&IA ADULT TEAM SPORTS ACCIDENT INSURANCE
ENROLLMENT FORM FOR ACCIDENTAL DEATH & ACCIDENT MEDICAL BENEFITS

Cossio Insurance Agency e 864-688-0121 e Fax:864-603-2348 e P.O.Box 5987,Greenville, SC 29606

Section1: PROPOSED POLICYHOLDER
How did you hear about us? ...

Full Legal Name of Proposed Policyholder: FEIN/SS#:
Birth Date: Phone Number:

Address:

City: State: Zip:

Specified Activity:

Reqested Effective Date: Termination Date:

Policy will become effective on the Requested Effective Date if (a) all required information is provided and (b) the Company has received
the initial premium on or before that date.

Section 2: PLAN OF INSURANCE & PREMIUM CALCULATION

Plan of Benefits Policy to cover All Players, Coaches,Managers, and Volunteers of the Policyholder

Accidental Death & Dismemberment Principle Sum: $

Maximum Medical Expense Benefit: $ Deductible amount: $

Premium Calculation Minimum Premium is $250.00

Classification of Insured Persons or Group Number Eligible Rate Per Player Total

X | X | X [ X | X
I

Total Premium: $ Discounts (if applicable): $ Total Premium Due: $

Section 2: ACKNOWLEDGEMENTS & SIGNATURES

Fraud Warning: 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 may be a crime.

Applicant’s Acknowledgement |, the applicant, declare, to the best of my knowledge and belief, that all statements and answers

in this application are true and complete. | understand and agree that (a) this application will form part of any policy issued,

(b) no information given to or acquired by any representative of the Company will bind it, unless it is in writing on this application,

(c) no waiver or modification will bind the Company unless it is in writing and is signed by an executive officer of the Company, and(d)
only those persons eligible ynder the terms of an issued policy will be insured.

Date: Licensed Agent Signature: Agent Phone:
Signed for the Proposed Policyholder: Licensed Agent Number:
Title: Agent Address:

Save the application & send us an email to apps@cossioinsurance.com and attach the PDF Application.
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@IA FRAUD STATEMENTS

Cossio lnsurance Agency e 864-688-0121 e Fax:864-603-2348 e P.0O.Box 5987,Greenville, SC 29606

FRAUD NOTICE

GENERAL STATEMENT: Any person who knowingly and with intent to defraud any insurance company or another 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 the person to criminal
and [NY: substantial] civil penalties. (Not applicable in CO, DC, FL, HI, KS, MA, MN, NE, OH, OK, OR, VT or WA; in LA, ME, TN, and VA,
insurance benefits may also be denied)

APPLICABLE IN COLORADQO: 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 policy holder or claimant for the purpose of defrauding or attempting to defraud the policy holder or
claimant with regard to a settlement of award payable from insurance proceeds shall be reported to the Colorado Division of Insurance
within the Department of Regulatory Agencies.

APPLICABLE IN THE 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.

APPLICABLE IN FLORDIA: 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.

APPLICABLE IN HAWAII: For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a
loss or benefit is a crime punishable by fines or imprisonment, or both.

APPLICABLE IN 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 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 commits a fraudulent insurance act.

APPLICABLE IN MASSACHUSETTS, NEBRASKA, OREGON AND VERMONT: Any person who knowingly and with intent to defraud any
insurance company or another 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, may be committing a fraudulent insurance act,
which may be a crime and may subject the person to criminal and civil penalties.

APPLICABLE IN MINNESOTA: Any person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a
crime.

APPLICABLE IN OHIO: Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an
application or files a claim containing a false or deception statement is guilty of insurance fraud.

APPLICABLE IN OKLAHOMA: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any
claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

APPLICABLE IN 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.

| understand that the insurance company, in determining in whether to provide insurance coverage, will
rely on the information contained in this form and all other information submitted. | hereby warrant,

represent and confirm that, to the best of my knowledge, all information provided is complete, true and
correct.

Insured Signature: Date:
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