
INSURANCE SERVICES OF AMERICA 
"THE Nationwide Leader of International & Short Term Medical Insurance” 

Office locations:             1-800-647-4589 
 Gilbert, Arizona                          (480) 821-9052 
 Baton Rouge, Louisiana               (Fax) (480) 821-9297 
              Vail, Colorado                                                                                  1757 E. Baseline Road * Suite 126 * Gilbert, AZ 85233 
 Carlsbad, California                        health@shorttermhealthplan.com 
___________________________________________________________________________________________________________ 

EZ Quick Contracting for: 
American Alternative Insurance Corporation (rated “A+” Superior) 

********************************************************************************* 
 

HOW TO COMPLETE THE CONTRACTING REQUIREMENTS 
 

1) Complete one copy of the attached AAIC data form (2 pages). Sign, date and 
print your name at the bottom of page 2. 

2) Write the effective date at the top of your “Business Associate Agreement”. 
Complete and sign the last page of this agreement. 

3) Send us a copy of your state license! 
4) Complete attached Form W-9 (for tax purposes)!     
5) If you reside in a state where they charge an appointment fee, please 

be advised that NO FEE IS NECESSARY!!!!!! 
6) Mail (or to save time FAX  1-(866) 793-4779) all forms! 

        
   Insurance Services of America 
   National Marketing Office 
   1757 E. Baseline Road – Suite 126 
   Gilbert, AZ  85233 
 
 If you have any questions, let me know! 
 
 Thank You! 
 
 Graham Bates 
 National Marketing Director 
 
 P.S. More supplies WILL be sent upon receipt of your contract!!!!! 



 
 
 
 

AAIC Producer Information Form (AN) Edition 11/2006 1 583s1007 
RETURN APPLICATION TO ISA, 1757 E. Baseline Rd, #126, Gilbert, AZ  85233 (FAX 480-821-9297)

AAIC OFFICE USE ONLY 
 

State: __________________  __Existing Agent __New Agent 
 
__ Individual   ___General Agency   ___Resident   ___Non-Resident 
 
Referring GA:           P+ Entry Date:   

AMERICAN ALTERNATIVE INSURANCE CORPORATION 
APPLICATION FOR CONTRACT AND APPOINTMENT 

PROFILE AND BACKGROUND INVESTIGATION AUTHORIZATION 
(Print or Type All Information; Read, Sign, and Return All forms to Allied National. Electronic copies of this application 

submitted via facsimile, email, or other electronic means shall be deemed an original.) 
 
PERSONAL INFORMATION 

Name                   SSN            

Date of Birth          National Producer Number               
                    mm/dd/yyyy 
Home Address                             

City          State     Zip Code      Home Phone  (   )     
(If less than 7 years, provide previous address) 
Prior Home Address       

City          State     Zip Code      Home Phone  (   )     

Business Address                            

Business Phone (          )           Fax # (          )            
 
AGENCY INFORMATION 

Company Name:               Federal Tax ID #:          
List Agency Insurance License Number(s) and States (Attach copies)               
                               

Agency Type:  Corporation   Partnership    LLC     LLP  
Indicate other Principal parties in Company, list Officers of the Agency: 
Name:               Title:           SSN:         

Name:               Title:           SSN:         

Name:               Title:           SSN:         

 
FINANCIAL (Attach additional information if necessary) 

Have you or your company: 

• Declared Bankruptcy?  Yes  No 

• Been a defendant in a lawsuit?  Yes  No 

• Had, or currently have, any outstanding and/or unsatisfied judgments or liens against you?  Yes  No 

• Ever been involved in a business venture that failed?  Yes  No 
If you have answered Yes to any of the above, attach a detailed explanation. 
 
LICENSING INFORMATION (All Agents must submit copies of all current Resident and Non- Resident Licenses) 
Type of License:  A & H or Sickness  Health  Disability  P&C  Producer  Agent  Broker 
How long have you been in the A & H field?      Health Field?      Disability Field?      
Are you in the insurance business full-time?  Yes   No  If no, state other business          
                               
With which other companies are you presently appointed?                   
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AAIC Producer Information Form (AN) Edition 11/2006 2 
RETURN APPLICATION TO  ISA, 1757 E. Baseline Rd, #126, Gilbert, AZ  85233 (FAX 480-821-9297)

 
BACKGROUND INFORMATION 
 
Have you ever been investigated or fined by an Insurance Regulatory Authority?      Yes   No 
Has your insurance license ever been suspended or revoked?          Yes   No 
Have you ever been convicted of, pleaded guilty to, or entered a plea of "nolo contendere"  
(no contest) to a felony?*                  Yes   No 
Have you ever been convicted of, pleaded guilty to, or entered a plea of "nolo contendere" 
(no contest) to an offense under 18 U.S.C. Section 1033?*           Yes   No 
Have you ever had a bond cancelled or declined?             Yes   No 
Are you now the subject of any complaint, investigation, or proceeding that could result 
in a "Yes" answer to any of the above questions?             Yes   No 
If you have answered "Yes" to any of the above questions, please attach a detailed explanation. 
 
*18 U.S.C. Section 1033 prohibits any individual who has been convicted on any criminal felony involving dishonesty or a breach of 
trust, or who has been convicted of an offense under Section 1033, from willfully engaging in the business of insurance, unless that 
person has the written consent of an insurance regulatory official authorized to regulate the insurer.  In addition, an insurer is prohibited 
from willfully permitting such a person to participate in the business of insurance.  By signing this application below, you acknowledge 
that AAIC is relying upon your responses to these questions, among other reasons, to assure its compliance with this federal law.  You 
also agree to advise AAIC immediately in the event you are convicted of, plead guilty to, or enter a plea of "nolo contendere" to any 
such offense in the future while your appointment as an agent or producer of AAIC is in effect. 
 
I hereby certify that the above information is true and correct. 

 
DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS 

 
This Disclosure and Authorization is provided to you in connection with your request for appointment as an agent or producer by 
American Alternative Insurance Corporation ("Company") in one or more states within the United States.  Company requests 
authorization to procure a consumer or investigative consumer report (or both) regarding your background for review by the Company 
for purposes of your functioning as, or seeking to function as, agent or producer ("Agent") of Company or of any business entities 
affiliated with Company ("Term of Affiliation") for which a Background Report is required by a department of insurance reviewing any 
Agent appointment.  Background Reports requested pursuant to your authorization may contain information bearing on your character, 
general reputation, personal characteristics, and mode of living.  The purpose of such Background Reports will be to evaluate the 
appointment and your background as it pertains thereto.  To the extent required by law, the Background Reports Company procures 
under this Disclosure and Authorization will be maintained as confidential.  Upon written request, you may obtain from Company copies 
of any Background Reports about you from the consumer reporting agency ("CRA") that produces them.  Attached for your information 
is a "Summary of Your Rights Under the Fair Credit Reporting Act."   
 
AUTHORIZATION:  I am seeking appointment as an Agent of the Company as defined above.  I have read the above Disclosure and 
Authorization, and by my signature below I consent to the release of Background Reports to the Company for the purpose of 
investigating and reviewing such proposed appointment and my status as an Agent.  I authorize all third parties who are asked to 
provide information concerning me to cooperate fully by providing the requested information to CRA retained by Company for the 
purposes of the foregoing Background Reports, except records that have been erased or expunged in accordance with law.  My 
signature also acknowledges that I have read and understand the attached "Summary of Your Rights Under the Fair Credit Reporting 
Act." 
 
I understand that I may revoke this Disclosure and Authorization at any time by delivering a written revocation to Company, and 
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background Reports 
under this Disclosure and Authorization.  This Authorization shall remain in full force and effect until the earlier of (i) the expiration of the 
Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following the date of my signature below. 
 
A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original. 
 
______________________________________________________________   __________________________________ 
 Signature of Applicant Date 
 
______________________________________________________________ 
 Printed Name of Applicant 
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AMERICAN ALTERNATIVE INSURANCE CORPORATION 
BUSINESS ASSOCIATE AGREEMENT 
 

AAIC BAA 07/2006 Edition  584s1107 
MAIL TO:  ISA, 1757 E. Baseline Rd, #126, Gilbert, AZ  85233 (FAX 480-821-9297) 

Electronic copies of this application submitted via facsimile, email, or other electronic means shall be deemed an original. 

7.3.2. In the event that Business Associate determines that returning or destroying PHI is 
infeasible, Business Associate shall provide to Covered Entity notification of the conditions that make return 
or destruction infeasible.  Business Associate shall extend the protections of this Agreement to such PHI 
and limit further uses and disclosures of such PHI to those purposes that make the return or destruction 
infeasible, for so long as Business Associate maintains such PHI.   

8. SURVIVAL. The respective obligations and rights of Business Associate under Section 7.3 shall 
survive the termination of this Agreement.   

9. WAIVER. The failure of Covered Entity to exercise or enforce any right conferred upon it hereunder 
shall not be deemed to be a waiver of any such right nor operate to bar the exercise or performance thereof 
at any time or times thereafter, nor shall a waiver of any right hereunder at any given time be deemed a 
waiver thereof for any other time.   

10. AMENDMENT. The parties agree to take such action as is necessary to amend this Agreement from 
time to time as is necessary for Covered Entity to comply with the requirements of HIPAA, the Privacy Rule 
and the Security Rule.   
 
11. INTERPRETATION. Any ambiguity in this Agreement shall be resolved to permit Covered Entity to 
comply with HIPAA, the Privacy Rule and the Security Rule.   
 
 IN WITNESS WHEREOF, the duly authorized representatives of the parties have executed this 
Agreement as of the date first written above. 
 
 
 Business Associate: 
 
 Agency Name: ____________________________________  
 
 By:  _____________________________________________  
  (Signature) 

 Name: ___________________________________________  
  (Print Legibly or Type) 

 Title: ____________________________________________  

 Date: ____________________________________________  

 
 American Alternative Insurance Corporation: 
 
 By: ______________________________________________  
  (Signature) 

 Name:     Barbara C. Goryca __________________________  
  (Print Legibly or Type) 

 Title:      Assistant Vice President ______________________  

 Date: ____________________________________________  

 



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

Form W-9 Request for Taxpayer
Identification Number and Certification(Rev. November 2005)

Department of the Treasury
Internal Revenue Service

Name (as shown on your income tax return)

List account number(s) here (optional)

Address (number, street, and apt. or suite no.)

City, state, and ZIP code
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2.

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 withholding. For individuals, this is your social security number (SSN). However, for a resident
alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3.

Social security number

––
or

Requester’s name and address (optional)

Employer identification numberNote. If the account is in more than one name, see the chart on page 4 for guidelines on whose
number to enter. –

Certification

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

I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal
Revenue Service (IRS) that I 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 I am no longer subject to backup withholding, and

2.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
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AGENT SCHEDULE OF COMMISSIONS  

For all business effective on or after 11/1/07 
 
Commissions are paid only on earned premium.  Fees are not commissionable. 
Group size is determined by number of lives at time of issue or renewal. 
 
AIG American General Underwritten Plans 
 

Coverage Type Group Size First Year Renewals 
Dental All Size Groups 10% 10% 

Life and Disability, Standard Plan All Size Groups 15% 10% 
Life and Disability, Custom Plan 10 to 24 Lives 15% 10% 
Life and Disability, Custom Plan 25+ Lives 12% 8% 

 
 
American Alternative Insurance Underwritten Plans 
 

Product(s) Group Size First Year Renewal 

Cost Saver 2 to 1000 10% 10% 

Cost Saver + Major Medical 2 to 50 7% 7% 

Premium Advantage 
No Deductible 

Health Savings Account 
2 to 24 6% 

5% only if below 
minimum volume, see 

note below. 

Premium Advantage 
No Deductible 

Health Savings Account 
25 to 50 5% 

4.5% only if below 
minimum volume, see 

note below. 
Temporary Medical NA 15%* Not Applicable 

*TEMPORARY HEALTH BONUS: Any month in which your commission statement includes ten (10) months of 
commissionable premium for the Temporary Health plan a bonus of 5% of premium will be paid. 

Note: Renewal commissions on Premium Advantage, No Deductible and Health Savings Account are reduced if agent 
has less than 3 active group cases in force at time of renewal (not applicable in Texas). All Allied group plans (health, 
dental, life and disability) count towards meeting this requirement. 

Marketing Organization Product First Year Renewal 
Ben-e-lect           Group Health           7%            7% 

 
Guarantee Trust Life Underwritten Plans 
 

Marketing Organization Product First Year Renewal 
Dual Option & Out of Area PPO 7% 7% 

Group Term Life 7% 7% 
Sharp Health Plan  

 
Cost Saver Limited Benefit Plan  10% 10% 

Healthland  Grower’s Plan 5% 5% 
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