1011R8 (rev 8/2010) GSA 012010 

Primary Applicant Name: ______________________________ 

Premium Payment 

Premium Payment Options  Choose ONE payment option.  You must then complete the applicable sections regarding your account information.   

Initial payment by EFT, then: 

 Monthly EFT (no administrative fee) 

EFT (Electronic Funds Transfer) Information  Complete this section if you have chosen to pay by EFT. The monthly premiums shown above 
will be withdrawn automatically from the bank account listed on the Application on the 10th day (or next business day if a weekend or holiday) of 
the month for which premium is due.  The premium amount due is calculated per day, so if the effective date is anything other than the 1st of the 
month, the initial premium will be prorated. 

9-digit routing number   Checking Account   

  Savings Account 

Name of account holder 

         

Account number 

Name of bank / savings institution Relationship of account holder to Primary Applicant 

 Self       Spouse    Other______________________________ 

Account holder address City State ZIP 

 

By signing this Premium Payment section, you are agreeing to the following statements: 

• You understand that it is your responsibility to notify Coventry should your payment information change at any time while you continue to hold a 
CoventryOne policy.   

• You understand that if premium payment is returned unpaid, a fee will be assessed in the amount of $20.00. You authorize Coventry to collect 
the premium payment due between the 20th – 30th of the month, including any unpaid fee amount. Failure to remit the first payment rescinds the 
policy. 

• You understand that providing this payment information does not guarantee approval or coverage.   

• Upon approval and acceptance of this Application, you authorize Coventry to initiate automatic withdrawal and / or a billing cycle of applicable 
premium payments from your provided account or billing information. If your effective date is entered into the system after the third business day 
of the month, your first automatic withdrawal may include premium amounts for multiple months. 

 

 

Account / Card Holder Signature:_____________________________________________________Date:___________________________ 
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CoventryOne   Underwritten by WellPath Select, Inc.      

Broker Name:  ____________________________________ 
                                                  CHCVTY1011R8 (rev 8/2010) GSA 012010 

Primary Applicant Name: ______________________________ 

 
Authorization of Release of Information 
 

I, the Applicant, for myself and any of my Dependents who are under the age of 18 and who are applying for coverage hereunder, hereby make the 
following authorizations: 

I authorize any physician, medical professional, hospital, clinic, pharmacy, pharmacy benefits manager or other pharmacy related services 
organization, health plan, insurance company, claims administrator, employer, governmental agency or other person or firm, to disclose to Coventry 
or its authorized representatives, my (or my Dependents’) personal information, including copies of records concerning physical or mental illness, 
advice, diagnosis, prognosis, prescription information, care or treatment provided to me, including without limitation, information relating to 
autoimmune deficiency syndrome (AIDS), human immunodeficiency virus (HIV), or the use of drugs or alcohol. I also authorize the release of 
information relating to mental illness. 

In addition, I authorize Coventry to review and research its own records for information. I understand my authorization is voluntary and that such 
information will be used by Coventry for the purpose of evaluating my Application for health insurance. Further, I understand that my authorization is 
required for Coventry to consider my Application and to determine whether or not an offer of coverage will be made. No action will be taken on my 
Application without my signed authorization. I understand information obtained with my authorization may be re-disclosed by Coventry as permitted 
or required by law and may no longer be protected by the federal privacy laws. I understand that I or any authorized representative will receive a 
copy of this authorization upon request. 

I authorize Coventry to use or disclose the information I provide in this Application (or that the Coventry has or receives from third parties) for 
purposes of administering my health insurance benefits. This authorization is valid for thirty (30) months from the date signed or until revoked by me 
in writing (which I may do at any time) or such shorter period required by law. Any revocation will not affect the activities of Coventry prior to the date 
such revocation is received by Coventry.  
 

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR 
KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE MAY BE GUILTY OF A CRIME AND MAY BE 
SUBJECT TO FINES AND CONFINEMENT IN PRISON. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

_________________________________________    ________         _______________________________________________       ________ 
Primary Applicant’s Signature                        Date   Spouse’s Signature (If applying for coverage)                          Date 
 

_________________________________________    ________         _______________________________________________       ________ 
Dependent Signature*                                                 Date                 Dependent Signature*                                                               Date 
*Required age 18 and over. 
 

The below signature must be completed if this is a Child-Only Application.           
 

______________________________________________________________________________________________________        ________ 
Parent/Legal Guardian Signature                 Print Name                    Relationship to child applying for coverage                          Date 
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