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Hierarchy Form

Agent Name

GA Name

MGA Name

SGA Name

EMO Name National Contracting Center

Please check ONE

Agent assighs commissions to an agency
Agent paid directly by HealthSpring

Agent Signature

Date
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CEGINsuNng
Contact information

All information Is required to complele contracting
I:I Please Check if you will he conducting Telephonic Enroliments

Last Name, first name, middle initial Date of Birth Social Security Number
Address City State Zip Code
Business Phone Celt Phone Fax Number E-mail Address
Please list all websites and/or website affiliations;
Provider business office locations for last five years:
Ex: 10/12
Business address City State ZIP Code From To
Business address City State ZIP Code From To
Business address State ZIP Code From To
Professional designation:
Ex. 10/12
Type of professional designation From To
Type of professional designation From To
Type of professional designation From To
List any insurance agency affiliations for the past five years:
Name of agency City where agency is located From To
Name of agency City where agency is located From To




Please indicate the service area(s) in which you plan to sell HealthSpring (please select all that appiyY):
(You MUST have a currently active state Health Feense in all of the states for the service areas vou selected below)

[[] aAlabama [] Florida [] Mississippi [] Tennessee
D Arizona |:| Georgia |:| N. Carolina |:| Texas

[ ] Arkansas [[] 1Hinois [l oklahoma

[:] D.C. D Indiana D Pennsylvania

|___l Delaware |:i Maryland D 8. Carolina

Additional information:
If an answer to any of the following questions is “yes,” attach details on separate sheet of paper.

<
-
)

as
A. Has your license to sell insurance or HMO Products ever been denied, suspended or revoked by
any state?

B. Have any complalnts been fi Eed agalnst you with the State Department of Insurance or any other
insurance regulatory board or agency within the last five years? ,

C. Have you ever been denied appointment or renewal appointment by any insurance and/or managed
care company?

D. Have you ever been party to a lawsuit relating to the insurance or managed care industry?

1. Have any settlements ever been made on your behalf?
2. Are there any claims or cases presently filed or pendlng agalnst you?

E. Have you aver flfed for bankruptcy?

F. Have you ever been convicted or are you currently being charged or under investigation
for any violation of the law other than minor traffic violations?

G. Are any legal actions pending against you by any employer, client, former assodiate, partner, state
board of insurance, law enforcement agency or professional group or organization?

H. How long have you sold individual and/or group HMO preducts?
I. How long have you been in the insurance business?

J. Do you speak any foreign language?
If yes, indicate language(s):

0000 0 000000 O
0000 0 Do0do o O™

1 certify that the above staternents are true and complete and no misrepresentations are contained with the application or
attachments.

Signature Date




Active appointments with insurance and/or managed care companies:

Company Name

From To
Company Name

From To
Company Name

From To
Company Name

From To

Authorization and release:

I understand that Cigna-HealthSpring Inc. will verify that the information in this application is correct and I hereby authorize
Cigna-HealthSpring Inc. or its representatives to contact and obtain information references in this application from an

individual present or former client, insurer, corporation or other business entity, regulatory or licensing agency, or state, city
or federal agency.

By applying for appointment with Cigna-HealthSpring Inc, I extend absolute immunity to, and release and hold harmless
from any and all liability: (i) Cigna-HealthSpring Inc., its representatives, employees, trustees, directors, and officers; (ii} any
individual, present or former client, insurer, corporation, or other business entity, regulatory or licensing agency, or state, city
or federal agency providing information, their representatives, employees, trustees, directors and officers; (jii) any third
party for any acts, communications, reports, records, statements, documents, recommendations or disclosures involving me,
requested or received by Cigna-HealthSpring Inc. and its representatives to, from, or by any third party, including otherwise
privileged or confidential information.

I certify that the above statements are true and complete and no misrepresentations are contained within the application or
attachments.

Name (please print) Signature Date
Application for appointment includes:

. Completed application, with signature on authorization and release above
. Copy of Current State License(s)

Return completed application along with required documents to:
Corporate Contracting
Attn: Corporate Sales Operations

500 Great Circle Rd
Nashville TN 37228
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RELEASE AUTHORIZATION AND
FAIR CREDIT REPCRTING ACT DISCLOSURE

The applicant for contracting acknowledges that this company may now, or at any time while contracted, verify
information within the contract. In the event that information from the report is utilized in whole or in part in making an
adverse decision, before making the adverse decision, we will provide to you a copy of the consumer report and a
description in writing of your rights under the Fair Credit Reporting Act, 15 U.5.C. § 1681 et seq.

Please be advised that we may also obtain an investigative consumer report including information as to your character,
general reputation, personal characteristics, and mode of living. This information may be obtained by contacting your
present and previous employers or references supplied by you. Please be advised that you have the right to request, in
writing, within a reasonable time, that we make a complete and accurate disclosure of the nature and scope of the
investigation requested.

Additional information concerning the Fair Credit Reporting Act, 15 U S C. § 1681 et seq., is available at the Federal Trade
Commission’s web site (http.//www.fic.qov).

By signing below, I hereby authorize all entities having information about me, including present and former
employers, personal references, criminal justice agencies, departments of motor vehicles, schools, licensing agencies,
and credit reporting agencies, to release such information to the company or any of its affiliates or carriers. |
acknowledge and agree that this Release and Authorization shall remain valid and in effect during the term of my
contract.

You may also be asked to adhere to o random drug test at which HealthSpring has the right to initiate, subject to
state notification provisions.

For California*, Minnesota, and Oklahoma Applicants Only: 4 consumer credit repori will be obiained thr ough Business
Information Group, Inc , P O. Box 541 Southampton, PA, 18966

If an investigative consumer report and/or consumer report is processed, | understand that | am entitled to receive o copy. |
have indicated below whether | would like a copy ~ Yes]| | Nol | please check the box that appies

Date: Signature of Applicant:

Print Name:
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{Rev September 2007)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give form to the
requester. Do not
send to the IRS.

Name (as shown on your income tax return)

Business name if different from above

Address (number . street and apt or suite no)

Requester's name and address (optional)

g_ Check appropriate box; [] Individual/Sole proprietor D Corporation D Partnership Exempt
2 Limited liability company Enter the tax classification (D=disregarded entity G=corporation P=parinership) » ....... l:] payee
G |:| Other (see instructions} P

E

=

o

City state and ZIP code

See Specific Instructions on page 2.

List account number(s} here {optional)

Taxpayer Identification Number {TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withhelding. For individuals, this is your social security number (SSN) Howsver, for a resident ! I
alien, sole proprietor, or disregarded entity, see the Part [ instructions on page 3 For other entities, it is
your employer identification numbar (EIN). if you do not have a number see How to get a TIN on page 3. or

Note. If the account is in mare than ore name. see the chart on page 4 for guidelines on whose

number to enter.

Sacial security number

Employer identification number

Certification

Under penaities of petjury, | certify that:

1 The number shown on this form is my correct taxpayer identification number (or 1 am waiting for a number to be issued to me), and

2 | am not subject to backup withholding because: {a) | am exempt from backup withholding, or {5) | have not been notified by the Internal
Revenue Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has

notified me that | am no longer subject to backup withholding, and

3. lam a US. citizen or other US. person (defined below).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return For real estate transactions, item 2 does not apply
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement {IRA), and generally, payments other than interest and dividends. you are not required to sign the Certification but you must

provide your correct TIN See the instructions on page 4

Sign Signature of
Here U.S, person W

Date »

General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted

Purpose of Form

A person who is reguired to file an information return with the
IRS must obtain your correct taxpayer identification number (TIN}
to report, for examplse, Income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, canceilation of debt, or
contributions you made to an IRA

Use Form W-8 only if you are a U.S person {including a
resident allen}, to provide your correct TIN to the person
requesting it {the requester) and, when applicablg, to:

1. Ceriify that the TIN you are giving is correct {or you are
waiting for a number to be issued),

2 Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S.
exempt payese If applicable, you are alse certifying that as a
U 3 person, your allocable share of any partnership income from
a U.S, trade or business is not subject to the withholding tax on
foreign partners’ share of effectively connected income

Note. If a requester gives you a form other than Form W-2 to
request your TIN, you must use the requester's form if it is
substantially similar to this Form W-g.

Definition of a U.S. person. For federal tax purposes, you are
considered a .S person if you are:

& An individual who is a U.S. citizen or U S resident alien,

& A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United
States,

¢ An estate (other than a foreign estate), or

@ A domestic trust (as defined in Regulations section
301 7701-7).

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required fo
pay a withholding tax on any foreign partners’ share of income
from such business Further, in certain cases where a Form W-9
has not been received, a partnership is required to presume that
a partner is a foreign person, and pay the withholding tax.
Therefore, if you are a U 8. person that is a pariner in a
partnership conducting a trade or business in the United States,
pravide Form W-9 to the partnership to establish your U.S
status and avoid withholding on vour share of partnership
income.

The persen who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding withholding
con its allocable share of net income from the partnership
conducting a trade or business in the United States is in the
following cases:

¢ The US. owner of a disregarded entity and not the entity,

Cat No 10231X

rorm W-9 (Rev. g-2007)



Electronic Payment (ACH) Authorization Agreement

| hereby authorize to deposit any amounts owed me by initiating credit entries to the bank account listed
below in the amounts specified Also, | authorize the right to correct any Electronic Funds Transfer
resulting from an erronecus overpayment by debiting my account for an amount not to exceed the original amount of the
erraneous credit  This authorization is to remain in force until the company recaives written notice from me of its termination

in such time and in such manner as to afford the company a reasonable opportunity to act on it.

Vendor Information

Name (please print):

Social Security Number: [ [ - 1 4 1101101

OR

Tax |ID Number: |:| I:H:[ D D I:l |:| D |:|

Address:

Check One: [ Checking [ ] Savings Requested Start Date for ACH:
Ex: 11/22/12

Check One: []New []Change [] Stop

Bank Routing#: LI I I T 1  Bank Account #:
*EEMUST ATTACH A COPY OF A VOIDED CHECK***

Signature Date

Page 1 of 2



All Cigna-HealthSpring agents are contractually obligated to read, review, and abide by all Cigna-
HealthSpring policies and procedures All policies and procedures can be found on the Cigna-
HealthSpring OMT site at:

Browser Address:
https://fomt.gormanhealthgroup.com/DocLib/Default.aspx?FileObjectlD=99173&ParentFileObject]
D=192128&Paging=0

Your login name is sales.agent@HealthSpring.com

Your password is HealthSpring2

By signing this, Acknowledgement Form |, confirm that | have

received Cigna-HealthSpring corporate Sales policies and procedures and will abide by all of
the requirements set forth above. | also attest that | have read them completely and thoroughly,
understand them to the fullest extent, and agree to abide by the guidelines they establish. If at
any time | am unclear about a policy or have a question | will consult my Sales Manager/Sales
Lead for further guidance,

Employed/Contracted Agent Date



° Agiee to adhere to Cigna-HealthSpring sales performance and disciplinary standards as set forth in Cigna-
HealthSpring policies and procedures, herein incorporated by reference.

* Have an executed HIPAA Agreement for Agents affiliated with an Agency, or have a Business Associate
Agreement for Agents directly contracted with Cigna-HealthSpring.

Errors and Omissions

Subordinate Broker or Agent shall provide evidence to Cigna-HealthSpring that such coverage is in force prior to the
execution hereof, and from time to time upon Cigna-HealthSpring's request. Subordinate Broker o1 Agent shall notify
Cigna-HealthSpring immediately if such insurance is or will be reduced, modified, canceled or terminated
Subordinate Brokers or Agents, shall maintain Errors and Omissions Insurance in amounts consistent with industry
standards, but at no time less than $250,000 per occurrence and $250,000 aggregate limit, with a reasonable
deductible, or the applicable state required coverage amounts, and to provide evidence of such coverage upon
request by Cigna-HealthSpring.

Individual Leads

Cigna-HealthSpring is not responsible for supporting the Subordinate Broker o1 Agent with leads or financial support in
their prospecting efforts. Duing a visit with the prospect, Subordinate Broker or Agent can present the Cigna-
HealthSpring Medicare Advantage products with full disclosure and entoll the prospect. Referrals may only be
sought in accordance with Cigna-HealthSpring policy and applicable CMS guidelines. Subordinate Brokers or Agents
must follow all guidelines and regulations that govern the propet procedure for prospecting, and selling, the Cigna-
HealthSpring product including all requirements set forth under MIPPA and the CMS Medicare Marketing Guidelines.

i1 Commissions — Individual Sales

Enrollments must be a result of the direct contact between the FMO or Subordinate SGA, Broker or Agent and the
individual prospect. Cigna-HealthSpring will pay a commission fot each individual whom FMO or Subordinate SGA,
Brokers or Agents enroll in a Cigna-HealthSpring Medicare Advantage Plan Commissions are paid per the current
commission schedule set forth in Exhibit A The allocated portion of the commission payments will be paid directly to
the FMO and Agent of Record during the normal commission payment schedule as set forth by Cigna-HealthSpring
policy unless otherwise agreed between the parties

By:

Print Name:

Date:

EXHIBIT A
MEDICARE ADVANTAGE SCHEDULE OF COMMISSIONS

2014 HealthSpring Sales Representative Addendum - Agent 2



As companies reserve the right to modify their contracts at any point, we ask you to allow
National Contracting Center to affix your signature to any pages of a contract a company may
have changed or that you may have overlooked as long as clear consent has been given via
phone or email.

l, , hereby authorize National Contracting Center to affix or append a facsimile of

my signature, as set forth below, to all required signature fields on any updated or overlooked
paperwork for the purposes of being contracted to sell products for the company(s) of my interest
through their Contracting Department.

| affirm that the information that | have submitted in my contracts is correct to the best of my
knowledge and acknowledge that | have read, reviewed, and agreed to the documents for which | am
authorizing my signature to be affixed. | acknowledge and agree to indemnify and hold harmless any
third party from and against any loss arising out of its reliance and acceptance of a facsimile of my
signature.

Please read, sign, and fax back to 1-865-777-2958

Please sign in the middle of the below box.




	CIGNA.Healthspring Street 2014
	Cigna-HS 2014 Contract hierarchy
	HS Hierarchy Form
	Greeting Letter
	2014 Non-Exclusive Agreement (Agent)
	DC Agent Contracting Checklist
	Agent Acknowledgement Form and P_and_P signoff
	AssignmentofCommission_HS_11_form fields
	W9Form
	HS Release Authorization and Fair Credit Reporting Act Disclosure_form fields
	FNLrev2 8.19.13ROE_Agent_FNL_0813

	CIGNA.Healthspring Street 2014

	Permission
	HealthSpring Agent Contract 2013 - Copy
	HealthSpring Agent Contract 2013
	HealthSpring Agent Contract 2013
	1st 3
	2012 Non-Exclusive GA Agreement Final 07.12.11.pdf
	GENERAL AGENCY
	AGREEMENT
	THIS General Agency AGREEMENT (“Agreement”) is made and entered this ____ day of _______________, 20__, by and among ________________ (GA or General Agency) and the HealthSpring entity/entities as designated below (collectively referred to as “Health ...
	GA:
	a. Nominal Gifts.  GA agrees and shall require Subordinate Brokers and Agents to agree that they will not offer gifts to potential enrollees that exceed the current CMS definition of nominal gift, currently defined as having a retail value of less than $15˛


	HealthSpring Contract 2013 Agent Contract

	Signature Ammendment

	HealthSpring Contract 2013 Agent Contract

	HS 413 Contract 2-2013
	HealthSpring Agent Contract 2013
	HealthSpring Agent Contract 2013
	HealthSpring Agent Contract 2013
	1st 3
	2012 Non-Exclusive GA Agreement Final 07.12.11.pdf
	GENERAL AGENCY
	AGREEMENT
	THIS General Agency AGREEMENT (“Agreement”) is made and entered this ____ day of _______________, 20__, by and among ________________ (GA or General Agency) and the HealthSpring entity/entities as designated below (collectively referred to as “Health ...
	GA:
	a. Nominal Gifts.  GA agrees and shall require Subordinate Brokers and Agents to agree that they will not offer gifts to potential enrollees that exceed the current CMS definition of nominal gift, currently defined as having a retail value of less than $15˛


	HealthSpring Contract 2013 Agent Contract

	Signature Ammendment

	HealthSpring Contract 2013 Agent Contract



	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	CheckBox1: Off
	CheckBox2: Off
	CheckBox3: Off
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	CheckBox4: Off
	CheckBox5: Off
	CheckBox6: Off
	CheckBox7: Off
	CheckBox8: Off
	CheckBox9: Off
	CheckBox10: Off
	CheckBox11: Off
	CheckBox12: Off
	CheckBox13: Off
	CheckBox14: Off
	CheckBox15: Off
	CheckBox16: Off
	CheckBox17: Off
	CheckBox18: Off
	CheckBox19: Off
	CheckBox20: Off
	CheckBox21: Off
	CheckBox22: Off
	CheckBox23: Off
	CheckBox24: Off
	CheckBox25: Off
	CheckBox26: Off
	CheckBox27: Off
	CheckBox28: Off
	CheckBox29: Off
	CheckBox30: Off
	CheckBox31: Off
	CheckBox32: Off
	CheckBox33: Off
	CheckBox34: Off
	CheckBox35: Off
	CheckBox36: Off
	CheckBox37: Off
	CheckBox38: Off
	CheckBox39: Off
	CheckBox40: Off
	CheckBox41: Off
	CheckBox42: Off
	CheckBox43: Off
	CheckBox44: Off
	Text58: 
	Text59: 
	Text60: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	CheckBox45: Off
	CheckBox46: Off
	Text80: 
	Text81: 
	CheckBox47: Off
	CheckBox48: Off
	CheckBox49: Off
	CheckBox50: Off
	CheckBox51: Off
	CheckBox52: Off
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	CheckBox53: Off
	CheckBox54: Off
	CheckBox55: Off
	CheckBox56: Off
	CheckBox57: Off
	Text115: 
	Text116: 
	Text117: 
	Text119: 
	date: 
	first name: 
	last name: 


