


Agreement and Certification
I certify that I am legally authorized to apply for coverage for myself and all other persons named in this
application. I understand that I am applying for coverage as indicated on the reverse side of this application
which is underwritten by Wellmark, Inc., doing business as Blue Cross and Blue Shield of Iowa providing
the specified health care coverage, and Fort Dearborn Life Insurance Company or Medical Life Insurance
Company providing the life insurance (collectively, the “Insurers”). I authorize my employer as my agent,
to deduct from my pay or collect from me in advance the premium therefore and remit such sums to the
Insurers on my behalf. This authorization is to remain in effect until I or my employer notifies the Insurers
to the contrary. I further understand that coverage applied for will not start until after this application and
the appropriate premium payment amount are received and accepted by each Insurer and an effective date
of coverage is established by the Insurers.
I certify that, after this application was completed, I carefully and fully read it and that the statements and
answers set forth are full, true, and correct to the best of my knowledge and belief, and that no information
required to be given, either expressly or by implication has been knowingly withheld. I understand that the
Insurers will rely on the completeness and truthfulness given in the statements made in this application, and
that if I have made any false statements or misrepresentations, or have failed to disclose or have concealed
any material fact, each Insurer will be entitled to declare coverage provided under this application void and
to refuse allowance of benefits to any person there under. I authorize any health care provider to release
medical records to the Insurers when reasonably related to the coverage for which I have applied. If any
law or regulation requires additional authorization for release of medical records, I will give this
authorization. I further agree upon request to furnish the Insurers all information required to administer the
requested coverage.
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