
600 Northern Boulevard, Great Neck, New York 11021-5202
(516) 829-8100(800) 365-4999Fax: (516) 829-8211

www.firstrehab.com

MASTER APPLICATION

APPLICATION is made to The First Rehabilitation Life Insurance Company of America for a
policy of group Vision Expense Benefits Insurance (which a copy of this application is attached
to and made part of), based on the following:  (Please print.  Please answer all questions.)
1) Company Name (Policyholder) ______________________________________________

Correspondent __________________________________________________________

Address _______________________________________________________________

______________________________________________________________________

Telephone Number ( ) ________________________________________________

2) List the names and addresses of all subsidiaries or affiliated companies whose
employees will be covered.
______________________________________________________________________

______________________________________________________________________

3) Nature of business _______________________________________________________
(if more space is needed, attach an extra sheet.)

4) Total number of full-time employees: _________________________________________
(A full time employee is one who works a minimum of 30 hours per week on a permanent,
full-time basis at the employer’s usual place of business or at a location to which the
employer’s business requires the employee to travel.)

5) Total number of eligible employees: __________________________________________
Full-time employees who have completed one month’s employment, and their eligible
dependents, are eligible immediately.  Other full-time employees and their eligible
dependents shall be eligible on the premium due date next following completion of the
following waiting period ____________________________________________________

6) Total number of employees to be insured: _____________________________________

7) Class(es) of employees eligible (describe): ____________________________________
______________________________________________________________________

8) Class(es) of employees ineligible (describe): ___________________________________
______________________________________________________________________

9) Has the group ever had vision coverage? ____  If yes, name of carrier? ____________
Reason for termination? ___________________________________________________
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10) Has the group ever had coverage with First Rehabilitation?________________________
If yes, what type?___________________   For how long?_________________________
Reason for termination? ___________________________________________________

11) This program is on a (check one) contributory ____ ; or non-contributory _____basis.  (If
this is a contributory program, at least 75% participation must be maintained.)
Check one ___ employee-only coverage; or ____  employee and dependent coverage.

12) Premium is paid monthly on the first day of each calendar month.  One month’s deposit
premium of $____________ must accompany this application.

13) This policy is effective on ____________  at 12:01 A.M. local time at the place at which
this policy is delivered.

14) Schedule of benefits:  Check applicable item(s):

Plan A ¨ Plan B ¨ Plan C ¨ Plan D ¨ Plan E ¨ Plan Z ¨

15) Rates will be _______  per single employee monthly; ________  per family unit monthly
(including the employee).

No one except the President, a Vice President or the Secretary of The First Rehabilitation Life
Insurance Company of America may make or modify any contract on behalf of The First
Rehabilitation Life Insurance Company of America, and no waiver is valid unless in writing and
signed by one of these officers.

All statements made by the Applicant are true and correct to the best of the Applicant’s
knowledge and belief.

NOTICE: 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 shall also be
subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim
for each such violation.

Dated ____________________ Signature of Employer __________________________
Name ________________________________________________________________
Title _________________________________________________________________

Dated ____________________ Signature of Agent ____________________________
Agent’s Address ________________________________________________________
_____________________________________________________________________
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