


Accident
Coverage

OPTION ONE

$10,000 Accident Medical Coverage - $250 Deductible

$4,000 Emergency Air Ambulance - Worldwide Coverage

$10,000 Accidental Death and Dismemberment

Weekly Disability Income: If, as a result of injury, the primary member becomes totally disabled, as defined in your
certificate of coverage, we will pay the weekly benefit amount of $150.00. Disability Income starts on date of the first
treatment by a doctor which follows the accident causing injury. This benefit begins on the 15th day from the start of the
continuous disability. We will pay this benefit amount for as long as the covered primary member is totally disabled from
any one accident, but no longer than the maximum number of 26 weeks.

(see benefits description)

OPTION TWO

$7,500 Accident Medical Coverage - $250 Deductible
$4,000 Emergency Air Ambulance - Worldwide Coverage

$7,500 Accidental Death and Dismemberment

(see benefits description)

OPTION THREE

$5,000 Accident Medical Coverage - $250 Deductible
$4,000 Emergency Air Ambulance - Worldwide Coverage

$5,000 Accidental Death and Dismemberment

(see benefits description)

OPTION FOUR

$2,500 Accident Medical Coverage - $250 Deductible
$4,000 Emergency Air Ambulance - Worldwide Coverage

$2,500 Accidental Death and Dismemberment

(see benefits description)



Insurance Benefits provided by Guarantee Trust Life Insurance Company

Benefits Description

Accident Medical Coverage - Any doctor, Emergency Room, Clinic or Hospital: Medical Services means the costs for:
Medically necessary treatment by a physician, nurse, dentist, hospital room and board, outpatient surgery, use of an
ambulance, dental work to sound natural teeth, drugs, medicines, diagnostic tests and x-rays, oxygen, casts, splints,
crutches, blood plasma, treatment performed by licensed medical professional and rental of durable medical equipment.
Benefits are excess of other coverage.

$4,000 Emergency Air Ambulance - Worldwide Coverage: Most Medical plans only cover ground ambulance. In the
event a member suffers from a covered injury that requires emergency air ambulance service we will reimburse the mem-
ber up to the maximum amount of $4,000.

Accidental Death & Dismemberment: If a covered family member's injury results in a loss, as defined in your certificate
of coverage, within one year after the accident causing the loss, we will pay benefits as described in your certificate of

coverage for loss of life. Also benefits for loss of limb and sight are shown in the schedule of benefits.

Select Benefit Services Association Discount and Savings Benefits

The Following Non-Insurance Discount Benefits are Included with All 4 Options

Prescription Drugs: Save as much as 30% at more than 40,000 participating pharmacies nationwide, including such

chains as K-Mart, CVS and Costco - plus a convenient mail-order option for even greater savings.

Vision Care: Save 20% to 60% on eyeglasses, contact lenses, at more than 13,000 eyecare professionals nationwide.

Dental Care: Save 10% to 50% on dental care-exams, X-rays, fillings, crowns, dentures, oral surgery - at more than
24,000 dentists nationwide.

Chiropractic Care: Save 20% to 40% on chiropractic treatments, X-rays, and exams at over 7,000 chiropractors
nationwide.

Home Medical Equipment: Save between 5% to 20% on such things as respiratory therapy products and services,
long-term rehab equipment and supplies.




SELECT BENEFIT SERVICES ASSOCIATION ENROLLMENT FORM

Check one. 24 -Hour Accident Plan Options:

L

A Option 1: $59.95 per month (Individual or Family) 1 Option 3: $39.95 per month (Individual or Family)
a Option 2: $49.95 per month (Individual or Family) 1 Option 4: $29.95 per month (Individual or Family)

(includes $9.95 Monthly Administration fee)

Last Name First Initial
Social Security # Age (Max. 69) Date of Birth Home Phone #
Address City State Zip Code
E-mail Address for fulfillment and correspondence
Family Member (List spouse (maximum age 69) and dependent children to age 19 or full time student under age 25)
Name Age [ Date of Birth Relationship

I agree to the terms and conditions of SBSA Membership as listed on the reverse side of this form.

Member Signature Date

SBSA AUTHORIZATION TO HONOR CHECKS, SHARE DRAFTS, OR ACCOUNT DEBITS

Name of Depositor as it appears on Banking Institution Records

Account Number Routing/Transit number Name of Banking Institution Branch

Address City State Zip

As a convenience to me, I authorize you to pay and charge to my account checks, share drafts, electronic fund transfer debits or other account
debits made upon my account by and payable to the order of the entity designated above or its legal representatives for membership, benefits and
or insurance premiums. I agree that your treatment of each check, share draft or debit, and your rights with respect to it, will be the same as if it
were signed or initiated personally by me. I further agree that if any check, share draft or debit and your rights with respect to it, will be the
same as if it were signed or initiated personally by me. I further agree that if any check, share draft or debit is dishonored for any reason you will
not be under any liability even though dishonor results in the forfeiture of insurance, benefits, or membership. I further agree that this
authorization is to remain in effect until you receive written notice from me of its revocation unless you end it earlier.

Signature of Depositor Date Additional Signature (if joint account) Date

Payment Options (Check One)
Q Monthly Bank Draft Make Payment to SBSA

d Monthly List Bill (2 or more) Representative: (print name)
Billing will be in 15 days before due date

Representative Number:




Terms and Conditions

The Select Benefit Services Association (SBSA) is a membership organization committed to providing members high quality, innovative and money saving benefits
and services. Membership privileges include the right to participate in all programs offered or sponsored by SBSA.

Member hereby requests enrollment in the Select Benefit Services Association. Member understands that membership dues include the insurance premium.
Member also understands that membership dues are non-refundable.

Member hereby appoints SBSA, president, or failing this person, a SBSA 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 SBSA, to the same
extent and with the same powers as if the undersigned member were present at the meeting. Said proxy is to continue for a period of (1) year from date and is herby
renewed from year to year undil this proxy is cancelled by writing delivered to the association.








