





Time Insurance Company
Producer Sales Agreement

This Producer Sales Agreement is between Time Insurance Company, by its current name or any new name or
legal identity it may hold in the future, its subsidiaries and associated organizations (hereinafter referred to as
the "Company" or "We" or "Us" or "Our”) and

,"Producer" or "You" or "Your" or "Yours".

(Please print or type name)

The Producer agrees to comply with the following terms and conditions.

Producer For Time Insurance Company
Signature Signature
(Please print or type name) Effective Date of Agreement

(To be completed by Home Office.)

Date Producer #:
General Agent
Jimmy Schmoll - Insurance Marketing Agency 000335CY100001
GA Name (Please print) GA Number

BENEFICIARY DESIGNATION:

Name Present Address

if living, otherwise to:

Name Present Address

DEFINITIONS

AGREEMENT. For the purposes of this Agreement, “Agreement” shall mean this Producer Sales Agreement, together
with the Appointment Application, Commission and Product Schedules and any attachments, exhibits or schedules
hereto.

ASSOCIATED ORGANIZATION. For the purposes of this Agreement, an “Associated Organization,” shall mean a
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Return by fax to: 414-299-1126

ﬂ ASSURANT Health Or mail to: Assurant Health

501 West Michigan

P.O. Box 624
Milwaukee, WI
53201-0624
Agent Commission Electronic Funds Transfer Form
Agent mailing address Agent or Agency Name: prefilled for mailing

Business Number: prefilled for mailing

Daytime Phone Number:

Area Code
Payment Frequency (Please check one): O Weekly O Semi-monthly O Monthly
Statement Frequency (Please check one): O Semi-monthly 0 Monthly
Account Type (Please check one): O Checking Account (22) O Savings Account (32)

Please void a pre-printed blank check or savings
account deposit slip and attach it here.

Please do not attach a starter check.

Please transfer the numbers at the bottom of the
check or deposit slip into the fields below:

Your Bank’s Routing Number and  Your Account Number
4 g

Bank Routing Number Account Number
Authorization

| hereby authorize Fortis Insurance Company to initiate credit entries and, if necessary, adjustments for any credit entries made in
error to the checking or savings account indicated above, hereinafter called depository.

Agent Signature

Month Day Year
Please submit an updated authorization any time you change depositories.

For Time Insurance Company Use Only

Commission Vendor# CcC
Verified By Date

Cash

Management Keyed By Verified By

Assurant Health markets products underwritten by Time Insurance.

XXXXX



