
Time Insurance Company
Idaho Underwriting Authorization

	Application Number (if known)	 _________________________________________________________________________  

	 Name of Proposed Insured(s):	 _________________________________________________________________________  

	
(PLEASE PRINT)

	 _________________________________________________________________________  

	 Address: 	 _________________________________________________________________________  

		  _________________________________________________________________________  

		  _________________________________________________________________________

In order to determine my (our) eligibility for insurance, I authorize any licensed physician, medical practitioner, hospital, clinic, any 
pharmacy, pharmacy benefit manager or pharmacy-related entity, any medically-related facility, insurance company, the Medical Information 
Bureau, employer, or consumer-reporting agency to give Time Insurance Company (or any consumer-reporting agency authorized by Time 
Insurance Company) any information regarding me or my family as to employment, other insurance coverage, personal information, and 
medical or pharmacy care, advice or treatment, or medication use. 
I attest that all statements and answers on this enrollment form are complete, true and correct. My recorded Personal Health History, Part 
1 and any amendments shall be the basis for the contract. I also agree that: (1) Within 30 days of policy delivery, I must formally accept the 
offer by verifying the accuracy of the enrollment form information with a signature and returning that signed acceptance to Time Insurance 
Company. (2) Except as otherwise provided in the Conditional Receipt, the insurance, if approved by Time Insurance Company, will be in 
force only when issued by Time Insurance Company and accepted by me. (3) I understand and agree that any information I provide through 
this application process may be shared with persons necessary to facilitate issuing coverage, including but not limited to my agent or broker. 
(4) If any of these conditions are not met, Time Insurance Company has the right to rescind its offer of coverage and the full extent of its 
liability shall be limited to the sum received.
I hereby authorize any health care provider or medically related facility, pharmacy or pharmacy related facility, the Medical Information 
Bureau, Inc., consumer reporting agency, insurance or reinsurance company or employer having information about me or my minor children 
to provide all such information as may be requested to Time Insurance Company, its legal representative or any medical records retrieval 
service Time Insurance Company may engage, including, but not limited to, EMSI and its agents.
This authorization includes any and all information you may have about me, including, but not limited to, information regarding diagnosis, 
testing, treatment and prognosis of my physical or mental condition as well as alcohol abuse treatment, drug abuse treatment, psychiatric 
treatment, pharmacy prescriptions, HIV testing and treatment, STD testing and treatment, sickle cell testing and treatment, prescription 
history, lab data and EKGs. This information may also be disclosed to the Medical Information Bureau, Inc. and any medical records company 
engaged by Time Insurance Company, including but not limited to EMSI and its agents. Although federal regulations require that we inform 
you of the potential that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no longer 
be protected by such regulation, all information received by Time Insurance Company pursuant to this authorization will be protected by 
federal and state privacy laws and regulations. A copy of this authorization will be valid as an original.
I understand that this authorization is required in order to enable Time Insurance Company to make eligibility or enrollment determinations 
relating to me and/or my minor children or for Time Insurance Company’s underwriting or risk rating determinations. If I refuse to sign or 
revoke this authorization, Time Insurance Company may refuse to consider my application for enrollment.
I understand that I may revoke this authorization at any time by notifying Time Insurance Company in writing of my desire to revoke. 
Such revocation must be sent by certified mail to the following address: Privacy Office, Time Insurance Company, P.O. Box 3050, 501 West 
Michigan, Milwaukee, WI 53201-3050. Such revocation will not be valid if Time Insurance Company has taken action in reliance on the 
authorization.
Unless an earlier date is required by law, this authorization expires upon the earliest of the following events: 30 days after denial of my 
application, or declination of enrollment, or, if insured, 30 days after when I am no longer an insured of Time Insurance Company. But in 
no event will this authorization be in effect for longer than 24 months from the date signed.
I have been advised that I may be eligible for my choice of the High Risk Basic, Standard, Catastrophic A, Catastrophic B plans or HSA 
Compatible plan. I have also been advised that I may be eligible for one of the High Risk Basic, Standard, Catastrophic A, Catastrophic 
B plans or HSA Compatible plan, if my insurance carrier refuses to issue a health benefit plan providing coverage substantially similar to 
coverage offered under an equivalent High Risk Pool plan except at a rate exceeding the rate of the High Risk Pool plan.

Note: If you are applying for or are issued a KeyMed plan, the policy provides limited benefits. Review your 
policy carefully.
All answers to questions, statements and descriptions in this application are deemed to be representations and not warranties.

__________________________________________________________________________________ 	 ______________________________
Signature of Primary Proposed Insured or representative*	 Date

__________________________________________________________________________________ 	 ______________________________
Signature of Spouse or Other Insured (s) or representative* 	 Date

__________________________________________________________________________________ 	 ______________________________
Signature of Other Dependents 18 or over (if proposed to be insured)	 Date

*If you are the individual’s representative and are not the parent or legal guardian of a minor, you must attach documentary evidence 
of your authority to act as the individual’s representative for this authorization to be valid.

PLEASE RETAIN A COPY FOR YOUR RECORDS                           PLEASE FAX TO: 414-299-6020
Assurant Health is the brand name for products underwritten and issued by Time Insurance Company.
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