
HERE ARE THE ACCIDENT BENEFITS
DEATH BENEFIT - If, as a result of injury, an insured dies within one year from the date of the accident causing the injury, we will pay the death 
benefi t less any spe cifi  c loss benefi t paid because of the same accident. The one year limit does not apply in a PA or WV contract.

SPECIFIC LOSS BENEFIT - If, as a result of injury, an insured suffers a specifi c loss within one year from the date of the accident causing the injury, 
we will pay:

75% of the face 50% of the face 25% of the face
amount for loss of: amount for loss of: amount for loss of:
Each Arm Each Hand or Foot Hearing of Each Ear
Each Leg Sight of Each Eye Thumb and Index Finger of the Same Hand
 Speech     

The total payment for all of the specifi c losses of an insured because of any one accident will not be more than the face amount. No specifi c loss 
benefi t will be paid if the death benefi t applies. The loss of the thumb and index fi nger of the same hand benefi t will not be paid if the loss of the 
hand or arm benefi t applies. The loss of the hand or foot benefi t will not be paid if the loss of the arm or leg benefi t applies.

MEDICAL EXPENSE BENEFIT - If, as a result of injury, an insured incurs covered expenses starting within 90 days from the date of the accident 
causing the injury, we will pay, less the deductible (if any) shown in the application and not to exceed the overall maximum benefi t amount, all 
covered expenses incurred within 3 years from such date.

Covered expenses means the reasonable and customary charges for local (“local” not applicable in a CT contract) professional ambulance service 
to or from a hospital and/or surgical center as well as the following reasonable and customary charges for treatment, services and supplies provided 
or prescribed by a doctor: (1) hospital or surgical center care; (2) medical treatment; (3) nursing care provided by a licensed nurse; (4) X-rays and lab 
exams; (5) prescription drugs and therapeutic services and supplies; (6) dental treatment as a result of injury to sound, natural teeth (natural teeth in 
SC); and (7) the following licensed home health care agency services and supplies provided instead of an otherwise required hospital or skilled nursing 
home confi nement: (a) physical, occupational, respiratory and speech therapy, (b) the services of a home health aide and (c) medical supplies.

If excess medical has been elected, we will not pay benefi ts for, nor can this plan’s deductible (if any) be satisfi ed by, covered 
expenses to the extent that they are collectible under certain other policies and/or health plans as stated in the policy.

(Coverage is provided under policy form No.: GR-9051-2. Certain provisions of the policy are summarized in this folder. All benefi ts are subject to the policy, which alone 
constitutes the agreement under which payments are made.)

THE RENEWAL AND TERMINATION CONDITIONS
If short-term coverage is elected, the policy will terminate at 12:01 a.m. on the termination date shown in the policy application.

If year-round coverage is elected, the policy may be renewed with our consent for future terms of one year each by payment of the premium 
due at the rates in effect at the time of renewal. We may terminate the policy (subject to certain conditions in WV) at 12:01 a.m. on any renewal 
date by giving the plan sponsor 31 days (60 days in LA, NV and Wl) prior written notice.

An insured’s coverage will end on the fi rst of these to occur: 
– When he or she is no longer an eligible person
– The date to which premium has been paid
– The termination date of the policy

Termination of coverage will not affect a claim which occurs before the coverage ends.

FRAUD WARNINGS
(CA)  For your protection California law re quires the following to appear on this form. Any person who knowingly presents a false or fraudulent claim for the payment of 

a loss is guilty of a crime and may be subject to fi nes and confi nement in state prison. 

(LA)  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefi t or knowingly presents false in for ma tion in an application for 
insurance is guilty of a crime and may be subject to fi nes and confi nement in prison.

(NY)  Please read statement located at bottom of application (reverse side) above signature section.

(PA)  Any person who knowingly and with intent to defraud any insurance company or other person fi les an application for insurance or statement of claim containing any 
materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a 
crime and subjects such person to criminal and civil penalties.

(WA)  Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a false statement in an application for insurance may be guilty 
of a criminal offense under state law.

(All Other States) Any person who knowingly and with intent to defraud any insurance company or other person, fi les an application for insurance or statement of claim 
containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance 
act, which is a crime and subjects such person to criminal and/or civil penalties.

NOTE: These plans are available in DC, PR, VI and all 50 states, EXCEPT that Excess medical is not available in NJ and to schools in AL or PA. Class 1 and 2 
benefi ts are not available in VT.

PREMIUM REPORT
The premium rate per eligible person is to 
be calculated as follows: 
Short-term coverage: Monthly premium 
rate per eligible person (number of 
months multiplied by the monthly 
premium rate) 
Year-round coverage: 

Option 1 - Use the appropriate monthly 
premium rate. This report applies only 
to the fi rst month of coverage - you 
will be billed monthly, in advance, for 
subsequent months.
Option 2 - You do not need to 
complete this report.  Send the 
minimum premium due. You will be 
billed quarterly, in arrears, for the number 
of exposure months. 

Note: If additional space is required, use a separate sheet. For au tho rized check ing ac count with draw al (also called Au to mat ed Clear ing House “ACH”) call 1-800-525-8669, option 5.

____________   +   ____________   =   ____________   × $   ____________   = $   ____________

The minimum premium per policy term is $225 for primary medical coverage and $175 
for excess coverage.

I certify that to the best of my knowledge and belief: (1) the preceding information is correct 
and complete; (2) premium is being paid for the total number of eligible persons who are 
anticipated to be insured; and (3) the premium is being paid entirely by the plan sponsor 
with no contribution made by the eligible persons toward the cost of the insurance.

________________________________  by  __________________________________________________

________________________________   __________________________________________________               

______________________________________________________________________________________  

Anticipated Number of Eligible Persons to be Insured Monthly Premium Rate 
per Eligible Person

Premium 
DueParticipant Staff Total

Day Telephone Number

Date                          Signature of Applicant

Fax Number

E-mail Address



m
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d
 r m

 
cy 

1. Name of Plan Sponsor _________________________________________________________________________________  
       Group’s Name

Permanent Mailing Address ____________________________________________________________________________  
                          Number      Street                   City           State        Zip              County

2. Policy Term: The policy term starts at 12:01 A.M. on _________________ which is the effective date, and 

 ends at 12:01 A.M. on _________________ which is the

3. 

4. Maximum Benefi t Amounts—the word “None” means the benefi t is not included.

5. Premium Rates by Class(es) of Eligible Persons – check class(es) and Medical Expense Plan desired.

6.  The Policy is to cover all eligible persons which include:      

7. Check one box for either short-term or year-round coverage: It is understood and agreed that: (a) the premium will be paid 
entirely by the plan sponsor with no con tri bu tion made by the eligible persons toward the cost of the insurance; and (b) premium will be 
paid as follows: for short-term coverage –  in advance as shown on the Premium Report, or  in advance based on the total estimated 
premium due as shown in the Premium Report with an audit at the end of the policy term (BF80); or, for year-round coverage –  monthly 
in advance based on total number of eligible persons anticipated to be insured during the month (BF50); or  the minimum premium with 
this application with the remainder due quarterly in arrears (BF79).
(NY) Any person who knowingly and with intent to defraud any insurance company or other person fi les an application for insurance or statement of claim containing any 
materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a 
crime, and shall also be subject to a civil penalty not to exceed fi ve thousand dollars and the stated value of the claim for each such violation.

By signing below, you agree that you have read all of the Fraud Warnings on both sides of this application.

$1,000
5,000

None
5,000

POLICY APPLICATION (please print or type)
which, upon acceptance and approval by NATIONWIDE LIFE INSURANCE COMPANY - Columubs, Ohio 43216,
will become a part of SPECIFIED HAZARD INSURANCE POLICY NUMBER 502–95–______________________
                                                Offi ce Use Only 

Covered Activities
Supervised activities (excluding snow skiing and league sports) sponsored and/or endorsed by the plan sponsor and 
direct travel to and/or from such activities. (710)

All participants or all participants and staff  in the following 
program(s) sponsored and/or endorsed by the plan sponsor:
Non-resident vocational training program (PHI710)

    Class 1 Benefi ts (C55)  - - - - - - - - - - - - - - - - - - - 
    Class 2 Benefi ts (C55)  - - - - - - - - - - - - - - - - - - - 
    Class 3 Benefi ts (C55)  - - - - - - - - - - - - - - - - - - - 
    Class 4 Benefi ts (C55)  - - - - - - - - - - - - - - - - - - - 
Non-resident rehabilitation training program (PHI711)

    Class 1 Benefi ts (C54)  - - - - - - - - - - - - - - - - - - - 
    Class 2 Benefi ts (C54)  - - - - - - - - - - - - - - - - - - - 
    Class 3 Benefi ts (C54)  - - - - - - - - - - - - - - - - - - - 
    Class 4 Benefi ts (C54)  - - - - - - - - - - - - - - - - - - - 

Eligible Persons

Monthly (exposure month or por tion thereof) Premium Rates per Eligible Person 
Medical Expense 

Primary Plan 

The minimum premium per policy term is $225 if the medical expense primary plan has been elected and $175 if the medical expense excess plan has been elected.

Medical Expense 
Excess Plan  Class

1
2
3
4

1
2
3
4

GR–9050                                                          (710-712)        – 4 –

 termination date (short-term coverage).

 fi rst renewal date (year-round coverage).

ACCIDENTAL DEATH AND SPECIFIC LOSS with a 
$250,000 overall maximum for any one accident.
 Death -  -  -  -  -  -  -  -  -  -  -  -  - 
 Specifi c Loss (Face Amount)  -  -
MEDICAL EXPENSE
 Accident
  Deductible-  -  -  -  -  -  -  -  -  -
  Overall Maximum  -  -  -  -  -  -

Benefi t Provisions Maximum Benefi t Amounts
Class 1

OFFICE USE ONLY 1596P 3596E

Class 2

$2,500
5,000

None
10,000

1820P 3820E

Class 3

$5,000
10,000

None
25,000

2220P 4220E

Class 4

$7,500
15,000

None
50,000
5011E

$ 0.90
   1.15
   1.50

Not Available

$ 0.90
   1.15
   1.50

Not Available

$ 0.55
     .70
   1.05
   1.45

$ 0.55
     .70
   1.05
   1.45

participants only (06), or participants and staff (09).

  _______________________________________________________________________________________________________________________________________________________________________________________________________   ___________________________________________________________________________________________________________________________________________________________________________________________________________
  _______________________________________________________________________________________________________________________________________________________________________________________________________   ___________________________________________________________________________________________________________________________________________________________________________________________________________
  _______________________________________________________________________________________________________________________________________________________________________________________________________   ___________________________________________________________________________________________________________________________________________________________________________________________________________
  _______________________________________________________________________________________________________________________________________________________________________________________________________   ___________________________________________________________________________________________________________________________________________________________________________________________________________
  _______________________________________________________________________________________________________________________________________________________________________________________________________   ___________________________________________________________________________________________________________________________________________________________________________________________________________

Previous Policy Number

Date

Agent’s Signature and Number

Signature of Applicant

Printed Name and Title of Applicant

Address of Applicant

Agent’s Phone Number Applicant’s E-mail Address

Applicant’s Phone NumberAgent’s E-mail Address




