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CONTRACTING AND LICENSING
To expedite the appointment process, electronic contracting (e-Contracting) materials are available. For licensing and 
contracting assistance, please contact the Oxford Life Contracting Department at 800-308-2318.  

Features of e-Contracting 
	 •	Fill	out	and	submit	contracts	online
	 •	Check	the	status	of	your	contracting	paperwork	and	individuals	in	your	hierarchy
	 •	Send	contracting	invitations

Send Contracting Invitations
Electronic contracting invitations are available to you on the Producer Support Site at www.oxfordlife.com. Your 
producer identification number will appear on the email invitation and the contract, to secure hierarchy placement. To 
access contracting invitations go to “My Tools” and click on “e-Contracting Material.” 

“Just-in-Time” Appointments
Contracting forms may be submitted with the first application. To comply with federal and state laws, all applications 
must be received in our Home Office within 13 calendar days from the date the application was taken. If an application 
is submitted along with contracting forms for unauthorized states* the application will be returned and should not be  
re-written with the applicant until after the appointment effective date.

Submitting Contracting Paperwork
You may select several ways to submit completed contracting material:
	 •	Electronically	online	at	www.oxfordlife.com
	 •	Faxed	to:	1-866-295-6232 
	 •	Emailed to: contracting@oxfordlife.com

Request Non-Resident State Appointments and Fees
When requesting non-resident state appointments, a copy of your license must be submitted to the Contracting 
Department. You may request state appointments on the Producer Support Site at www.oxfordlife.com. 

Important: Prior to selling Oxford Life® Medicare supplement insurance in any approved states, 
you must be actively licensed to sell health insurance by the state’s regulatory authority, in the 
applicant’s state of residency.

*Important: “Just-in-Time” appointments are not available for the following states: Georgia, 
Rhode Island, South Dakota, Texas and Washington. 

Important: Initial non-resident appointment fees apply in most states.
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SALES SUPPORT
A variety of sales support tools are available to you, including lead programs, web conferencing and more. To order 
sales materials, please contact our Supply Specialists at 800-308-2318, extension 670147, or submit the supply 
request form on the Producer Support Site at www.oxfordlife.com. 

Materials and Forms
Medicare supplement forms and sales materials include the following:

	 •	Applications	

	 •	Outline	of	Coverage

	 •	Guide	to	Health	Insurance	for	People	With	Medicare

	 •	Notice	to	Applicant	Regarding	Replacement	of	Medicare	Supplement	Insurance	or	Medicare	Advantage	form

	 •	Electronic	Funds	Transfer	Authorization	(EFT)	form

	 •	Rate	sheets

	 •	Informational	flyers	and	brochures

Access Forms Online
Sales materials and forms may be accessed and printed from the Producer Support Site at www.oxfordlife.com: 

	 •	Go	to	“My	Tools”	and	click	on	“Forms	List”

	 •	Select	the	state,	product	type,	form	type

	 •		Click	“Search	Forms”

Lead Programs 
If you would like information regarding our lead programs, please contact your Regional Director at 800-308-2318. 

Pre-Approved Mail Pieces and Newspaper Inserts
Low-cost direct mail pieces and newspaper inserts may be purchased on the Producer Support Site at  
www.oxfordlife.com. To ensure responses are sent directly to you, mail pieces and inserts are customized with your 
contact information. Please be aware that Oxford Life® does not supply mail lists. For additional information, please 
contact our Graphic Designers at 800-308-2318.

Important: If you are logging into the Producer Support Site for the first time, you will need to register  
and create a user account. To register, go to www.oxfordlife.com, click on “Producer Login” and  
click on “register.”

Important: Forms and materials are revised periodically to comply with state requirements and may 
change without notice. We recommend that you order only a small quantity of material at a time.
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Advertising Materials Created by Producers
Any publicly distributed information which identifies Oxford Life® by name or refers to specific provisions or benefits 
of an Oxford Life plan, either directly or indirectly,  is advertising material and must be accurate and consistent with 
federal and state regulations. Advertising materials that you may create include: 

	 •	Letters	

	 •	Brochures	

	 •	Presentation	materials

	 •	Directory	listings

	 •	Direct	mail

	 •	Radio	or	television	spots	

To ensure advertising materials are compliant, you may not distribute or publish any advertising which identifies Oxford 
Life by name or refers to specific provisions or benefits of an Oxford Life plan, either directly or indirectly, without 
obtaining prior written approval from the Home Office. If you have advertising material that needs to be reviewed, 
complete the Producer Advertising Submission form and submit it to the Director of Marketing. 

Informational Webinars
For your convenience, informational webinars are made available to you upon request. Webinars allow you to participate 
in online presentations that focus on a variety of topics, from product information, sales ideas and software utilization. 
Without leaving your office or home, you are able to go online and watch a live presentation, hear the presenter over the 
phone and ask questions. You will receive invitations to join upcoming webinars by email. If you would like to schedule 
an informational webinar, please contact your Regional Director at 800-308-2318. 

Ordering Supplies
Supply requests may be submitted in any of the following ways:

	 •	Electronically	on	the	Producer	Support	Site	at	www.oxfordlife.com;	go	to	“My	Tools”	and	 
click on “Forms Order”

	 •	Emailed	to:	marketing@oxfordlife.com

	 •	Faxed	to:	866-380-9691

	 •	Mailed	to:	 Oxford Life Insurance Company®

Attn: Supplies
2721 N. Central Ave.
Phoenix, AZ 85004

Important: Your advertising is not approved for use until such time that you receive the form bearing a 
signature from the Director of Compliance and the Director of Marketing. 
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Communications and Publications
Company and industry information is communicated to you through:

	 •	Field Bulletins	–	used to announce product changes, regulatory requirements, new marketing procedures, etc.

	 •	Oxford Life Times®	–	a	monthly	newsletter	distributed	to	all	Oxford	Life® Producers that announces monthly 
leading producers, company anniversaries and newsworthy company information 

	 •	e-Oxford Life Times	–	an	electronic	version	of	the	monthly	newsletter	that	is	emailed	to	producers	who	have	
provided us with a valid email address

	 •	Email	–	announce	product	changes	and	new	company	procedures	in	a	timely	manner	to	producers	who	have	
provided us with a valid email address 
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PLAN AVAILABILITY CHART (Effective	June	1,	2010	–	subject	to	change)

State Age 65 and Over Under Age 65

Rating Type Plans Available 
Underwritten, Open Enrollment, 

Guarantee Issue

Disabled Plans Available 
Open Enrollment, Guarantee Issue

ARIZONA 
Issue Age

A, F, N Not required, Not offered

CALIFORNIA 
Attained Age

A, F, N A, F

GEORGIA 
Issue Age

A, F, N Not required, Not offered

INDIANA 
Attained Age

A, F, N Not required, Not offered

MICHIGAN 
Attained Age

A, C, F, N A

MISSOURI 
Issue Age

A, F, N A, F, N

NORTH CAROLINA 
Attained Age

A, F, N A

OHIO 
Attained Age

A, C, N Not required, Not offered

PENNSYLVANIA 
Attained Age

A, B, C, N A, B, C, N

SOUTH CAROLINA 
Attained Age

A, F, N Not required, Not offered

TEXAS 
Attained Age

A, F, N A
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GUIDE TO MEDICARE SUPPLEMENT APPLICATION

APPLICATION FOR MEDICARE
SUPPLEMENT INSURANCE

Oxford Life
Insurance Company

PO Box 46518   Madison, WI  53744-6518
(877) 469-3073    www.oxfordlife.com

PART ONE

OLIC-MMAPP-AFN-GEN Page 1 of 7

Section A.  Applicant Information

Name  First    Middle Initial    Last 

Address 

City       State       Zip 

Gender   Male   Female              Birth Date   

Have you used any tobacco based products in the last 24 months?    Yes    No

Social Security Number  -  -   Email 

(Optional) Alternate contact address.  Include name, address, email, & phone:

M M D D Y Y Y Y

I would like to apply for the following Medicare supplement insurance plan: (check only one box)

Section C.  Plan Selection & Payment Options

  Plan A   Plan F   Plan N

Make Policy Effective*:       Payment Amount
Initial Premium: $________________ per _________
          (Plus a one-time application fee of $15).

Payment Options
Method of Paying Premium (please select one)

 I would like the Company to deduct premium from my bank account       I will mail my premium to the Company
                  (Complete the Electronic Funds Transfer Authorization section)                      (Does not apply to monthly frequency)

Frequency of Billing (please select one)
 Monthly               Every Three Months               Every Six Months               Every Twelve Months

Section B.  Medicare Claim Number & Effective Date
Please copy the information from your Medicare card in the boxes below.  This information must be provided for us
to complete your application process.  To be considered for coverage, you must have Medicare Parts A and B.

Medicare Claim Number   (include the prefixes or suffixes)

Part A Effective Date          Part B Effective Date     M M D D Y Y Y Y M M D D Y Y Y Y

M M D D Y Y Y Y
* The policy cannot be effective

prior to the application date.

NOTE: When 
filling out the 
application, 
make sure all 
information 
is legible and 
accurate. 

Complete the 
applicant’s 
information 
here. Must 
provide their 
legal name.

Use the 
applicant’s  
red, white and 
blue Medicare 
card to 
complete this 
section.

Place a check 
mark in the box 
located next to 
the Medicare 
Supplement 
plan that the 
applicant 
has selected. 
NOTE: plan 
availability 
varies by state.

Indicate the 
method of 
payment that 
the applicant 
has selected 
by placing a 
check mark in 
the appropriate  
box. Monthly 
payments must 
be drafted 
from a bank 
account and 
the Electronic 
Funds Transfer 
Authorization 
(EFT) form 
must be 
completed.

Write the full 
name of an 
alternate person 
to contact, in 
the event of an 
unintentional 
lapse. Include 
their mailing 
address, email 
address & phone 
number. 

APPLICATION FOR MEDICARE
SUPPLEMENT INSURANCE

Oxford Life
Insurance Company

PO Box 46518   Madison, WI  53744-6518
(877) 469-3073    www.oxfordlife.com

PART ONE

OLIC-MMAPP-AFN-GEN Page 1 of 7

Section A.  Applicant Information

Name  First    Middle Initial    Last 

Address 

City       State       Zip 

Gender   Male   Female              Birth Date   

Have you used any tobacco based products in the last 24 months?    Yes    No

Social Security Number  -  -   Email 

(Optional) Alternate contact address.  Include name, address, email, & phone:

M M D D Y Y Y Y

I would like to apply for the following Medicare supplement insurance plan: (check only one box)

Section C.  Plan Selection & Payment Options

  Plan A   Plan F   Plan N

Make Policy Effective*:       Payment Amount
Initial Premium: $________________ per _________
          (Plus a one-time application fee of $15).

Payment Options
Method of Paying Premium (please select one)

 I would like the Company to deduct premium from my bank account       I will mail my premium to the Company
                  (Complete the Electronic Funds Transfer Authorization section)                      (Does not apply to monthly frequency)

Frequency of Billing (please select one)
 Monthly               Every Three Months               Every Six Months               Every Twelve Months

Section B.  Medicare Claim Number & Effective Date
Please copy the information from your Medicare card in the boxes below.  This information must be provided for us
to complete your application process.  To be considered for coverage, you must have Medicare Parts A and B.

Medicare Claim Number   (include the prefixes or suffixes)

Part A Effective Date          Part B Effective Date     M M D D Y Y Y Y M M D D Y Y Y Y

M M D D Y Y Y Y
* The policy cannot be effective

prior to the application date.
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Page 2 of 7

PART ONE, continued

Section D.  Guaranteed Issue Eligibility
If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you
were eligible for Guaranteed Issue of a Medicare supplement insurance policy, or that you had certain rights to
buy such a policy, you may be guaranteed acceptance in one or more of our Medicare supplement plans. Please
include a copy of the notice from your prior insurer with your application.

Please answer all questions below to the best of your knowledge.  Select “Yes” or “No” by placing an “X” in the
corresponding box.

1. Did you turn age 65 within the last 6 months? ............................................................................  Yes  No

2. Did you enroll in Medicare Part B within the last 6 months? .......................................................  Yes  No
a. If yes, what is the effective date?       
                                                                              MONTH          DAY                  YEAR

3. Are you covered for medical assistance through the state Medicaid program (NOTE TO
APPLICANT:  If you are participating in a “Spend-Down Program” and have not met your
“Share of Cost,” please answer No to this question)? .................................................................  Yes  No
a. If yes, will Medicaid pay your premiums for this Medicare supplement policy? ......................  Yes  No
b. If yes, do you receive any benefits from Medicaid OTHER THAN payments toward

your Medicare Part B premium? ...................................................................................  Yes  No

4. If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for
example, a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below. (If you
are still covered under this plan, leave "END" blank.)

                 START                          END       
                                         MONTH          DAY                   YEAR                                                MONTH          DAY                   YEAR

a. If you are still covered under that Medicare plan, do you intend to replace your current
    coverage with this new Medicare supplement policy? ............................................................  Yes  No
b. Was this your first time enrolled in that type of Medicare plan? ..............................................  Yes  No
c. Did you drop a Medicare supplement policy to enroll in that Medicare plan? .........................  Yes  No

5. Do you have another Medicare supplement policy in force?.......................................................  Yes  No
a. If yes, with what company, and what plan do you have? ________________________________________
b. If yes, do you intend to replace your current Medicare supplement policy with this policy? ...  Yes  No
    ,f yes� you must complete the replacement form.

6. Have you had coverage under any other health insurance within the past 63 days? (For
example, an employer, union, or individual plan) ........................................................................  Yes  No
a. If yes, with what company and what kind of policy? ____________________________________________
b. If yes, what are the dates of coverage under the other policy? (If you are still covered under this plan, leave
    "END" blank.)

                 START                          END       
                                         MONTH          DAY                   YEAR                                                MONTH          DAY                   YEAR

(&ontinued on next paJe)

If the applicant 
is eligible for 
Guaranteed 
Issue, Part 
One - Section 
D needs to be 
completed. 
Be sure to 
complete the 
question on the 
following page. 
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Page 3 of 7

PART ONE, Section D continued

If any of the following events listed below have occurred, and if you are applying before the 63rd day after your
coverage terminated, you are an Eligible Person for Guaranteed Issue.

Enrolled in employer/retiree group health coverage (including COBRA coverage) and canceled because
you could no longer be covered under the terms of the plan, voluntarily left the plan, the company is cancel-
ing the plan in its entirety, or your COBRA coverage ended.

Enrolled in a Medicare Advantage (including Medicare HMO or PPO) plan, a Medicare Select plan or a
PACE program when you were age 65 or older and were you disenrolled because (1) you moved out of the
service area, (2) your plan withdrew from your service area, (3) the certificate of the organization or plan has
been terminated, (4) the organization violated a material provision of the organization's contract under
U.S.C. Title 42, Chapter 7, Subchapter XVIII, Part D in relation to you, including failure to provide you on a
timely basis medically necessary care for which benefits are available under the plan or to provide such
covered care in accordance with applicable quality standards, (5) the organization, producer, or other entity
acting on the organization's behalf, materially misrepresented the plan's provisions in the marketing plan or
(6) you enrolled for the first time since you became Medicare Eligible at age 65 or older and decided to
disenroll within one year of initial enrollment.

Had an Oxford Life Medicare supplement plan and then you canceled it to enroll, for the first time, in a
Medicare Advantage (including Medicare HMO or PPO) plan, a Medicare Select plan or a PACE program
within the last 12 months, and then you disenrolled from your new plan within one year of initial enrollment.
Please note: If you were involuntarily terminated within the first 12-month period and, without intervening
enrollment, enrolled with another such organization, the subsequent enrollment shall be deemed to be the
initial enrollment.

Enrolled in a Medicare supplement plan and your previous carrier ended your coverage through no fault of
your own, including the carrier violating a material provision of the policy, or the carrier, producer or other
entity acting on the carrier's behalf materially misrepresented the policy's provisions in marketing the policy.

Enrolled in a Medicare Part D plan during the initial enrollment period, had an Oxford Life Medicare supplement
policy with outpatient prescription drug coverage during such period, but terminated the Oxford Life Medicare
supplement policy because of the Part D plan prior to 63 days after the effective date of your coverage
under Medicare Part D.

You are age 65 or older, covered under Medicaid but have lost Medicaid entitlement, and are enrolled in
Medicare Parts A and B.

You are under age 65, covered under Medicaid but have lost Medicaid entitlement, and are enrolled in
Medicare Parts A and B. (You are eligible for Plan A only, except in Missouri, in which case you are eligible
for Plan A or Plan F.)

(&ontinued on next paJe)
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Page 4 of 7

PART TWO

Health History / Medical Questions
Please answer the following health history questions. Note: If you are in Open Enrollment, or if you have
determined that you are eligible for Guaranteed Issue based on SECTION D, "Guaranteed Issue Eligibility,"
you are not required to answer the following health questions. Please continue to PART THREE.

1. What is your height   ft.   in. and weight  in pounds?

Section A
,f you ansZer ³<es´ to any of the Tuestions in this section� no coveraJe Zill be issued.

2. Are you currently hospitalized, confined to a bed, nursing or hospice facility, unable to
perform daily activities without assistance or do you have or been advised by a medical
professional that you have, any disease, injury, or impairment that will require
hospitalization, surgery, or treatment for which you have not sought medical attention? ........  Yes  No

3. Have you had, or been medically advised to have, an organ transplant? ................................  Yes  No

4. Have you ever been medically diagnosed, treated, or taken medication for congestive
heart failure, Alzheimer's disease, dementia, cirrhosis, liver failure, chronic obstructive
pulmonary/lung disease (COPD), chronic bronchitis, emphysema, lymphoma, chronic
kidney disease, neurological, mental, or muscular disorder, amyotrophic lateral sclerosis
(ALS or Lou Gehrig’s disease), Hodgkin’s disease or Parkinson’s disease? ...........................  Yes  No

5. Have you ever been diagnosed as having or told by a medical doctor that you have acquired
immune deficiency syndrome (AIDS), human immunodeficiency virus (HIV), or AIDS related
complex (ARC)? ........................................................................................................................  Yes  No

6. Within the past 2 years, have you been confined in a hospital, convalescent facility, nursing
home or custodial care facility two or more times? ...................................................................  Yes  No

7. Within the past 3 years, have you been diagnosed with internal cancer or melanoma, or
had more than one occurrence of cancer (excluding surgically removed basal or
squamous cell skin cancer), or are you currently being treated for cancer or reoccurrence
of cancer? .................................................................................................................................  Yes  No

Section B
,f you ansZer ³<es´ to any of the Tuestions in this section� additional information may be reTuested durinJ the
telephone intervieZ.

8. Have you been diagnosed as having diabetes, Crohn’s disease or ulcerative colitis? ............  Yes  No

9. Within the past 2 years, have you been medically diagnosed, treated, or hospitalized for:
angina, heart attack, coronary artery disease, heart or circulatory/vascular surgery
(including pacemaker, by-pass, heart valve replacement, angioplasty, heart or other
stent placement)? ......................................................................................................................  Yes  No

10. Within the past 3 years, have you been diagnosed, treated for, or been advised to have
treatment for alcohol or drug abuse or been diagnosed as having a stroke or transient
ischemic attack (TIA)? ............................................................................................................  Yes  No

11. Are you taking medication for any impairment or condition not indicated in Part Two? .........  Yes  No

(&ontinued on next paJe)

If the applicant does not qualify for Open Enrollment or 
Guaranteed Issue, they must answer all of the health 
questions.
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Page 5 of 7

PART THREE

Representations, Acknowledgements, and Authorizations

MEDICAL AUTHORIZATION
I authorize any physician, medical practitioner, hospital, medical care facility, the Veteran's Administration, insurance company,

the Medical Information Bureau, pharmacy, pharmacy benefit manager, laboratory, my employer or consumer reporting agency, to
give the Company or its reinsurers any information they have about my health, including confidential HIV-related information and
sexually transmitted diseases. This also includes information on the diagnosis and treatment of mental illness and the use of
alcohol, drugs, and tobacco, but excludes psychotherapy notes.  I agree that a copy of this authorization is as valid as the original
and I can obtain a copy on request. This authorization is valid for use in underwriting risk selection purposes only and is valid for 24
months, except for HIV-related information, which is only valid for 180 days from the date below. A copy of this authorization is as
valid as the original. This protected health information is to be disclosed under the authorization at my request, as permitted by §
164.508 of the privacy regulations issued pursuant to the Health Insurance Portability and Accountability Act ("HIPAA Privacy
Rule").

I understand that I have the right to revoke this authorization in writing, at any time, by sending a written request for
revocation to the Company addressed, Attention: Policyholder Service Department, PO Box 46518, Madison, WI  53744-
6518. I understand that a revocation is not effective to the extent that any of my providers has relied on this authorization or
to the extent that the Company has a legal right to contest a claim under an insurance policy or to contest the policy itself. I
understand that any information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and
may no longer be protected by federal regulations governing privacy and confidentiality of health information (such as the
HIPAA Privacy Rule). However, the Company will protect the privacy of health information in accordance with other applicable
state and/or federal privacy laws and its own privacy policies.

By my signature below, I acknowledge that any agreements I have made to restrict my protected health information do
not apply to this authorization and I instruct my providers to release and disclose the entire medical record without restriction.

I understand that my providers may not refuse to provide treatment or payment for health care services because I refuse
to sign this authorization. I further understand that if I refuse to sign this authorization to release my complete medical record,
the Company may not be able to process my application, or if coverage has been issued, the Company may not be able to
make any benefit payments. I acknowledge that I have received a copy of this authorization.

CAUTION: If your answers on this application are incorrect or untrue, Oxford Life Insurance Company may
deny benefits, cancel and/or void your policy.

I understand and agree that the information on this application will be relied on to determine insurability and that incorrect
information may result in coverage being voided.

IMPORTANT INFORMATION REGARDING MEDICARE SUPPLEMENT COVERAGE
You do not need more than one Medicare supplement policy. If you purchase this policy, you may want to evaluate your

existing health coverage and decide if you need more than one type of coverage in addition to your Medicare benefits. You
may be eligible for benefits under Medicaid and may not need a Medicare supplement policy. If, after purchasing this policy,
you become eligible for Medicaid, the benefits and premiums under your Medicare supplement policy can be suspended, if
requested, during your entitlement to benefits under Medicaid for 24 months. You must request this suspension within 90
days of becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your suspended Medicare supplement
policy (or, if that is no longer available, a substantially equivalent policy) will be reinstituted if requested within 90 days of
losing Medicaid eligibility.  If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability
and you later become covered by an employer or union-based group health plan, the benefits and premiums under your
Medicare supplement policy can be suspended, if requested, while you are covered under the employer or union-based
group health plan. If you suspend your Medicare supplement policy under these circumstances, and later lose your employer
or union-based group health plan, your suspended Medicare supplement policy (or, if that is no longer available, a substantially
equivalent policy) will be reinstituted if requested within 90 days of losing your employer or union-based group health plan.

If the Medicare supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part
D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will
otherwise be substantially equivalent to your coverage before the date of the suspension.

Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement
insurance and/or concerning medical assistance through the state Medicaid program, including benefits as a Qualified Medicare
Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB). For information on Medicaid eligibility, call your
local Social Security office. For questions on Medicare supplement insurance, call 1-800-MEDICARE (1-800-633-4227).

(&ontinued on next paJe)

Have the 
applicant read 
Part Three 
in full. If the 
application 
is being 
completed 
over the 
telephone, it is 
the producer’s 
responsibility to 
read Part Three 
to the applicant.

If the application requires POSTAP telephone approval, call an Interview Specialist 
now at 888-330-2006 (refer to the POSTAP telephone approval process).STOP: 
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Page 6 of 7

PART THREE, continued

(&ontinued on next paJe)

SIGNATURE  To avoid delays in processing, this must be signed and dated in ink.  An
e-Signature is the same as an ink signature.

Applicant Signature  

Printed Name  

Date Signed                       Phone Number   

PRODUCER INFORMATION  Note to producer - list the following:

Any other health insurance policies or coverages sold to the applicant which are still in force?:

Any other health insurance policies or coverages sold to the applicant in the last 5 years which are no longer
in force:

I, the undersigned producer, certify that I have reviewed this application and that the information supplied by the
applicant has been truly and accurately recorded. I further certify that the applicant has read or has had read to him/
her, the completed application and that he/she realizes that any false statement or misrepresentation therein may
result in loss of coverage under the policy.  I know of no medical information that conflicts with that which is
contained on this application. I understand that I represent the interest of the applicant for insurance, and have
advised my client not to terminate any existing coverage until receiving notice that the coverage being applied for
by this application is approved. I understand that I have no right to bind this coverage, to alter terms of the insurance
contract or application in any manner, or to adjust any claim for the benefits under the entire contract.

Producer Signature      Producer # 

Print Name    Date Signed  

Mail Policy To:    Producer      Applicant

Miscellaneous Notes: ____________________________________________________________________

PART FOUR

PROPOSED INSURED'S STATEMENT
I read or had read to me the completed application and agree that I understood it. The above representations are true. I am not taking
and I am not under the influence of any medications or drugs that affect my ability to fully understand and accurately complete this
application. I agree the policy shall not be in effect until it has been issued by the Company and the first premium is paid during my
lifetime. I understand that the producer has no authority to approve the application, change the policy, or waive any policy provisions.
I understand no insurance will be effective until the date stated in the policy and all eligibility requirements are met.

Applicant must 
sign and  
date here.

Once the 
application 
is complete, 
the producer 
must complete 
Part Four.

Producer who 
interviewed the 
applicant and/
or witnessed 
the applicant’s 
signature must 
sign here.

Print producer 
number here.Indicate who 

the policy 
should be 
mailed to by 
checking the 
appropriate box.

Requests to split commissions must be indicated here. Provide 
the following information for the second producer involved in the 
sale: name, producer I.D. #, percentage of commission to be paid. 
NOTE: Total percentage must equal 100%. Commissions can be 
split only between 2 producers.
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Page 7 of 7

CONDITIONAL PREMIUM RECEIPT FOR MEDICARE SUPPLEMENT POLICY
NOTE: MAKE ALL CHECKS PAYABLE TO: OXFORD LIFE INSURANCE COMPANY
No insurance shall become effective based on this receipt unless the proposed insured is insurable on the
basis stated below.

Received from  the sum of $ 
and an application for Medicare supplement insurance with the Company bearing the same date as this receipt.
If, in accordance with the Company's underwriting rules, the application is rejected by the Company, the Company
will refund the full amount paid in exchange for this receipt. This receipt shall be void if it is given for a check
which is not honored upon presentation to the bank.

Producer Name:    Date 

IF YOU DO NOT HEAR FROM THE COMPANY WITHIN 30 DAYS OF THIS RECEIPT PLEASE NOTIFY:
Oxford Life Insurance Company   P.O. Box 46518   Madison, WI 53744-6518

ATTN: POLICYHOLDER SERVICES DEPARTMENT
(877) 469-3073    www.oxfordlife.com

Complete this form if you selected electronic funds transfer as your billing method.

Select One:     Checking Account       Savings Account Draft Date:     
          MONTH        DAY*

Bank Name  

Address 1   

Address 2   

City       State       Zip 

Bank Transit Number  Account Number

As a convenience to me, I request and authorize the Company to obtain payment of amounts becoming due the Company by initiating
charges to my account in the form of checks, share drafts or electronic debit entries, and I request and authorize the bank named above
to accept and honor the same to my account.  I agree that my bank’s treatment and rights of each check, share draft or debit will be the
same as if it were signed or initiated personally by me.  This authorization will remain in effect until I notify the Company or bank in
writing to terminate and the Company or bank has reasonable time to act on the termination.

SIGNATURE  To avoid delays in processing, this must be signed and dated in ink.  An
e-Signature is the same as an ink signature.

Applicant Signature  

Printed Name  

Date Signed   

ELECTRONIC FUNDS TRANSFER AUTHORIZATION

*&annot be the ��th� ��th� or �1st of the month.

FAIR CREDIT REPORTING ACT NOTICE
With regard to Your Application, We may have requested an investigative consumer report. These reports contain
information about Your character, general reputation, mode of living and health except as may be related directly
or indirectly to Your sexual orientation. The information may have been obtained through interviews with You, Your
neighbors, friends and others who know You. Upon request, We will give You the name and address of the
consumer reporting firm so that You may request a copy of the report.

This form needs to be completed if the applicant has selected to deduct
 premium from his or her bank account as the method of payment 
(see page 1 of the application).

The payor  
must sign and 
date here.

The Conditional 
Premium 
Receipt needs 
to be completed 
by the producer 
and left with the 
applicant.



29©OLIC 2011    MS100    Rev.10-2011 — FOR PRODUCER USE ONLY —

SAVE THIS NOTICE!  IT MAY BE IMPORTANT TO YOU IN THE FUTURE.
According to your application, you intend to terminate existing Medicare supplement or Medicare
Advantage coverage and replace it with a policy to be issued by Oxford Life Insurance Company.  Your
new policy will provide thirty (30) days within which you may decide without cost whether you desire to
keep the policy.  For your own information and protection, you should be aware of and seriously
consider certain factors which may affect the insurance protection available to you under the new
policy.

You should review this new coverage carefully.  Compare it with all accident and sickness coverage you
now have.  Terminate your present policy or Medicare Advantage coverage only if, after due consideration
and acceptance by the replacing issuer, you find that purchase of this Medicare supplement coverage is a
wise decision. You should evaluate the need for other accident and sickness coverage you have that may
duplicate the benefits provided under this policy.

STATEMENT TO APPLICANT BY ISSUER (OR OTHER REPRESENTATIVE):
I have reviewed your current medical or health coverage. To the best of my knowledge, this Medicare
supplement policy will not duplicate your existing Medicare supplement or, if applicable, Medicare
Advantage coverage because you intend to terminate your existing Medicare supplement coverage or
leave your Medicare Advantage plan. The replacement policy is being purchased for the following
reasons:

Additional benefits.
Same benefits, but lower premiums.
Fewer benefits and lower premiums.
My plan has outpatient prescription drug coverage and I am enrolling in Part D, Disenrollment
from a Medicare Advantage plan. Please explain reason for disenrollment.
Other (specify)  _____________________________________________________________

I call to your attention the following items for your consideration:

If you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully
and completely answer all questions on the application concerning your medical and health history.
Failure to include all material medical information on an application may provide a basis for the issuer
to deny any future claims and to refund your premium as though the policy had never been in force.
After the application has been completed and before you sign it, read and review it carefully to be
certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want
to keep it.

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Name and address of issuer or producer:
Producer Signature

Applicant Signature

Date

2010RN-MS

NOTICE TO APPLICANT REGARDING
REPLACEMENT OF MEDICARE
SUPPLEMENT INSURANCE OR

MEDICARE ADVANTAGE

THIS COPY TO THE COMPANY

Oxford Life
Insurance Company

PO Box 46518   Madison, WI  53744-6518
(877) 469-3073    www.oxfordlife.com

_____________________________________________________________

THIS COPY TO THE COMPANY

This form 
should only be 
completed if 
the applicant 
intends to 
terminate 
an existing 
Medicare 
supplement 
policy and 
replace it with 
this policy.

Based on the 
applicant’s 
responses, 
check all that 
apply.

Producer must 
sign here.

Applicant must 
sign here.
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SAVE THIS NOTICE!  IT MAY BE IMPORTANT TO YOU IN THE FUTURE.
According to your application, you intend to terminate existing Medicare supplement or Medicare
Advantage coverage and replace it with a policy to be issued by Oxford Life Insurance Company.  Your
new policy will provide thirty (30) days within which you may decide without cost whether you desire to
keep the policy.  For your own information and protection, you should be aware of and seriously
consider certain factors which may affect the insurance protection available to you under the new
policy.

You should review this new coverage carefully.  Compare it with all accident and sickness coverage you
now have.  Terminate your present policy or Medicare Advantage coverage only if, after due consideration
and acceptance by the replacing issuer, you find that purchase of this Medicare supplement coverage is a
wise decision. You should evaluate the need for other accident and sickness coverage you have that may
duplicate the benefits provided under this policy.

STATEMENT TO APPLICANT BY ISSUER (OR OTHER REPRESENTATIVE):
I have reviewed your current medical or health coverage. To the best of my knowledge, this Medicare
supplement policy will not duplicate your existing Medicare supplement or, if applicable, Medicare
Advantage coverage because you intend to terminate your existing Medicare supplement coverage or
leave your Medicare Advantage plan. The replacement policy is being purchased for the following
reasons:

Additional benefits.
Same benefits, but lower premiums.
Fewer benefits and lower premiums.
My plan has outpatient prescription drug coverage and I am enrolling in Part D, Disenrollment
from a Medicare Advantage plan. Please explain reason for disenrollment.
Other (specify)  _____________________________________________________________

I call to your attention the following items for your consideration:

If you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully
and completely answer all questions on the application concerning your medical and health history.
Failure to include all material medical information on an application may provide a basis for the issuer
to deny any future claims and to refund your premium as though the policy had never been in force.
After the application has been completed and before you sign it, read and review it carefully to be
certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want
to keep it.

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Name and address of issuer or producer:
Producer Signature

Applicant Signature

Date

2010RN-MS

NOTICE TO APPLICANT REGARDING
REPLACEMENT OF MEDICARE
SUPPLEMENT INSURANCE OR

MEDICARE ADVANTAGE

THIS COPY TO THE APPLICANT

Oxford Life
Insurance Company

PO Box 46518   Madison, WI  53744-6518
(877) 469-3073    www.oxfordlife.com

_____________________________________________________________

THIS COPY TO THE APPLICANT

This form 
should only be 
completed if 
the applicant 
intends to 
terminate 
an existing 
Medicare 
supplement 
policy and 
replace it with 
this policy.

Based on the 
applicant’s 
responses, 
check all that 
apply.

Producer must 
sign here.

Applicant must 
sign here.
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FROM:
Oxford Life Insurance Company

2721 North Central Avenue
Phoenix, Arizona 85004

Producer Name Producer Number

Address

City State Zip Code

IMPORTANT:  
SENDER MUST FILL OUT LABEL 

SUPPLY LIST
MEDICARE
SUPPLEMENT
Revised March 16, 2012

QTY APPLICATIONS

OLIC-MMAPP-AFN-AZ Arizona

OLIC-MMAPP-AFN-CA California

OLIC-MMAPP-AFN-GA Georgia

OLIC-MMAPP-AFN-IN Indiana

OLIC-MMAPP-ACFN-MI Michigan

OLIC-MMAPP-AFN-MO Missouri

OLIC-MMAPP-AFN-NC North Carolina

OLIC-MMAPP-ACN-GEN Ohio

OLIC-MMAPP-ABCN-PA Pennsylvania

OLIC-MMAPP-AFN-SC South Carolina

OLIC-MMAPP-AFN-GEN Texas

QTY OUTLINES OF COVERAGE

MM-OOC-OLIC-AFN-AZ Arizona

MM-OOC-OLIC-CA California

MM-OOC-OLIC-GA Georgia

MM-OOC-OLIC-IN Indiana

92H-200-OOC-MI Michigan

MM-OOC-OLIC-MO Missouri

MM-OOC-OLIC-NC North Carolina

MM-OOC-OLIC-OH Ohio

92H-200-OOC-PA Pennsylvania

MM-OOC-OLIC-SC South Carolina

MM-OOC-OLIC-TX Texas

QTY REPLACEMENT FORMS

2010RN-MS-OLIC MedSup Replacement Form

2010RN-MS-CA California Replacement Form

QTY RATE SHEETS

AZ OLIC Rates Arizona

CA OLIC Rates California

GA OLIC Rates Georgia

IN OLIC Rates Indiana 

MI OLIC Rates Michigan

MO OLIC Rates Missouri

NC OLIC Rates North Carolina

OH OLIC Rates Ohio

PA OLIC Rates Pennsylvania

SC OLIC Rates South Carolina

TX OLIC Rates Texas

QTY PRODUCT KIT

MS100 Medicare Supplement Producer Guide

MS104 Medicare Supplement Quick Guide

PM210-MedSup Med Sup Point-of-Sale Flow Chart

MedSup-Plan C Plan C Flyer

MedSup-Plan C-OH Ohio Plan C Flyer

MedSup-Plan F Plan F Flyer

MedSup-Plan N Plan N Flyer

MedSup-Plan N-OH Ohio Plan N Flyer

FA100-MedSup Fast Apps Brochure

FA102-MedSup Fast Apps Cover Sheet

---
A Guide to Health Insurance for 
People with Medicare

QTY MISCELLANEOUS

PM388 Producer Trip Qualifications

OLIC100C Supply List For Medicare Supplement

QTY ABOUT OXFORD LIFE

MS101 MedSup Company Contacts

OLICFIN Financial Report

---
Standard’s Independent Comparative 
Financial Report

--- A.M. Best’s Rating Report

--- Oxford Life Pocket Folders

INSTRUCTIONS:
  Complete name and address for shipping:
	 	 •	Street	address	will	be	shipped	via	UPS.
	 	 •	P.O.	address	will	be	shipped	3rd	class	mail.
  Active Producer number is required to receive supplies.

FAX: 1-866-380-9691
Date:  ____________________

The following materials and supplies pertain to Medicare Supplement available 
through Oxford Life. Some of the listed materials may not be available due to 
lack of state approval of a specific product. Orders exceeding quantities of 
25 need to be accompanied by an explanation. Supply requisitions can be 
submitted the following ways:
  Online at www.oxfordlife.com Enter in your producer login information;  

Click on My Tools; Forms Order.
  Email to marketing@oxfordlife.com          Faxed to 1-866-380-9691

OLIC100C  ©OLIC 2012   Rev. 3-2012

North Carolina

OLIC-MMAPP-ACN-GEN Ohio

OLIC-MMAPP-ABCN-PA Pennsylvania

OLIC-MMAPP-AFN-SC South Carolina

OLIC-MMAPP-AFN-GEN Texas

QTYQTY OOUTLINES UTLINES OOF CF COOVEVERRAGEAGE

MM-OOC-OLIC-AFN-AZ Arizona

MM-OOC-OLIC-CA California

MM-OOC-OLIC-GA Georgia

MM-OOC-OLIC-IN Indiana

92H-200-OOC-MI Michigan

MM-OOC-OLIC-MO Missouri

MM-OOC-OLIC-NC North Carolina

MM-OOC-OLIC-OH Ohio

92H-200-OOC-PA Pennsylvania

MM-OOC-OLIC-SC South Carolina

MM-OOC-OLIC-TX

Pennsylvania

SC OLIC Rates South Carolina

TX OLIC Rates Texas

QTYQTY PPRORODUCT KITDUCT KIT

MS100 Medicare Supplement Producer Guide

MS104 Medicare Supplement Quick Guide

PM210-MedSup Med Sup Point-of-Sale Flow Chart

MedSup-Plan C Plan C Flyer

MedSup-Plan C-OH Ohio Plan C Flyer

MedSup-Plan F Plan F Flyer

MedSup-Plan N Plan N Flyer

MedSup-Plan N-OH Ohio Plan N Flyer

FA100-MedSup Fast Apps Brochure

FA102-MedSup Fast Apps Cover Sheet

---
A Guide to Health Insurance for 
People with Medicare

QTYQTY

For updated supply request forms go to the Producer Support Site at 

www.oxfordlife.com: 

 •	To print updated supply request forms, go to “My Tools” and  

click “Forms List”

	 •	To submit supply requests online, go to “My Tools” and  

click “Forms Order”




