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Companion Life Insurance Company 
1301 Gervais Street, Suite 900 

Columbia, South Carolina  29201 

IMPORTANT:  This is a fixed indemnity policy, 
NOT health insurance 

This fixed indemnity policy may pay you a limited dollar amount if you’re sick or hospitalized.  You’re 
still responsible for paying the cost of your care. 

• The payment you get isn’t based on the size of your medical bill.

• There might be a limit on how much this policy will pay each year.

• This policy isn’t a substitute for comprehensive health insurance.

• Since this policy isn’t health insurance, it doesn’t have to include most Federal consumer
protections that apply to health insurance.

Looking for comprehensive health insurance? 
• Visit HealthCare.gov or call 1-800-318-2596 (TTY: 1-855-889-4325) to find health coverage

options.
• To find out if you can get health insurance through your job, or a family member’s job, contact

the employer.

Questions about this policy? 
• For questions or complaints about this policy, contact your State Department of Insurance.

Find their number on the National Association of Insurance Commissioners’ website (naic.org)
under “Insurance Departments.”

• If you have this policy through your job, or a family member’s job, contact the employer.
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Mailing Address: 
P.O.Box 100102 Columbia, South Carolina 29202  •  (803)735-1251 

Companion Life 
Insurance Company 

 Master Group 
 Application Form 

POLICYHOLDER INFORMATION 

Full Legal Name of Employer: 

Street Address:  City: State: Zip: 

P.O.Box: City: State: Zip: 

Contact Name:   Contact Title: 

Contact Phone:  Contact E-Mail:  

Federal Tax ID Number:  Full Years in Business: 

Nature of Business:  

Application is hereby made to Companion Life Insurance Company (the Company) on the basis of the information contained 
in this application, the enrollment data, available experience, and any other required information.  The application in its 
entirety is subject to review before insurance can become effective.  If this application is approved by the Company, it will be 
attached to and made part of the group policy(ies).  Insurance will become effective on the effective date shown below. 

Coverage Election 

Effective Date Requested: ________________________     Policy Situs State:  ___________ 

Will the requested insurance replace existing insurance?      Yes        No    If Yes, provide information below: 

Carrier Name Coverages Termination Date 

Employee Eligibility  (Minimum Hours – Minimum number of hours an employee must work to be eligible for coverage) 

 Standard: An active employee must work at least 30 hours per week to be eligible for insurance.

 Other:  _______________. (Less than 30 hours per week requires prior approval from the Company)

Additional info:  

 Basic Life  Voluntary Life  Short-Term Disability  Dental

 Basic Life w/ AD&D  Voluntary Life w/ AD&D  Voluntary Short-Term Disability  Vision

 Basic Dependent Life  Voluntary Dependent Life  Long-Term Disability  Accident

 Basic Dependent Life w/ AD&D  Voluntary Dependent Life w/ AD&D
 Child

 Voluntary Long-Term Disability  GAP

 Critical Illness  Limited Benefit Medical Plan  Hospital Indemnity  AD&D

  Spouse

  Spouse  Child
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General Fraud Warning: Any person who knowingly presents a false or fraudulent claim for payment of a loss 
or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be 
subject to fines and confinement in prison. 
The fraud warnings listed below are applicable in the states of AL, AK, AZ, AR, CO, DE, DC, FL, ID, IN, KS, KY, 
LA, ME, MD, MA, MN, NH, NM, OH, OK, OR, PA, RI, TN, TX, VT, VA, WA, and WV.  Please review 
the appropriate fraud warning relevant to the state that you reside in prior to submitting your claim. 
Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to 
restitution fines or confinement in prison, or any combination thereof. 
Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a 
claim containing false, incomplete, or misleading information may be prosecuted under state law. 
Arizona: For your protection, Arizona law requires the following statement to appear on this form.  Any 
person who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal 
and civil penalties. 
Arkansas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to 
fines and confinement in prison. 
Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an 
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include 
imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance 
company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or 
claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a 
settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance 
within the department of regulatory agencies. 
Delaware: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement 
of claim containing any false, incomplete or misleading information is guilty of a felony. 
District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the 
purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, 
an insurer may deny insurance benefits, if false information materially related to a claim was provided by the 
applicant. 
Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of 
claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third 
degree. 
Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a 
statement of claim containing any false, incomplete, or misleading information is guilty of a felony. 
Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any 
false, incomplete, or misleading information commits a felony.

FRAUD WARNINGS 
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Kansas: Any person who knowingly and with intent to defraud, presents, causes to be presented or prepares 
with knowledge or belief that it will be presented to or by an insurer, purported insurer, broker or any agent 
thereof, any written, electronic, electronic impulse, facsimile, magnetic, oral, or telephonic communication or 
statement as part of, or in support of, an application for the issuance of, or the rating of an insurance policy 
for personal or commercial insurance, or a claim for payment or other benefit pursuant to an insurance 
policy for commercial or personal insurance which such person knows to contain materially false 
information concerning any fact material thereto; or conceals, for the purpose of misleading, information 
concerning any fact material thereto may be guilty of a criminal act punishable under law and may be 
subject to civil penalties. 
Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files an 
application for insurance 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. 
Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to 
fines and confinement in prison. 
Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company 
for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance 
benefits. 
Maryland: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or 
benefit or who knowingly and willfully presents false information in an application for insurance is guilty of a 
crime and may be subject to fines and confinement in prison. 
Massachusetts: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit 
or knowingly presents false information in an application or contract for insurance may be found guilty of a crime 
and may be subject to fines and confinement in prison. 
Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty 
of a crime. 
New Hampshire: ANY PERSON WHO, WITH A PURPOSE TO INJURE, DEFRAUD OR DECEIVE ANY 
INSURANCE COMPANY, FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE, INCOMPLETE OR 
MISLEADING INFORMATION IS SUBJECT TO PROSECUTION AND PUNISHMENT FOR INSURANCE 
FRAUD, AS PROVIDED IN R.S.A. 638:20.  
New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR 
PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN 
APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND 
CRIMINAL PENALTIES.  
Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits 
an application or files a claim containing a false or deceptive statement is guilty of insurance fraud. 
Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive an insurer, 
makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading 
information is guilty of a felony. 
Oregon: Any person who knowingly presents a false statement of claim for insurance may be guilty of a criminal 
offense and subject to penalties under state law. 
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Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person 
files 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. 
Rhode Island: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to 
fines and confinement in prison. 
Tennessee: It is a crime to knowingly provide false, incomplete or misleading information to an insurance 
company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of 
insurance benefits. 
Texas: 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 fines and confinement in state prison. 
Vermont: Any person who knowingly, and with intent to injure, defraud or deceive any insurance company, files 
a statement of claim containing any false, incomplete or misleading information may be guilty of fraud and may 
be subject to criminal or civil penalties. 
Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company 
for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance 
benefits. 
Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance 
company for the purpose of defrauding the company.  Penalties include imprisonment, fines, and denial of 
insurance benefits. 
West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to 
fines and confinement in prison.
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Agreements and Authorization 
The undersigned declares that, to the best of his/her knowledge and belief, the statements and answers to the 
questions in this application are complete and true.  No one except an authorized representative of the Company may 
make or modify any contract on behalf of our Company, and no waiver is valid unless it is in writing and signed by one of 
these officers and the policyholder. The policyholder agrees to accept the terms and provisions of the group policy, including 
its exhibits, riders, endorsements or amendments, if any. 

I have read and acknowledge the applicable fraud warning above. 

Signed by the Group’s Authorized Representative Writing Agent or Broker

Signature:   Signature: 
Printed Name: Printed Name: 
Title License Number: State: 
City and State where signed: NPN:   
Date:  Date: 

      (must be signed prior to Effective Date) (must be signed prior to Effective Date) 

(The Application submitted to the Company must be signed.) 
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