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VBA/VHP/VMP Form 281 (Revised 1/07) 

VBA Terms and Conditions: 
 
 

1. Member understands that VBA is not an insurance company or program. Accident Benefit 
Payments are made by the administrator for the insurance company issuing the blanket cover-
age to Members. 
2. VBA provides savings to its members on services through a number of sources. The current 
list of benefits may be modified through additions or deletions. A quarterly newsletter, posted on 
our website or sent via e-mail, will keep Members up to date on benefits and other pertinent 
information. 
3. Payments for the VBA Program are due in advance. Payments will be drafted on or about 15 
days before the due date. If you choose to cancel your program, it is your responsibility to make 
sure that your membership card and a written request for cancellation are sent to VBA at least 
15 days prior to the anniversary of your effective date in order for your account not to be 
charged for additional fees. 
4. Member hereby appoints, Value Benefits of America Association (VBA) President, or failing 
this person, a VBA Director, as proxy holder for and on behalf of the member with the power of 
substitution to attend, act and vote for and on behalf of the member in respect of all matters that 
may properly come before the meeting of the members of VBA and at every adjournment 
thereof, to the same extent and with the same powers as if the undersigned member were 
present at the said meeting, or any adjournment thereof. Annual meetings are to be held in 
Arizona the second Tuesday of August. 
5. VBA reserves the right to terminate any enrollment or deny eligibility in the program for lack 
of payment to VBA. Returned checks, insufficient notices on bank drafts or denial by the mem-
ber’s credit card company for payment of the membership fee is deemed to be evidence of 
non-payment by a member. There will be a $10.00 charge to be reinstated in 
the program after such denial. If reinstatement for non-payment happens more than once, a 
$20.00 reinstatement will apply. 
6. In the event of any dispute, member agrees to resolve said dispute solely by binding arbitra-
tion that shall be governed by the laws of the state of Arizona and enforceable at Scottsdale, 
Maricopa County. 
7. Membership cancelled within the first 30 days of the enrollment date may be eligible for 
refund if the membership card and written cancellation request are sent to VBA. The adminis-
trative fee is not refundable. Approved refunds will be processed approximately 30 days after 
cancellation. 
8. Membership is effective on the 1st of the month following enrollment acceptance by VBA. 
 
Member Agreement: By signing the enrollment form, Member expresses desire to become a 
member of Value Benefits of America. Member acknowledges that the discount plans ARE 
NOT INSURANCE, but membership may include certain limited supplemental insured cover-
age's. Membership benefits are not a replacement for health insurance coverage nor are they 
intended as a substitute for health insurance coverage. Membership fees may be changed for 
all members, but not individually, with notification. 

* Minimum for Monthly List Bill is 2 on Value Health or Value Hospital or 5 on Value Med.  
** You can purchase only one AIG product, either the Value Health or the Value Hospital.            
You can purchase the Value Med alone or with either the Value Health or Value Hospital.  
*** If you have purchased another level of VBA Membership, the $5.00 monthly dues are waived.  
I have purchased another level of VBA Membership. �†  Yes   �†  No    
**** For Semi Annual or Annual payment modes, see below: 
VALUE HEALTH or VALUE HOSPITAL: Semi-Annual - Multiply total by 6.   Annual - Multiply total by 12.  
VALUE MED PLAN:  Semi-Annual - See brochure for rates  (Add $30 VBA dues if not already a member.)  
Annual -  See brochure for rates.  (Add $60 VBA dues if not already a member.) 

Please Mail completed forms and your check(s) to:  
 

VALUE BENEFITS OF AMERICA 
15575 N. 79TH PLACE, SUITE 100  
SCOTTSDALE, AZ 85260  

Marketed By:                                                                    GAC #: 

 PAYMENT CALCULATION  

 A) INDICATE PAYMENT METHOD:  �†  Monthly 
Bank  Draft 

�†  Monthly List 
Bill * 

�†Semi-Annual****
�†Annual **** 

 B) ENTER AMOUNTS: Value Health 
Plan **     

Value Hospital 
Plan ** 

Value Med 
Plan ** 

 1. Applicant   $  $  $ 
 2. Spouse  $  $  $ 

 3. Child (Rates are per child for the Value 
  Health /Hospital) # _____ X  $ _____ = 

 $  $                       $ 

 4. VBA Monthly Fees: (VBA Classic 
  Membership is required if not a cur-
  rent VBA member) *** 

$5.00  $5.00  $5.00               

 5. Monthly Administration Fee:  $15.00  $7.50  NA 

 6. Total Monthly Due: ****  $ $ $ 

 C) IMPORTANT PAYMENT                 
  INSTRUCTIONS: 

Make check 
payable to GEM 
Administrators. 

Make check 
payable to GEM 
Administrators. 

Make check 
payable to  

GTL or UNL.  

(1) (2) BANK DRAFT AUTHORIZATION AGREEMENT FOR  
AUTOMATIC MONTHLY PAYMENTS  

 

I hereby authorize the indicated payee(s) below to charge my account 
the insurance premiums and fees due monthly.  �� ��

�†  GEM ADMINISTRATORS (VALUE HEALTH or VALUE HOSPITAL PLANS) 
 

�†  UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA (UNL)                  
(VALUE MED PLAN in AR, ID, IL, MO, NE, NV, NM, ND, OK, SD, TX, UT & WV)  
 

�†  GUARANTEE TRUST LIFE INSURANCE COMPANY (GTL)                                     
(VALUE MED PLAN in approved states not listed above) 
 

I understand my account will be charged once each month for the total amount shown 
as due for my monthly premium and fees for the term of the policy of insurance issued 
to me. I understand that if a charge to my account is not honored, my insurance cover-
age could lapse. I further agree that you will not be under any liability for any dishonored 
electronic withdraws from my account, for any reason, even though the dishonor results in the 
forfeiture of benefits or membership. If any ACH item is dishonored, I authorize any additional 
returned check fees resulting from said dishonored check, to be charged to my bank account. 
I understand that if I wish to cancel my coverage, I must inform the named insurance 
company above or GEM Administrators of such cancellation within 30 days of the with-
drawal date.  Please charge my monthly premium and fees against the following ac-
count.  
 

_______________________________________________________________ 
Name of Depositor, as it appears on the Bank Institutions Records 
 
_______________________________________________________________ 
Account Number                                             Routing / Transit Number  
 
_______________________________________________________________ 
Name of Banking Institution   Branch 
 
_______________________________________________________________            
Address                               City                           Sate                      Zip 
 

Please attach a voided check from the account you wish billed for your coverage.   
 

X____________________________________________ Date Signed:______________ 
MAKE THE CHECK (S) PAYABLE TO THE AUTHORIZED PAYEE INDICATED ABOVE. 

VALUE BENEFITS OF AMERICA CLASSIC  
MEMBERSHIP ENROLLMENT FORM* 

 
Print Primary Member Name: ______________________________________ 
 

I agree to the Value Benefits of America terms and conditions as listed on this form. 
 

X_______________________________________       ___________________ 
                     Signature of Primary Member                              Date Signed 
 

About Value Benefits of America Classic Membership: 
 

Classic Benefits include over 400 major chains on-line in over 50 shopping catego-
ries, including everything from major department stores to specialty retailers to 
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UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA 
P. O. BOX 7901, Mount Prospect, Illinois 60056  (847) 803-5252 

 
HOSPITAL CONFINEMENT INDEMNITY COVERAGE – THIS CERTIFICATE PROVIDES LIMITED BENEFITS 

 
BENEFITS PROVIDED ARE SUPPLEMENTAL AND ARE NOT INTENDED TO COVER ALL MEDICAL EXPENSES 

 
OUTLINE OF COVERAGE 

 
THIS IS NOT A MEDICARE SUPPLEMENT COVERAGE. If you are eligible for Medicare, review the `Guide to Health 
Insurance for People With Medicare' available from the company. 
 
1. Read Your Certificate Carefully—This outline of coverage provides a very brief description of the important feature of 

coverage. This is not the insurance contract and only the actual policy provisions will control. The policy itself sets 
forth in detail the rights and obligations of both you and your insurance company. It is, therefore, important that you 
READ YOUR CERTIFICATE CAREFULLY!  

 
2. Hospital confinement indemnity coverage is designed to provide, to persons insured, coverage in the form of a fixed 

daily benefit during periods of hospitalization resulting from a covered accident or sickness, subject to any limitations 
set forth in the policy. Coverage is not provided for any benefits other than the fixed daily indemnity for hospital 
confinement and any additional benefit described below.  

 
3. Benefits – Your coverage under the group policy provides a daily benefit when you are confined to a hospital for a 

covered sickness or injury.  This daily benefit will be paid from the fourth day of confinement and for each day you are 
confined for up to 365 days of confinement during your lifetime.   
 
Daily Hospital Benefit ………………………………………………………………………………..  See Policy Schedule Page 

  
4. Exclusions and Limitations – The policy will not cover loss resulting from pre-existing conditions during the first 

year that your policy is in force. A “pre-existing condition” is any sickness or injury diagnosed or for which medical 
advice and/or treatment was received from or recommended by a Physician within the six (6) month period prior to 
the effective date of your policy.   
 
Your policy does not cover any sickness or injury which is the result of: (1) intentionally self-inflicted injury; (2) mental 
illness or nervous disorders without demonstrable organic disease (loss due to Parkinson’s Disease, Alzheimer’s 
Disease or senile dementia is covered); (3) normal pregnancy and childbirth; complications of pregnancy, however, 
will be covered as a sickness; (4) treatment of an injury that results from your commission of, or attempt to commit a 
felony, or from you being engaged in an illegal activity; (5) cosmetic surgery; cosmetic surgery does not include 
reconstructive surgery which is incidental because of previous surgery due to trauma, infection, or other disease of 
the involved part; (6) confinement in a Hospital located or care received outside of the territorial limits of the United 
States of America, its commonwealth partners, or the countries of Canada and Mexico; or (7) you being intoxicated or 
under the influence of alcohol or a narcotic, unless administered on the advice of a Physician. 

 
5. Renewability – Your coverage is Guaranteed Renewable to Age 65.  This means that you may keep your coverage 

under the group policy in force until age 65 by paying the renewal premiums as they are due or during the 31-day 
grace period.  Once you reach age 65 your coverage under the policy will terminate. 

 
We will have the right to change your renewal premium, but only if we change the table of premium rates for the 
group policy.  If we make a change we will provide you with written notice at least thirty-one (31) days before any 
premium change is made. 
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UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA 

Mount Prospect,  Illinois 
 

HOSPITAL CONFINEMENT INDEMNITY OUTLINE OF COVERAGE  
 

 
6. Additional Benefits – In addition to the above Daily Hospital Benefit, the following benefits are also provided:  
 
 Adult Doctor’s Office Visit Benefit, per visit, maximum 1 visit per week   $75.00 
 
  Maximum Doctor’s Office Visits per Calendar Year   10 
 

If the Optional Child Benefit Rider selected: 
 
 Child Doctor’s Office Visit Benefit, per visit, maximum 1 visit per week …………………………………… $75.00  
 

 Maximum Doctor's Office Visits per Calendar Year 
     for all Dependent Children   5 
 
 Outpatient Benefit Amount   $250.00 
 
  Maximum Calendar Year Outpatient Benefit   $1,000.00 
 
 Ambulance Benefit   $200.00  
 
 

REMEMBER, if you are not satisfied with your coverage, you have 10 days  
to return your certificate to us and get your money back. 

 
 

FOR ADDITIONAL INFORMATION ABOUT BENEFITS OR CLAIMS, TELEPHONE US AT (847) 803-5252 
. 

 
 
[If delivered at time of application by an agent: 
 
Agent’s Signature   Date of Delivery   
 
Agent’s Name (Printed)   
 
Agent’s Address and Phone No.  ] 
 

David Neighbors
Typewritten Text
David Neighbors

David Neighbors
Typewritten Text
411 N. Almon # 401, Moscow, ID 83843  208-882-8113





FEMALE MALE 

Height Min Weight Max 
Weight Height Min Weight Max Weight 

4’8” 77 212 5’0” 91 234 

4’9” 78 216 5’1” 93 237 

4’10” 79 220 5’2” 95 243 

4’11” 81 224 5’3” 98 247 

5’0” 83 229 5’4” 101 256 

5’1” 85 238 5’5” 103 262 

5’2” 87 243 5’6” 106 270 

5’3” 89 244 5’7” 109 276 

5’4” 91 250 5’8” 112 286 

5’5” 93 256 5’9” 115 296 

5’6” 96 262 5’10” 118 299 

5’7” 98 268 5’11” 121 308 

5’8” 101 274 6’0” 124 312 

5’9” 104 287 6’1” 127 323 

5’10” 107 288 6’2” 131 328 

5’11” 110 296 6’3” 134 339 

6’0” 114 305 6’4” 138 360 

6’1” 117 314 6’5” 142 385 

6’2” 120 323 6’6” 146 409 

     6’7” 150 418 

      6’8” 154 427 

UNDERWRITING GUIDELINES    

The applicant and spouse height and weight must be within the guide-
lines listed on the chart.  
 

APPLICATION QUESTION 1: 
If “Yes” answer provide details. If the hospitalization or other confinement 
was due to a fracture or minor surgery (gall bladder, appendix or child birth) 
the applicant can qualify.  If for a major surgery, or hospitalizations or other 
confinements due to a major illness or sickness, the applicant will not be eli-
gible for the plan.  
 

APPLICATION QUESTIONS 2 & 3: 
If “Yes” is answered for either question, the applicant will not be eligible for 
the coverage. 
THERE ARE NO RATE UPS AND NO ELIMINATIONS!    
Underwriting decisions are made based on the information disclosed on the applica-
tion for insurance.  Any false or incomplete information listed on the application can 
result in a rescission within the first 2 years of coverage.  
 

 

PRE-EXISTING CONDITION LIMITATION:  
Pre-existing conditions are those medical conditions disclosed or not disclosed on 
the application which were diagnosed or for which medical advice or treatment was 
recommended or received from a Doctor within a 12 month period (6 months in ID) 
immediately preceding the Effective Date of a Covered Person’s coverage. Any loss 
due to a pre-existing condition is not covered unless the loss begins more than 12 
months after the Effective Date of a Covered Person’s coverage.  

Questions or  Supplies:  Call General Agent Center 
1-800-366-2467 ▪  Fax: 1800-471-7996 

Email:  newsales@gacquote.com  
Address: 15575 N. 79th Place, Ste. 100, Scottsdale, AZ 85260 
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VALUE MED PLAN AGENT GUIDELINES 
 

United National Life Insurance Company of America  (In AR, ID, IL, MO, NE, NV, NM, ND, OK, SD, TX, UT & WV) 
Underwritten by Guarantee Trust Life Insurance Company  (In all other approved states)  

 
 

1. ISSUE DATE:   Business is issued on the date approved in underwriting by the carrier (usually in 10 days). You can request a later  effec-
tive date with a note attached to the application. If no money is received the carrier may need up to 15 days. 
2. MONIES COLLECTED:  Make checks payable to the insurance company.  Applicants can pay by Monthly Bank Draft, Semi-Annual, 
Annual or Monthly List Bill.  Make sure the applicant is aware that their account will be drafted immediately if they did not submit money and 
thereafter  (after issuance) approximately 15 days prior to the due date.  The insurance company processes the monthly collections for indi-
viduals on the Value Med.  (List bill instruction are in #6 below).   
3.  ORIGINAL APPLICATION(S) ARE PREFERRED:  We do accept legible fax/photo copies. If not legible, issue is delayed for the original.  
4. MUST INCLUDE THESE SIGNED FORMS:  HIPAA Authorization, VBA membership enrollment and an Automatic Monthly Bank 
Draft (and voided check).  
5. CONTACT INFORMATION:  Most correspondence regarding application is sent to the agent via email, phone or mail.  We may be re-
quired to call on the customer, so always include the email address, if available and the phone number. 
6. LIST BILL:  No group participation and a minimum of  5 or more employees must apply. The 1st month’s premium and fees must be paid 
to issue on a List Bill.  Please use the GEM Administrators List Bill Form. If sold along with the Value Health/Hospital Plans the check should 
be payable to GEM Administrators.  If only the Value Med is sold, the check should be payable to either GTL / UNL. 
7. COMMISSION PAYMENT:  New business will be paid weekly upon issue and renewals on or about the 20th of each month. 
8. CHANGES AND CANCELLATIONS:  Any changes, including cancellations must be in writing and sent to GAC or the insurance carrier.  
9. FULFILLMENT:  All fulfillment information, Certificate of Insurance and ID cards will be mailed directly to your client. 
10. CHILD COVERAGE:  Children under age 18 are not covered.  If age 18,  they need to apply separately on their own application.           
We are waiting for state approval on a rider the insurance company filed, allowing child coverage to be added.   
11. COVERAGE REPLACEMENT:  GTL/UNL requires a signed Replacement Form in the states of:  AR, CO, DE, FL, IA, ID, IL, KY, MA, 
NH, OK, PA,TX, UT, VA, VT, WI & WV. Also list the reason coverage is being replaced.   
12. OUTLINE OF COVERAGE:  Some states have an outline of coverage form: AR, ID, ME, MT, NH, OK, OR, SC, UT, VT & WV 




