
  

  SOLO broker checklist 1207 

 
 
 

SOLO Producer Agreement Checklist 
 

 
If you would like to sell RMHP SOLO Individual Health Plans and are not 
currently contracted with RMHP, please submit: 
 
Executed SOLO Producer Agreement including: 

 Signed and dated signature page, including address, e-mail address 

and tax ID information 

 Exhibit A - Commission Schedule  

 Exhibit B - Business Associate Agreement 

 Exhibit C - Acknowledgement of Producer Relationship (if applicable) 
for each agent affiliated with the agency, signed and dated by the 
agent 

Other documents including: 
 Copies of Colorado Producer Licenses for agency and each individual agent 

 Proof of errors and omissions coverage of no less than $500,000 per incident 

 Completed W-9 Form for agency 

 Producer Profile 

 This checklist 



 
Producer 

Profile 
 

 

File: Producer Profile (07-12-04).doc 

Producer Information 
Producer Name Title 

            
Residence Address Date of Birth 

            
Residence City Residence State Residence Zip Code+4 

                        
Residence Phone Residence E-Mail 

            

Agency Information 
Agency Name 

      

 Sole Proprietor 
 Partnership 
 LLC 

 Sub S Corp. 
 Corp. 
       

Physical Address 

      
Physical City Physical State Physical Zip Code+4 

                        
Mailing Address 

      
Mailing City Mailing State Mailing Zip Code+4 

                        
Work Phone #1 Work Phone #2 Work Toll Free Phone 

                  
Work Fax # Cell # Pager # 

                  
Work E-Mail  Web Site (URL) 

            

Alternate Contact Information 
Contact 1 Name Contact 1 Title 

            
Contact 1 E-mail Contact 1 Phone 

            
Contact 2 Name Contact 2 Title 

            
Contact 2 E-mail Contact 2 Phone 

            
Contact 3 Name Contact 3 Title 

            
Contact 3 E-mail Contact 3 Phone 
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PRODUCER AGREEMENT 
(SOLO) 

ROCKY MOUNTAIN HEALTHCARE 
OPTIONS, INC., a Colorado nonprofit 
corporation (herein “Rocky Mountain”) 

 
_______________________________________ 

print/type name of contracting entity 
 (herein “Producer”)

2775 Crossroads Boulevard 
Post Office Box 10600 
Grand Junction, CO  81502-5600 

Physical Address of Producer: ______________ 
_______________________________________ 

Mailing Address of Producer, if different from 
above: _________________________________ 
_______________________________________ 

Telephone Number: _______________________ 
Alternate Telephone Number: _______________ 
Fax Number: ____________________________ 
Email Address: __________________________ 
Tax I.D. No.: ____________________________ 
Producer License No.: _____________________ 

Rocky Mountain is a nonprofit health service corporation, duly licensed in Colorado to sell 
individual health plans. 

Producer is experienced in marketing individual health plans to individuals and their dependents 
(collectively, “Individuals”) and desires to market individual health plans available through Rocky Mountain 
to Individuals as provided below and submit to Rocky Mountain applications for individual health plans.   

Producer and Rocky Mountain agree to all of the attached Terms and Conditions, along with the 
Exhibits described below, all of which are incorporated herein by this reference.  

This Agreement is dated and shall be effective on the date set forth below by Rocky Mountain 
as the effective date. 

ROCKY MOUNTAIN HEALTHCARE 
OPTIONS, INC., a Colorado nonprofit 
corporation (“Rocky Mountain”) 

 
 
______________________________________  

(print/type name of Producer) 

By: ____________________________________
(signature) 

_______________________________________
(print/type name of signatory) 

Title:  __________________________________ 

By:____________________________________
(signature) 

______________________________________  
(print/type name of signatory) 

Title: __________________________________

Effective Date:  
_________________________________ 
(To be completed by Rocky Mountain) 

 

ATTACHMENTS: 
Exhibit A:  Commission Schedule 
Exhibit B:  Business Associate Agreement 
Exhibit C:  Acknowledgement of Producer Relationship 
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TERMS AND CONDITIONS 

1. Definitions.  The words and terms below shall 
have the following definitions: 

A. “Rocky Mountain Service Area” shall 
mean the geographical area in which Rocky 
Mountain conducts its business and operations 
and maintain contracts with Primary Care 
Physicians, and which area has been approved 
by the Colorado Division of Insurance. 

2. Authorization.  Producer, subject to compliance 
with all terms of this Agreement, is authorized to 
submit to Rocky Mountain applications for 
individual health plans for Individuals.  All 
applications shall comply with all rules, regulations 
and policies of Rocky Mountain and no coverage 
will be effective until applications are approved by 
Rocky Mountain.  Producer shall verify information 
on applications submitted to Rocky Mountain and 
any change in the information submitted. 

3. Producer’s Compensation. 

A. Payment. Rocky Mountain shall pay 
Producer  commissions  in accordance with the 
attached schedule marked Exhibit A, in the 
manner and on the terms and conditions herein 
and therein designated, on premiums paid to 
Rocky Mountain by Individuals for whom 
Producer is the designated producer.  For any 
Individuals who were provided health services 
or health care benefits through Rocky Mountain 
as of May 1, 2002 or who were enrolled in 
Rocky Mountain individual health plans as of 
May 1, 2002, no commission shall be payable to 
Producer for any sales to such Individuals, even 
if the Producer is the designated producer.  The 
preceding sentence shall continue to apply in the 
event of such Individuals’ termination after May 
1, 2002 and subsequent re-enrollment; however, 
the preceding sentence shall not apply if Rocky 
Mountain enters into a separate written 
agreement with Producer for the payment of 
commissions for such Individuals.  
Commissions shall be payable during the 
calendar month following the month of receipt 
by Rocky Mountain of the respective premiums 
on which the commissions are payable.  If 
Producer is a corporation, partnership or other 
entity, commissions shall be paid to the entity 

and not to any persons working for or on behalf 
of the entity. 

B. Compliance.  Except as provided in 
paragraph 8.F., Producer shall be entitled to such 
commissions only so long as:  (1) Producer 
complies with all terms of this Agreement; (2) 
Producer continues to be designated by 
Individuals for whom premiums are being paid 
as the producer of record with respect to such 
Individuals; (3) Producer is continuously and 
actively engaged as a producer in the business of 
selling health care plans; (4) the Individuals 
continue to pay premiums to Rocky Mountain; 
and (5) Producer is not employed by any 
licensed insurance carrier.  If Producer disagrees 
with the amount of commission paid to Producer 
by Rocky Mountain, Producer shall notify 
Rocky Mountain of such disagreement within 
twelve (12) months from the date payment of the 
commission is made.  If Producer does not 
notify Rocky Mountain of such disagreement 
within such twelve (12) month period, Producer 
will have waived any objection to the payment 
of the commission received from Rocky 
Mountain. 

C. Premium Refunds/Rescinded or 
Retroactively Terminated Coverage/ Payment in 
Error.  Should Rocky Mountain, for any reason, 
refund any premium or rescind or retroactively 
terminate coverage with respect to any given 
Individuals’ health plan(s), Producer shall repay 
on demand any commission received on such 
refunded premium or rescinded or retroactively 
terminated coverage.  Rocky Mountain, at its 
option, may offset such commissions owed to 
Rocky Mountain against any commissions owed 
Producer under this Agreement.  Producer shall 
pay on demand to Rocky Mountain any 
commissions paid to Producer in error.  Rocky 
Mountain, at its option, may offset such 
commissions owed to Rocky Mountain against 
any commission owed Producer under this 
Agreement. 

D. Change of Producer.  Producers submitting 
applications for Individuals are assumed to be 
producers of record for such Individuals.  Any 
change by Individuals which results in Producer 
being a new producer of record for such 
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Individuals will be recognized for the purpose of 
commission payments on the first day of the 
month following the month of receipt by Rocky 
Mountain of a producer of record letter which:  
(1) is dated; (2) clearly designates Producer as 
the producer to receive compensation and 
specifically rescinds all previous producer 
designations; and (3) is signed.  Commissions 
shall be paid on premiums earned and paid after 
the effective date of the designation of Producer 
as the new producer of record.  Producer shall 
cooperate with Rocky Mountain in effecting any 
change of producer requested by Individuals and 
shall provide to such Individuals or Rocky 
Mountain copies of such records as may be 
necessary to effect such change, without 
disruption of service to the Individuals.  
Records, data or information maintained by 
Rocky Mountain in connection with coverage 
under any contract issued by Rocky Mountain 
shall at all times remain the property of Rocky 
Mountain. 

4. Representations and Agreements of 
Producer. 

A. Credentials and Certification of Producer.  
Producer certifies that: 

(1) Producer is, and throughout the term of 
this Agreement shall continue to be, duly 
licensed by the State of Colorado to market 
health care plans available through Rocky 
Mountain, including lines of authority from 
the Colorado Division of Insurance for 
individual health plans offered by Rocky 
Mountain; 

(2) All information Producer has provided 
to Rocky Mountain concerning Producer’s 
personal and educational background, 
license and certificates held and work 
experience is complete and accurate; 

(3) Producer meets, and throughout the term 
of this Agreement shall continue to meet, the 
State of Colorado requirements for any 
license to market health care plans that 
Producer presently holds; 

(4) Producer’s license to market health care 
plans is, and throughout the term of this 
Agreement shall continue to be, current and 
in good standing with the State of Colorado; 

(5) Producer shall comply with all Colorado 
statutes, all rules and regulations and all 
Rocky Mountain marketing requirements 
and administrative rules in marketing and 
selling Rocky Mountain individual health 
plans; and 

(6) Producer has not been debarred, 
suspended or made otherwise ineligible to 
participate in any federal program.  Producer 
will take no action during the term of this 
Agreement which would result in Producer 
being debarred, suspended or made 
otherwise ineligible to participate in any 
federal program. 

At the request of Rocky Mountain, Producer 
shall provide to Rocky Mountain any 
information, including, but not limited to 
documents and records, concerning Producer’s 
credentials, professional standing, licensing and 
errors and omission professional liability 
insurance coverage.  If Producer is an entity, the 
term “Producer” as used in this paragraph shall 
include all persons who market or sell Rocky 
Mountain individual health plans on behalf of 
Producer. 

B. Agreement to Provide Services.  Producer 
shall use Producer’s best efforts on a continuous 
basis to market individual health plans available 
through Rocky Mountain to Individuals in the 
Rocky Mountain Service Area. 

C. Professional Standing.  Producer shall 
maintain any licenses and lines of authority 
required to act as a health coverage, health 
maintenance organization, and nonprofit 
organization producer, in good standing 
throughout the term of this Agreement.  
Producer shall notify Rocky Mountain promptly, 
and in no event later than ten (10) days after the 
event giving rise to the obligation to notify 
Rocky Mountain, of any: 

(1) changes in Producer’s licensure or 
authorities; 

(2) inquiries or disciplinary actions initiated 
by regulatory agencies; 

(3) termination of Producer’s authority to 
represent any insurers, health maintenance 
organizations or nonprofit organizations by 
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reason of Producer’s conduct while 
representing such organizations; 

(4) cancellation or non-renewal of 
Producer’s errors and omissions insurance 
coverage; or 

(5) other circumstances which detrimentally 
affect Producer’s ability to perform 
Producer’s obligations pursuant to this 
Agreement. 

At the request of Rocky Mountain, Producer 
shall provide to Rocky Mountain any 
information, including, but not limited to 
documents and records, concerning Producer’s 
credentials, professional standing, licensing and 
liability.  If Producer is an entity, the term 
“Producer” as used in this paragraph shall 
include all persons who market or sell Rocky 
Mountain individual health plans on behalf of 
Producer. 

D. Professional Liability Insurance.  Producer 
shall purchase and maintain errors and 
omissions professional liability insurance in an 
amount of not less than $500,000 for any claims 
arising from or in connection with the provision 
of Producer’s services under this Agreement and 
the services of any person marketing or selling 
Rocky Mountain health care plans on behalf of 
Producer, if Producer is an entity, regardless of 
the time that the claim is made.  If requested by 
Rocky Mountain, Producer shall furnish to 
Rocky Mountain a certificate of insurance with 
respect to the insurance coverage required 
hereunder. 

E. Indemnity.  Producer shall indemnify and 
hold harmless Rocky Mountain from any loss or 
liability, including professional liability and 
costs of legal defense, arising from or in 
connection with the provision of Producer’s 
services pursuant to this Agreement.  Rocky 
Mountain shall indemnify and hold harmless 
Producer from any loss or liability, including 
professional liability and costs of legal defense, 
arising from or in connection with Rocky 
Mountain’s responsibilities under this 
Agreement.  The terms of this paragraph shall 
survive termination of this Agreement and shall 
supersede any oral or written contrary agreement 
entered into between Producer and any 

individuals or persons acting on behalf of such 
individuals. 

F. Records.  Producer shall keep complete 
and accurate books and records pertaining to 
health care plans marketed by Producer on 
behalf of Rocky Mountain.  Such books and 
records shall be available to Rocky Mountain for 
inspection and audit at the request of Rocky 
Mountain.  Producer shall maintain such books 
and records for the period of time assigned by 
law applicable to the business of Rocky 
Mountain and Producer. 

G. Terminating or Altering Coverage.  
Producer acknowledges that Rocky Mountain 
shall have the right to rescind, terminate and/or 
to alter coverage existing under any contract 
executed between individuals and Rocky 
Mountain. 

H. Expectations.  Producer agrees to the 
following: 

(1) Producer, or if Producer is an entity, 
each person marketing or selling Rocky 
Mountain individual health plans on behalf 
of Producer, must attend one (1) two-hour 
information seminar on understanding 
Rocky Mountain policies and procedures, 
marketing requirements and administrative 
rules, and selling points of Rocky Mountain 
individual health plans. 

(2) At the discretion of Rocky Mountain, 
Producer shall permit Rocky Mountain’s 
representatives to monitor Producer’s 
marketing and enrollment activities related 
to Rocky Mountain individual health plans. 

(3) Health insurance must be a significant 
focus of the business of Producer, or if 
Producer is an entity, of each person who 
markets or sells Rocky Mountain individual 
health plans on behalf of Producer. 

(4) Producer may request the involvement 
of Rocky Mountain sales representatives in 
presentations.   

(5) Producer shall provide complete and 
accurate information for the quote request 
and application process within any 
applicable time frames required by law. 
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(6) Rocky Mountain reserves the right to 
limit the number of authorized producers in 
any market or service area. 

(7) If Producer is an entity, Rocky 
Mountain reserves the right at its option to 
refuse to allow persons employed by 
Producer to market or sell Rocky Mountain 
individual health plans. 

(8) Producer must support Rocky 
Mountain’s philosophy of managed care. 

I. Business Associate Agreement.  By 
signing this Agreement, Producer is agreeing to 
comply with the terms and conditions of the 
attached Exhibit B, entitled “Business Associate 
Agreement for Protection of Information.” 

5. No Recourse Against Individuals.  In no event 
shall any Individuals be liable for any remuneration 
due Producer for Producer’s services provided 
hereunder.  No action may be maintained against 
any Individuals for sums owed to Producer by 
Rocky Mountain.  Except as provided above, 
Producer shall receive no money or other things of 
value from any Individuals for the provision of 
Producer’s services provided hereunder.  The terms 
of this paragraph shall survive termination of this 
Agreement and shall supersede any oral or written 
contrary agreement entered into between Producer 
and any Individuals or persons acting on behalf of 
such Individuals. 

6. Prohibitions and Unauthorized Acts. 

A. Prohibitions.  Producer shall not: 

(1) receive any monies due or to become 
due to Rocky Mountain except the initial 
premium on Individuals’ health plans 
solicited by Producer for individual health 
plans; 

(2) pay or offer to pay or allow any rebate 
of premium in any manner whatsoever, 
directly or indirectly, on behalf of 
Individuals; 

(3) use the trade name or trademark of 
Rocky Mountain or any affiliate of Rocky 
Mountain or advertise or broadcast in any 
way Producer’s association with or 
relationship to Rocky Mountain or any 

affiliate of Rocky Mountain, including, 
without limitation by enumeration, 
newspapers, radio, television, signs, handout 
items and mailed items without the prior 
written approval of Rocky Mountain.  This 
prohibition shall not apply to the distribution 
of marketing materials provided by Rocky 
Mountain to Producer;  

(4) violate any insurance laws in the State 
of Colorado; 

(5) refuse to return, upon request, any 
printed matter, applications, sales literature 
or other written material which Rocky 
Mountain may furnish to Producer, which 
shall remain the property of Rocky 
Mountain, subject at all times to its control 
and returnable upon demand; or 

(6) for the period of this Agreement and 
after termination of this Agreement, divulge 
any information which Rocky Mountain 
considers to be proprietary and which 
Producer has obtained by reason of 
Producer’s association with Rocky 
Mountain. 

B. Authority.  Producer shall only have the 
authority regarding Rocky Mountain individual 
health plans as expressly set forth herein.  
Producer is without authority to perform and 
expressly agrees not to perform the following 
acts on behalf of Rocky Mountain: 

(1) bind Rocky Mountain to provide 
coverage; 

(2) alter Rocky Mountain’s premiums or 
premium payment schedule; 

(3) determine when or whether Rocky 
Mountain will accept an application for 
coverage; 

(4) determine the terms or conditions upon 
which Rocky Mountain will offer coverage 
to any prospective Individuals; or 

(5) incur indebtedness or liability. 

7. Presentations by Rocky Mountain.  Producer 
shall permit Rocky Mountain’s representatives to 
make presentations to Individuals to explain 
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coverage and enrollment procedures, should Rocky 
Mountain wish to do so. 

8. Termination. 

A. Term.  This Agreement shall commence 
on the date set forth below, and shall continue in 
effect from year to year after such date unless 
otherwise terminated in accordance with the 
provisions of this Agreement. 

B. Termination for Breach.  If either party to 
this Agreement fails to comply with any term, 
covenant or condition of this Agreement and 
does not cure such failure within ten (10) days 
following receipt of written notice from the 
other party specifying the failure to comply and 
requesting that it be cured, then the non-
breaching party may terminate this Agreement. 

C. Right to Immediate Termination.  Rocky 
Mountain may terminate this Agreement 
immediately without any prior notice for any of 
the following causes: 

(1) Producer’s failure to comply with the 
terms of this Agreement; 

(2) for Producers who are natural persons, 
Producer dying, becoming incompetent or 
otherwise unable to perform Producer’s 
obligations under this Agreement;  

(3) Producer’s conviction of a felony (a plea 
of “no contest” or acceptance of a deferred 
judgment or any similar arrangement 
concerning such an offense shall be deemed 
a conviction); or 

(4) fraud or intentional misrepresentation of 
any material facts by Producer, or fraud or 
abuse in connection with the marketing of 
Rocky Mountain health care plans. 

D. Unilateral Termination.  Notwithstanding 
the foregoing, this Agreement may be 
terminated by either party with or without cause 
on at least thirty (30) days’ prior written notice 
to the other party. 

E. Partial Termination/Continuing Agreement 
with Individuals for which Producer is Producer 
of Record.  Rocky Mountain shall have the right 
upon giving notice to Producer to terminate all 

of Producer’s rights under this Agreement to 
solicit and obtain applications to enroll 
Individuals for which Producer is not the 
producer of record on the date such termination 
is effective, while continuing the Agreement 
only with regard to Individuals for which 
Producer is the producer of record as of the date 
the termination is effective. 

F. Obligations Subsequent to Termination.  
Except as set forth below, upon termination of 
this Agreement, any commission due and 
payable to Producer shall be limited to the 
commission owed on premiums which have 
been paid to Rocky Mountain up to the period 
ending on effective date of termination.  Such 
commission shall be paid to Producer within 
ninety (90) days after the date of termination.  
As to any Individuals for whom Producer is 
designated as the producer of record when 
termination occurs, Producer agrees that 
Producer will not attempt to prevent the 
Individuals from continuing health plans of 
Rocky Mountain.  If this Agreement is 
terminated by Rocky Mountain as a result of 
Rocky Mountain exercising its right to terminate 
the Agreement pursuant to paragraph 8.D., 
payment of commissions to Producer will 
continue for Individuals for whom the Producer 
is designated as the Producer as of the date of 
termination until the date on which the first of 
the following events occurs:  (1) annual renewal 
of the individual health care plan; (2) the date 
Producer is no longer designated a Producer of 
record for the Individuals; (3) the date another 
individual or entity is designated as producer of 
record for the Individuals; (4) the date on which 
the Individuals terminate individual health plan 
coverage with Rocky Mountain; (5) the date that 
monthly commissions owed to Producer are less 
than Fifty Dollars ($50.00) per month; (6) the 
date the Producer no longer is duly licensed by 
the State of Colorado to market health plans; or 
(7) ninety (90) days from the effective date of 
termination. 

G. Death of Producer.  If this Agreement 
terminates due to Producer’s death and 
Producer’s spouse is a licensed producer who 
meets Rocky Mountain’s contractual 
specifications and requirements, Rocky 
Mountain will enter into a Producer Agreement 
with Producer’s spouse which agreement will 
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have the same terms as this Agreement, but shall 
only apply to Individuals for whom Producer 
was receiving commissions under this 
Agreement as of the date of death. 

9. Arbitration. 

A. Agreement to Arbitrate.  Any controversy 
arising out of or in any way related to the rights, 
duties and obligations described in this 
Agreement shall be submitted to final and 
binding arbitration in accordance with this 
paragraph, and such claim shall be submitted to 
arbitration within one (1) year of the event on 
which the claim is based. 

B. Arbitration Procedures.  The arbitration 
shall be administered by the American 
Arbitration Association, and shall proceed under 
the Commercial Arbitration Rules then in effect 
and adopted and applied by the American 
Arbitration Association.  The panel of arbitrators 
shall consist of three arbitrators.  One arbitrator 
shall be selected by one party, one arbitrator 
shall be selected by the other party, and the third 
arbitrator shall be selected by the two arbitrators 
that have been chosen.  If the two arbitrators are 
unable to agree to the selection of a third 
arbitrator, the third arbitrator shall be selected by 
the American Arbitration Association in 
accordance with the Commercial Arbitration 
Rules.  In addition to complying with all of the 
Commercial Arbitration Rules, each party shall 
be required to make "Disclosures" as set forth in 
Colorado Rule of Civil Procedure (C.R.C.P.) 
26(a)(1)(effective 1/1/01), which disclosures 
shall be made within ten (10) days after a date is 
selected for the arbitration hearing.  In addition 
to such disclosures, each party shall disclose to 
the other party the "Disclosure of Expert 
Testimony" as set forth in C.R.C.P. 26(a)(2)(A) 
and 26(a)(2)(B)(effective 1/1/01), which 
disclosures shall be made at least twenty (20) 
days prior to the date of the arbitration hearing.  
The arbitration shall be conducted in Mesa 
County, Colorado.  The arbitrators shall follow 
Colorado law in making an award.  Written 
findings of fact and conclusions of law shall be 
issued by the arbitrators. 

C. Powers of Arbitrators -- Enforcement of 
Award.  The arbitrators shall have all powers as 
set forth in section 13-22-201, et seq., C.R.S., 
and such other powers as are authorized in 

accordance with the Commercial Arbitration 
Rules of the American Arbitration Association.  
Unless an application is timely filed to vacate, 
modify or correct the award, the party in whose 
favor any award shall be made may file the same 
with the Clerk of a Colorado District Court, 
which Court may enter a judgment thereon, and 
if such award requires the payment of money, 
the Clerk may issue execution therefor.  Each 
party, however, shall pay its own attorneys' fees 
and costs of arbitration, including filing fees, 
arbitration fees, and other costs.  Fees and 
expenses incurred by the arbitrator that each 
party chooses shall be paid by that party.  Each 
party shall pay one-half of the fees and expenses 
incurred by the arbitrator chosen by the other 
two arbitrators. 

10. Agency Responsibilities.  To the extent 
Producer is an Agency which contracts with 
individual producers to market and sell Rocky 
Mountain individual health plans, the Agency must 
register those producers and those producers must 
comply with the terms of this Agreement. 

A. The Agency shall: 

(1) Register producers with the Colorado 
Division of Insurance as producers for the 
Agency; 

(2) Notify Rocky Mountain that the 
Producer will be marketing individual health 
plans on behalf of the Producer; 

(3) Have the individual producers sign a 
Acknowledgement of Producer Relationship 
substantially in the form of attached Exhibit 
C naming Producer as the entity entitled to 
be paid commissions under this Agreement, 
and provide a copy of such 
Acknowledgement of Producer Relationship 
to Rocky Mountain; 

(4) Ensure that the producers’ credentials 
comply with paragraphs 4.A. and 4.C. of 
this Agreement; and  

(5) Ensure that the producers otherwise 
comply with the terms of this Agreement. 

11. General Provisions. 
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A. Self Funded Plans.  This Agreement shall 
not apply to self funded plans for which Rocky 
Mountain is the third party administrator unless 
Rocky Mountain provides Producer written 
notice to add such plans. 

B. Governing Law and Venue.  This 
Agreement shall be governed by the laws of the 
State of Colorado.  Venue of all matters shall be 
in Mesa County, Colorado. 

C. Severability.  If any provision of this 
Agreement is held to be invalid or 
unenforceable, the remaining provisions shall 
continue in full force and effect, unless the 
invalid or unenforceable provisions are material 
to this Agreement and its invalidity or 
unenforceability results in substantial economic 
detriment to either party to this Agreement. 

D. Assignment.  Producer’s rights, duties and 
responsibilities pursuant to this Agreement may 
not be assigned or delegated by Producer 
without the prior written consent of Rocky 
Mountain. 

E. Non-Exclusive Agreement.  Producer 
acknowledges that Rocky Mountain may enter 
into other agreements with other producers to 
market individual health plans of Rocky 
Mountain in any Rocky Mountain Service Area. 

F. Relationship of Parties.  This Agreement is 
intended to create the relationship of 
independent contractor on the part of Producer 
as to the performance of the duties and 
obligations under this Agreement.  Nothing 
contained in this Agreement shall be construed 
as creating the relationship of 
employer/employee nor shall it be construed as 
the Producer being an agent for Rocky 
Mountain.  Neither party shall represent or hold 
itself out to any person or entity other than is 
consistent with the relationship of Producer as 
an independent contractor.  Money or other 
settlements received by Producer for or on 
behalf of Rocky Mountain shall be received by 
Producer in a fiduciary capacity and shall 
immediately be paid to Rocky Mountain.  None 
of the benefits provided by Rocky Mountain to 
its employees, including, but not limited to, 
workers’ compensation insurance and 
unemployment insurance, are available from 
Rocky Mountain to Producer. Producer shall be 

solely and entirely responsible for Producer’s 
acts during the performance of the terms and 
conditions of this Agreement. 

G. Confidentiality.  Producer agrees to 
comply with the following confidentiality 
provisions. 

(1) Confidential Information.  This 
Confidential Information provision shall 
apply to all "Confidential Information" to 
which Producer or Producer's personnel may 
be exposed.  For purposes of this 
Agreement, "Confidential Information" shall 
include any Protected Health Information 
(PHI) pertaining to Rocky Mountain 
members (prospective, current, cancelled or 
deceased), medical, business, scientific or 
technical information, trade secret, design, 
process, procedure, formula, intellectual 
property (software), or improvement and 
any data or information that is important, 
competitively sensitive, and not generally 
known by the public, such as policies and 
procedures, marketing strategies and 
business methods, techniques and strategies, 
pricing policies, financial information, 
referral sources, member lists and addresses, 
provider lists, provider contract information, 
rating methods, accounts payable and 
receivable, information concerning 
employees, physical plant and internal 
performance results.  For the purposes of 
this Agreement, PHI shall consist of all 
individually identifiable health information 
transmitted or maintained by Rocky 
Mountain, regardless of form.   

(2) Restrictions On Use And Disclosure.  
Except for work performed under this 
Agreement, Producer shall not use, copy, 
transfer, disclose, or permit any 
unauthorized person to obtain any such 
Confidential Information (whether or not the 
Confidential Information is in written or 
tangible form).  Producer shall instruct all 
such personnel not to use, copy, transfer or 
disclose such Confidential Information 
except to the extent so required to perform 
the services they have been hired to perform 
and within the limitations imposed under 
this Agreement.  The provisions of this 
paragraph shall survive termination of this 
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Agreement. 

(3) Security Measures.  Producer shall use 
reasonable business efforts, including the 
use of confidentiality agreements with its 
employees and consultants to protect 
Confidential Information.  The provisions of 
this paragraph shall survive the termination 
of this Agreement. 

(4) Term and Return Of Information.  Upon 
termination of this Agreement, Producer 
shall immediately return to Rocky Mountain 
all documents, records, notes and similar 
repositories containing Confidential 
Information in Producer’s possession or 
under Producer’s control, whether prepared 
by Producer or others that reflect 
Confidential Information. 

H. Injunction.  The unauthorized disclosure or 
use of any Confidential Information by Producer 
could cause irreparable harm and significant 
injury to Rocky Mountain, which may be 
difficult to measure with certainty or 
compensate through damages.  Accordingly, 
Rocky Mountain shall have the right to seek and 
obtain an immediate injunction enjoining any 
breach by Producer of this Agreement upon 
application to a court of competent jurisdiction, 
and Producer shall not plead as a defense to any 
such action that Rocky Mountain has an 
adequate remedy at law.  Rocky Mountain shall 
have the right to be reimbursed by Producer for 
all costs, including attorney’s fees, incurred in 
enforcing this Agreement. 

I. Indebtedness of Producer.  Rocky 
Mountain shall have a first lien on all 
commissions payable to Producer for any 
obligation owed by Producer to Rocky 
Mountain.  Rocky Mountain may deduct or set 
off from commissions or other monies owed to 
Producer hereunder all obligations owed by 
Producer to Rocky Mountain.  This lien shall not 
be extinguished by termination of this 
Agreement. 

J. Legal Actions.  Producer shall pay Rocky 
Mountain, upon demand, for any costs, 
including attorneys’ fees, incurred by Rocky 
Mountain to answer or defend any:  (1) 
attachments or garnishments involving Producer 
for which a judgment has been entered against 

Producer or a judgment is sought by a third party 
against Producer or (2) legal proceedings 
brought by a third party against Producer. 

K. Entire Agreement.  This  Agreement, and 
the Exhibits attached to this Agreement, 
constitute the entire understanding and 
agreement of the parties, and shall supersede all 
prior understandings and agreements of the 
parties on the subject matter of this Agreement. 

L. Amendments.  This Agreement shall not 
be changed, modified or altered except by 
amendment, which, to be valid and enforceable, 
shall be in writing and signed by the parties; 
provided, however, Rocky Mountain shall have 
the right to prospectively change any provision 
of this Agreement on thirty (30) days’ notice to 
Producer, including the commission structure for 
individual products.  Further, Rocky Mountain 
may unilaterally amend this Agreement in order 
to comply with any applicable federal or state 
laws or regulations.  Any such amendment shall 
become effective thirty (30) days following 
Rocky Mountain’s notice to Producer of the 
amendment, except that the amendment may 
become effective on an earlier date if any 
applicable state or federal law, statute or 
regulation that was the basis of the amendment 
requires a specific date of compliance, which 
date is less than thirty (30) days following 
Rocky Mountain’s notice.  Within such thirty-
day period, as set forth above, Producer shall 
have the right to terminate this Agreement, 
effective at the end of such thirty-day period, by 
giving Rocky Mountain fifteen (15) days’ prior 
written notice of intent to terminate.. 

M. Notices.  Except as provided in this 
paragraph, all notices required by this 
Agreement shall be deemed sufficiently given if 
made in writing, upon mailing, United States 
First Class Mail, postage prepaid, to the 
addresses of the parties set forth on the signature 
page of this Agreement.  All notices regarding 
the termination of this Agreement shall be 
deemed sufficiently given if made in writing, 
upon mailing, United States Mail, postage 
prepaid, certified mail, return receipt requested, 
to the addresses of the parties set forth on the 
signature page of this Agreement.  The address 
to which notices are given may be changed by 
notice of change of address given in the method 



Page 10 of 10 
Producer agreement-SOLO(0206)3.doc 

and manner for notice of termination provided 
herein. 

N. Benefit.  The terms and provisions of this 
Agreement shall bind and benefit the respective 
parties, their agents, employees, representatives, 
successors and permitted assigns.  Rocky 
Mountain shall only have obligations under this 
Agreement for those individual health plans that 
the Producer sells under the terms of this 
Agreement. 



EXHIBIT A 
 

Rocky Mountain HealthCare Options, Inc. 
Producer Commission  

Effective January 1, 2006 
 
 
 

INDIVIDUAL BUSINESS 
 
SOLO PPO first year:   20% of monthly premium Paid monthly 
 
SOLO PPO renewal years:  5% of monthly premium Paid monthly 
 
 
 
 
 
 
 
Rev 01/18/06 
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EXHIBIT B  
TO 

PRODUCER AGREEMENT 
 

BUSINESS ASSOCIATE AGREEMENT FOR PROTECTION OF INFORMATION 

The purpose of this Agreement is to comply with a federal law1, “HIPAA,” that applies to RME, 
as hereinafter defined. 

 RME and Producer/Agent are parties to an underlying agreement for services, entitled 
PRODUCER AGREEMENT. 

 The terms of the underlying agreement for services result in Producer/Agent’s classification as 
RME’s “Business Associate” under HIPAA. 

 The HIPAA regulations require RME to enter agreements that include mandated provisions and 
terms with all producers or agents classified as RME’s “Business Associates.” 

Producer/Agent and RMHMO agree to all Terms and Conditions, attached.  

This Agreement is dated and shall be effective on the date set forth on the signature page of 
the Producer Agreement. 

 

                                                           
1 The Health Insurance Portability and Accountability Act of 1996 (HIPAA) Standards for Privacy of Individually 
Identifiable Health Information enacted at 45 CFR parts 160 and 164. 

I. Definitions.  All terms used in this Business 
Associate Agreement, regardless of whether they are 
defined below, shall have the same meaning as those 
terms defined in 45 CFR 160.103 and 164.501. 

A. “Business Associate Agreement” means this 
document/agreement, which may be incorporated by 
reference into the underlying agreement, or entered 
by the parties separately from the underlying 
agreement. 

B. “Designated Record Set” means Protected 
Health Information maintained by or for RME, 
including but not necessarily limited to the 
enrollment, payment, claims adjudication, case or 
medical management records, and any other records 
used, in whole or in part, to make decisions about 
Individuals. 

C. “Individual” means a person who is the subject 
of Protected Health Information. 

D. “Privacy Rule” shall mean the Standards for 
Privacy of Individually Identifiable Health 
Information at 45 CFR part 160 and part 164, 
subparts A and E. 

E. “Protected Health Information” or “PHI” 
means any information which identifies, or could 
reasonably be used to identify, an Individual, and 
which relates to the Individual’s health status, 
healthcare, or payments for his or her healthcare, or 

which a party is otherwise legally required to protect 
under the Privacy Rule or any other law. 

F. “Rocky Mountain Entity” or “RME” means 
RMHMO, Rocky Mountain HealthCare Options, 
Inc., Rocky Mountain Health Management 
Corporation and Rocky Mountain Health Foundation, 
and any present or future affiliates or subsidiaries of 
any one of these entities. 

II. Permitted Uses and Disclosures by 
Vendor/Contractor 

A. Except as otherwise limited in this Business 
Associate Agreement, Producer/Agent may use, 
disclose, have access to or be exposed to PHI to 
perform functions and services for, or on behalf of 
RME: 

(1) As specified in the Producer Agreement; 

(2) In order to market RME’s health plan 
products and enroll Individuals in RME’s health 
plans; 

(3) For purposes of communicating with and 
providing service and information to Individual 
RME members regarding benefit management 
and claims administration.   

B. Protected Health Information that may be 
disclosed to Producer/Agent by RME in order for 
Producer/Agent to perform functions or services, 
described above, on behalf of RME include: 
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(1) Benefit information, including prescription 
drug benefit information (i.e, what is a benefit 
under a member’s plan with RME); 

(2) Primary Care Provider (PCP) information; 

(3) Membership or ID card information; 

(4) Name, address, phone number, or other 
contact information; 

(5) Member ID number; 

(6) Eligibility information; 

(7) Claim status (i.e, whether a claim has been 
paid or denied);  

(8) Date and place of service received by the 
Individual; and, 

(9) Co-pay or Member Billing Statement 
information. 

C. Unless RME is provided with a written 
authorization signed by the Individual allowing the 
disclosure of specific PHI, Producer/Agent will not 
request and RME will not disclose PHI regarding any 
Individual to Producer/Agent including, but not 
limited to:  

(1) Diagnosis, treatment, procedure, provider 
specialty, or drugs prescribed; 

(2) Referral or pre-authorization for service 
information; 

(3) Information related to alcohol, substance or 
domestic abuse, HIV or AIDS, mental health, or 
any other condition or treatment of an Individual 
given special protection under applicable laws. 

D. Producer/Agent will not request any PHI 
regarding an Individual who is not enrolled in one of 
RME’s health plans by or through Producer/Agent, 
without specific written authorization from the 
Individual. 

E. Any function, activity, or service performed by 
Producer/Agent on behalf of RME will not violate 
the Privacy Rule or applicable state law if done by 
RME.  

F. Producer/Agent will not make a disclosure of 
PHI to an employer, plan sponsor, or group health 
plan without written authorization from the 
Individual, unless RME would be allowed by the 
Privacy Rule and applicable state law to make the 
disclosure. 

III. Obligations and Activities of Vendor/Contractor 

A. Producer/Agent agrees to not use or further 
disclose Protected Health Information (“PHI”) other 
than as permitted or required by this Business 
Associate Agreement, or necessary for the proper 
management and administration of Producer/Agent’s 

business or in order to carry out the legal 
responsibilities of Producer/Agent as required by law. 

B. Producer/Agent agrees to use appropriate 
physical, technical and administrative safeguards to 
prevent use or disclosure of PHI other than as 
provided for by this Business Associate Agreement. 

C. Producer/Agent agrees to immediately report to 
RME any use or disclosure of PHI not provided for 
or permitted by this Business Associate Agreement. 

D. Producer/Agent agrees to ensure that any agent 
or subcontractor of Producer/Agent agrees to the 
same restrictions and conditions that apply 
throughout this Business Associate Agreement when 
such agents or subcontractors are performing any of 
the tasks, duties or obligations imposed on 
Producer/Agent by the underlying contract or 
agreement. 

E. Access to Records.  Producer/Agent agrees to 
provide access, at the request of RME, and in the 
time and manner designated by RME, to PHI in a 
Designated Record Set to RME or, as directed by 
RME, to an Individual in order to meet the 
requirements under 45 CFR 164.524.  This is not 
necessary if Producer/Agent does not have PHI in a 
Designated Record Set.  

F. Amendment to Records.  Producer/Agent 
agrees to make any amendment(s) to PHI in a 
Designated Record Set that RME directs or agrees to 
pursuant to 45 CFR 164.526 at the request of RME or 
an Individual, and in the time and manner designated 
by RME. This is not necessary if Producer/Agent 
does not have PHI in a Designated Record Set. 

G. Accounting of Disclosures.  Producer/Agent 
agrees to document any disclosures of PHI not made 
to the Individual.  Producer/Agent agrees to provide 
RME, upon request, with information related to such 
disclosures as would be required for RME to respond 
to a request by an Individual for an accounting of 
disclosures of PHI in accordance with 45 CFR 
164.528. 

H. Confidential Communications.  If 
Producer/Agent performs any functions for RME that 
require or permit Producer/Agent to communicate 
with RME health plan members, Producer/Agent will 
comply with any requests by members to receive 
communications of PHI by alternate means or at 
alternate locations that have been agreed to by RME, 
when requested to do so by RME. 

I. Records.  Producer/Agent agrees to make its 
internal practices, books, and records relating to the 
use and disclosure of PHI on behalf of RME 
available to RME, or at the request of RME to the 
U.S. Secretary of the Department of Health and 
Human Services (“Secretary”), in a time and manner 
designated by RME or the Secretary, for the purpose 
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of the Secretary determining RME's compliance with 
the Privacy Rule. 

IV. Term and Termination 

A. Term.  This Business Associate Agreement 
shall be effective as of the date the Producer 
Agreement is signed by Producer/Agent, and shall 
terminate when all of the PHI provided by RME to 
Producer/Agent, or created or received by 
Producer/Agent on behalf of RME, is destroyed or 
returned to RME, or, if it is not feasible to return or 
destroy PHI, protections are extended to such 
information, in accordance with the termination 
provisions in this Section. 

B. Termination for Cause.  Upon RME's 
knowledge of a material breach by Producer/Agent, 
RME, at its sole discretion, may provide an 
opportunity for Producer/Agent to cure the breach or 
RME may terminate this Business Associate 
Agreement and/or the underlying agreement/contract 
for which Producer/Agent is providing services to 
RME. 

C. Effect of Termination. 

(1) Except as provided in paragraph (2) of this 
section, upon termination of this Business 
Associate Agreement, for any reason, 
Producer/Agent shall return or destroy all PHI 
received from RME, or created or received by 
Producer/Agent on behalf of RME. This 
provision shall apply to PHI that is in the 
possession of subcontractors or agents of 
Producer/Agent. Producer/Agent shall retain no 
copies of the PHI. 

(2) In the event that Producer/Agent determines 
that returning or destroying PHI is not feasible, 
Producer/Agent shall provide to RME 
notification of the conditions that make return or 
destruction not feasible. Upon mutual agreement 
of the Parties that return or destruction of PHI is 
infeasible, Producer/Agent shall extend the 
protections of this Agreement to PHI and limit 
further uses and disclosures of PHI to those 
purposes that make the return or destruction 
infeasible, for so long as Producer/Agent 
maintains such PHI. 

V. Miscellaneous 

A. Amendment.  The Parties agree to amend this 
Business Associate Agreement from time to time as 
is necessary for RME to comply with the 
requirements of the Privacy Rule and the Health 
Insurance Portability and Accountability Act, Public 
Law 104-191. 

B. Hold Harmless.  Producer/Agent agrees to and 
will indemnify, hold harmless and defend RME from 
and against any and all claims, losses, liabilities, 

costs, and other expenses incurred as a result of or 
arising directly or indirectly out of or in connection 
with (a) any non-fulfillment of any obligation under 
this Business Associate Agreement by 
Producer/Agent; and (b) any claims, demands, 
awards, judgments, actions and proceedings made by 
any person or organization, arising out of or in any 
way connected with Producer/Agent’s performance 
under this Agreement. 

C. Survival.  The respective rights and obligations 
of Producer/Agent under Sections IV.(C) and V.(B) 
of this Business Associate Agreement shall survive 
the termination of the underlying contract/agreement. 

D. No Rights to Individuals.  This Agreement 
shall not be construed to provide any right to an 
Individual or to increase the duties or responsibilities 
of the parties hereto beyond the requirements 
established by this Agreement. The sole purpose of 
this Agreement is to establish the respective rights 
and duties of the parties hereto (and of RME). Any 
rights of an Individual are derived solely from law 
and not from this Agreement. 

E. RMEs Benefit from Agreement.  An RME 
other than the signatory to this Agreement shall be a 
third party beneficiary of this Agreement to the 
extent that Vendor/Contractor provides services to 
such RME. To the extent that an RME other than the 
signatory to this Agreement is a third party 
beneficiary of this Agreement, such RME shall also 
have the obligations of the signatory to this 
Agreement as set forth herein. 

F. Assignment.  No party may assign or transfer 
any or all of its rights and/or obligations under this 
Business Associate Agreement or any part of it, nor 
any benefit or interest in or under it, to any Third 
Party without the prior written consent of all other 
parties. 

 



ACKNOWLEDGMENT OF PRODUCER RELATIONSHIP 
 

The undersigned certifies and agrees to the following: 
 

1. The undersigned is a producer who has a current producer license to act as a producer 
for health maintenance organization health care plans or nonprofit hospital, medical-surgical and 
health service corporation health care plans in the State of Colorado. 
 

2. The undersigned is an employee or independent contractor of a producer agency 
(Contracting Producer Agency) which has a contract (Producer Contract) with Rocky Mountain 
Health Maintenance Organization, Inc., d/b/a Rocky Mountain Health Plans (RMHP) to act as a 
producer agent.  Under the Producer Contract, the Contracting Producer Agency is authorized to sell 
health care plans offered by Rocky Mountain.  The term Rocky Mountain, as used herein, shall mean 
the following: 
 

RMHP, Rocky Mountain HealthCare Options, Inc. (“RMHCO”), Rocky Mountain 
Health Management Corporation (“RMHMC”) or any health maintenance 
organization, insurance company, health service corporation, or third party 
administrator: 

 
(1) that is a subsidiary of RMHP, RMHCO or RMHMC; 

 
(2) whose Health Care Plans are administered or sold by or 
through RMHP, RMHCO or RMHMC; or  

 
(3) that has contracted with RMHP, RMHCO, RMHMC or any 
subsidiary of RMHP, RMHCO or RMHMC for the provision of 
medical or other health care related services to Covered Persons. 

 
3. Unless the undersigned has a separate contract with RMHP to act as a producer agent, 

the undersigned will only place authorized business for Rocky Mountain health care plans as an 
employee or independent contractor of a Contracting Producer Agency. 
 

4. Rocky Mountain shall not be required to pay any compensation or commission to the 
undersigned for any business the undersigned places for Rocky Mountain health care plans through a 
Contracting Producer Agency.  Any commissions or other payments for placement of such business 
shall be paid by Rocky Mountain to the Contracting Producer Agency of which the undersigned is 
an employee or independent contractor as may be required by the Producer Contract. 
 

5. If at any time, the undersigned becomes employed by, or becomes an independent 
contractor working through, another Contracting Producer Agency wherein the undersigned will be 
placing business for Rocky Mountain health care plans, the undersigned will immediately notify 
RMHP. 
 

DATED this    day of   , 2 . 
 

  
 (Print Producer’s Name) 

  
 (Social Security Number) 

  
 (Name of Contracting Producer Agency) 

By:  
 (Signature) 
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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
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
Here

Signature of
U.S. person � Date �

Purpose of Form

Form W-9 (Rev. 11-2005)

Part I

Part II

Business name, if different from above

Cat. No. 10231X

Check appropriate box:

Under penalties of perjury, I certify that:

3
I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING

DO NOT PRINT — DO NOT PRINT — DO NOT PRINT — DO NOT PRINT

TLS, have you
transmitted all R
text files for this
cycle update?

Date

Action

Revised proofs
requested

Date Signature

O.K. to print

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify 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 payee.

3. I am a U.S. person (including a U.S. resident alien).

A person who is required to file an information return with the
IRS, must obtain your correct taxpayer identification number
(TIN) to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Individual/
Sole proprietor Corporation Partnership Other �

Exempt from backup
withholding

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

● An individual who is a citizen or resident of the United
States,
● A partnership, corporation, company, or association
created or organized in the United States or under the laws
of the United States, or
● Any estate (other than a foreign estate) or trust. See
Regulations sections 301.7701-6(a) and 7(a) for additional
information.

For federal tax purposes, you are considered a person if you
are:

In 3 above, if applicable, you are also certifying that as a
U.S. 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.

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required
to 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.S. person that is a
partner in a partnership conducting a trade or business in the
United States, provide Form W-9 to the partnership to
establish your U.S. status and avoid withholding on your
share of partnership income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding
withholding on its allocable share of net income from the
partnership conducting a trade or business in the United
States is in the following cases:
● The U.S. owner of a disregarded entity and not the entity,
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Form W-9 (Rev. 11-2005) Page 2

Sole proprietor. Enter your individual name as shown on
your income tax return on the “Name” line. You may enter
your business, trade, or “doing business as (DBA)” name on
the “Business name” line.

3
I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING

DO NOT PRINT — DO NOT PRINT — DO NOT PRINT — DO NOT PRINT

Other entities. Enter your business name as shown on
required federal tax documents on the “Name” line. This
name should match the name shown on the charter or other
legal document creating the entity. You may enter any
business, trade, or DBA name on the “Business name” line.

If the account is in joint names, list first, and then circle,
the name of the person or entity whose number you entered
in Part I of the form.

Limited liability company (LLC). If you are a single-member
LLC (including a foreign LLC with a domestic owner) that is
disregarded as an entity separate from its owner under
Treasury regulations section 301.7701-3, enter the owner’s
name on the “Name” line. Enter the LLC’s name on the
“Business name” line. Check the appropriate box for your
filing status (sole proprietor, corporation, etc.), then check
the box for “Other” and enter “LLC” in the space provided.

Specific Instructions
Name

Exempt From Backup Withholding

5. You do not certify to the requester that you are not
subject to backup withholding under 4 above (for reportable
interest and dividend accounts opened after 1983 only).

Certain payees and payments are exempt from backup
withholding. See the instructions below and the separate
Instructions for the Requester of Form W-9.

Civil penalty for false information with respect to
withholding. If you make a false statement with no
reasonable basis that results in no backup withholding, you
are subject to a $500 penalty.
Criminal penalty for falsifying information. Willfully
falsifying certifications or affirmations may subject you to
criminal penalties including fines and/or imprisonment.

Penalties
Failure to furnish TIN. If you fail to furnish your correct TIN
to a requester, you are subject to a penalty of $50 for each
such failure unless your failure is due to reasonable cause
and not to willful neglect.

Misuse of TINs. If the requester discloses or uses TINs in
violation of federal law, the requester may be subject to civil
and criminal penalties.

If you are an individual, you must generally enter the name
shown on your income tax return. However, if you have
changed your last name, for instance, due to marriage
without informing the Social Security Administration of the
name change, enter your first name, the last name shown on
your social security card, and your new last name.

If you are exempt, enter your name as described above and
check the appropriate box for your status, then check the
“Exempt from backup withholding” box in the line following
the business name, sign and date the form.

4. The IRS tells you that you are subject to backup
withholding because you did not report all your interest and
dividends on your tax return (for reportable interest and
dividends only), or

3. The IRS tells the requester that you furnished an
incorrect TIN,

2. You do not certify your TIN when required (see the Part
II instructions on page 4 for details),

You will not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make
the proper certifications, and report all your taxable interest
and dividends on your tax return.

1. You do not furnish your TIN to the requester,

What is backup withholding? Persons making certain
payments to you must under certain conditions withhold and
pay to the IRS 28% of such payments (after December 31,
2002). This is called “backup withholding.” Payments that
may be subject to backup withholding include interest,
dividends, broker and barter exchange transactions, rents,
royalties, nonemployee pay, and certain payments from
fishing boat operators. Real estate transactions are not
subject to backup withholding.

Payments you receive will be subject to backup
withholding if:

If you are a nonresident alien or a foreign entity not subject
to backup withholding, give the requester the appropriate
completed Form W-8.

Example. Article 20 of the U.S.-China income tax treaty
allows an exemption from tax for scholarship income
received by a Chinese student temporarily present in the
United States. Under U.S. law, this student will become a
resident alien for tax purposes if his or her stay in the United
States exceeds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30,
1984) allows the provisions of Article 20 to continue to apply
even after the Chinese student becomes a resident alien of
the United States. A Chinese student who qualifies for this
exception (under paragraph 2 of the first protocol) and is
relying on this exception to claim an exemption from tax on
his or her scholarship or fellowship income would attach to
Form W-9 a statement that includes the information
described above to support that exemption.

Note. You are requested to check the appropriate box for
your status (individual/sole proprietor, corporation, etc.).

4. The type and amount of income that qualifies for the
exemption from tax.

5. Sufficient facts to justify the exemption from tax under
the terms of the treaty article.

Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement to Form W-9 that specifies the
following five items:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.
3. The article number (or location) in the tax treaty that

contains the saving clause and its exceptions.

Also see Special rules regarding partnerships on page 1.

Foreign person. If you are a foreign person, do not use
Form W-9. Instead, use the appropriate Form W-8 (see
Publication 515, Withholding of Tax on Nonresident Aliens
and Foreign Entities).

● The U.S. grantor or other owner of a grantor trust and not
the trust, and

● The U.S. trust (other than a grantor trust) and not the
beneficiaries of the trust.



INSTRUCTIONS TO PRINTERS
FORM W-9, PAGE 3 of 4
MARGINS: TOP 13 mm (1⁄2"), CENTER SIDES. PRINTS: HEAD to HEAD
PAPER: WHITE WRITING, SUB. 20. INK: BLACK
FLAT SIZE: 216 mm (81⁄2") � 279 mm (11")
PERFORATE: (NONE)

I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING

DO NOT PRINT — DO NOT PRINT — DO NOT PRINT — DO NOT PRINT

Form W-9 (Rev. 11-2005) Page 3

3

Part I. Taxpayer Identification
Number (TIN)
Enter your TIN in the appropriate box. If you are a resident
alien and you do not have and are not eligible to get an SSN,
your TIN is your IRS individual taxpayer identification number
(ITIN). Enter it in the social security number box. If you do
not have an ITIN, see How to get a TIN below.

How to get a TIN. If you do not have a TIN, apply for one
immediately. To apply for an SSN, get Form SS-5,
Application for a Social Security Card, from your local Social
Security Administration office or get this form online at
www.socialsecurity.gov. You may also get this form by
calling 1-800-772-1213. Use Form W-7, Application for IRS
Individual Taxpayer Identification Number, to apply for an
ITIN, or Form SS-4, Application for Employer Identification
Number, to apply for an EIN. You can apply for an EIN online
by accessing the IRS website at www.irs.gov/businesses and
clicking on Employer ID Numbers under Related Topics. You
can get Forms W-7 and SS-4 from the IRS by visiting
www.irs.gov or by calling 1-800-TAX-FORM
(1-800-829-3676).

If you are asked to complete Form W-9 but do not have a
TIN, write “Applied For” in the space for the TIN, sign and
date the form, and give it to the requester. For interest and
dividend payments, and certain payments made with respect
to readily tradable instruments, generally you will have 60
days to get a TIN and give it to the requester before you are
subject to backup withholding on payments. The 60-day rule
does not apply to other types of payments. You will be
subject to backup withholding on all such payments until you
provide your TIN to the requester.

If you are a sole proprietor and you have an EIN, you may
enter either your SSN or EIN. However, the IRS prefers that
you use your SSN.

If you are a single-owner LLC that is disregarded as an
entity separate from its owner (see Limited liability company
(LLC) on page 2), enter your SSN (or EIN, if you have one). If
the LLC is a corporation, partnership, etc., enter the entity’s
EIN.
Note. See the chart on page 4 for further clarification of
name and TIN combinations.

Note. Writing “Applied For” means that you have already
applied for a TIN or that you intend to apply for one soon.
Caution: A disregarded domestic entity that has a foreign
owner must use the appropr iate Form W-8.

9. A futures commission merchant registered with the
Commodity Futures Trading Commission,

10. A real estate investment trust,
11. An entity registered at all times during the tax year

under the Investment Company Act of 1940,
12. A common trust fund operated by a bank under

section 584(a),
13. A financial institution,
14. A middleman known in the investment community as a

nominee or custodian, or
15. A trust exempt from tax under section 664 or

described in section 4947.

THEN the payment is exempt
for . . .

IF the payment is for . . .

All exempt recipients except 
for 9

Interest and dividend payments

Exempt recipients 1 through 13.
Also, a person registered under
the Investment Advisers Act of
1940 who regularly acts as a
broker

Broker transactions

Exempt recipients 1 through 5Barter exchange transactions
and patronage dividends

Generally, exempt recipients
1 through 7

Payments over $600 required
to be reported and direct
sales over $5,000 1

See Form 1099-MISC, Miscellaneous Income, and its instructions.

However, the following payments made to a corporation (including gross
proceeds paid to an attorney under section 6045(f), even if the attorney is a
corporation) and reportable on Form 1099-MISC are not exempt from
backup withholding: medical and health care payments, attorneys’ fees; and
payments for services paid by a federal executive agency.

The chart below shows types of payments that may be
exempt from backup withholding. The chart applies to the
exempt recipients listed above, 1 through 15.

1

2

7. A foreign central bank of issue,
8. A dealer in securities or commodities required to register

in the United States, the District of Columbia, or a
possession of the United States,

2

Exempt payees. Backup withholding is not required on any
payments made to the following payees:

1. An organization exempt from tax under section 501(a),
any IRA, or a custodial account under section 403(b)(7) if the
account satisfies the requirements of section 401(f)(2),

2. The United States or any of its agencies or
instrumentalities,

3. A state, the District of Columbia, a possession of the
United States, or any of their political subdivisions or
instrumentalities,

4. A foreign government or any of its political subdivisions,
agencies, or instrumentalities, or

5. An international organization or any of its agencies or
instrumentalities.

Other payees that may be exempt from backup
withholding include:

6. A corporation,

Generally, individuals (including sole proprietors) are not
exempt from backup withholding. Corporations are exempt
from backup withholding for certain payments, such as
interest and dividends.
Note. If you are exempt from backup withholding, you
should still complete this form to avoid possible erroneous
backup withholding.
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What Name and Number To Give the
Requester

Give name and SSN of:For this type of account:

The individual1. Individual

The actual owner of the account
or, if combined funds, the first
individual on the account 1

2. Two or more individuals (joint
account)

The minor 23. Custodian account of a minor
(Uniform Gift to Minors Act)

The grantor-trustee 14. a. The usual revocable
savings trust (grantor is
also trustee)

1. Interest, dividend, and barter exchange accounts
opened before 1984 and broker accounts considered
active during 1983. You must give your correct TIN, but you
do not have to sign the certification.

The actual owner 1b. So-called trust account
that is not a legal or valid
trust under state law2. Interest, dividend, broker, and barter exchange

accounts opened after 1983 and broker accounts
considered inactive during 1983. You must sign the
certification or backup withholding will apply. If you are
subject to backup withholding and you are merely providing
your correct TIN to the requester, you must cross out item 2
in the certification before signing the form.

The owner 35. Sole proprietorship or
single-owner LLC

Give name and EIN of:For this type of account:

3. Real estate transactions. You must sign the
certification. You may cross out item 2 of the certification.

A valid trust, estate, or
pension trust

6.

Legal entity 4

4. Other payments. You must give your correct TIN, but
you do not have to sign the certification unless you have
been notified that you have previously given an incorrect TIN.
“Other payments” include payments made in the course of
the requester’s trade or business for rents, royalties, goods
(other than bills for merchandise), medical and health care
services (including payments to corporations), payments to a
nonemployee for services, payments to certain fishing boat
crew members and fishermen, and gross proceeds paid to
attorneys (including payments to corporations).

The corporationCorporate or LLC electing
corporate status on Form
8832

7.

The organizationAssociation, club, religious,
charitable, educational, or
other tax-exempt organization

8.

5. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tuition program payments (under section 529),
IRA, Coverdell ESA, Archer MSA or HSA contributions or
distributions, and pension distributions. You must give
your correct TIN, but you do not have to sign the
certification.

The partnershipPartnership or multi-member
LLC

9.

The broker or nomineeA broker or registered
nominee

10.

The public entityAccount with the Department
of Agriculture in the name of
a public entity (such as a
state or local government,
school district, or prison) that
receives agricultural program
payments

11.

Privacy Act Notice

List first and circle the name of the person whose number you furnish. If
only one person on a joint account has an SSN, that person’s number must
be furnished.

Circle the minor’s name and furnish the minor’s SSN.

You must show your individual name and you may also enter your business
or “DBA” name on the second name line. You may use either your SSN or
EIN (if you have one). If you are a sole proprietor, IRS encourages you to
use your SSN.
List first and circle the name of the legal trust, estate, or pension trust. (Do
not furnish the TIN of the personal representative or trustee unless the legal
entity itself is not designated in the account title.) Also see Special rules
regarding partnerships on page 1.

Note. If no name is circled when more than one name is
listed, the number will be considered to be that of the first
name listed.

Sole proprietorship or
single-owner LLC

The owner 3

12.

Part II. Certification

For a joint account, only the person whose TIN is shown in
Part I should sign (when required). Exempt recipients, see
Exempt From Backup Withholding on page 2.

3

You must provide your TIN whether or not you are required to file a tax return. Payers must generally withhold 28% of taxable
interest, dividend, and certain other payments to a payee who does not give a TIN to a payer. Certain penalties may also apply.

To establish to the withholding agent that you are a U.S.
person, or resident alien, sign Form W-9. You may be
requested to sign by the withholding agent even if items 1, 4,
and 5 below indicate otherwise.

Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons who must file information returns
with the IRS to report interest, dividends, and certain other income paid to you, mortgage interest you paid, the acquisition or
abandonment of secured property, cancellation of debt, or contributions you made to an IRA, or Archer MSA or HSA. The IRS
uses the numbers for identification purposes and to help verify the accuracy of your tax return. The IRS may also provide this
information to the Department of Justice for civil and criminal litigation, and to cities, states, the District of Columbia, and U.S.
possessions to carry out their tax laws. We may also disclose this information to other countries under a tax treaty, to federal
and state agencies to enforce federal nontax criminal laws, or to federal law enforcement and intelligence agencies to combat
terrorism.

Signature requirements. Complete the certification as
indicated in 1 through 5 below.

1

2

3

4
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SOLO Health Plan Application
Thank you for your interest in the SOLO plan, underwritten by Rocky Mountain HealthCare Options, Inc. (RMHCO). Read every section carefully and be sure 
to complete all items. Unanswered questions or incomplete/omitted information will result in the return of this application to you and will delay 
your enrollment in this health care plan. The SOLO plan is medically underwritten. This means that health care coverage is not guaranteed. Applicants 
must complete a health questionnaire that will be considered before an application is accepted or rejected.

Applicants age 50 or older are required to submit with the initial application a current (within the past 12 months) medical history and physical 
examination record. The physical exam record must include any health screening tests (including mammogram, PAP, or PSA) or procedures and a lipid 
panel. Infants who are at least two months of age and under six months of age will require medical records from their two and/or four month well-child 
check along with immunization records. Costs associated with such services will be the responsibility of the applicant.

If you are age 65 or older or you have a disability and qualify for Medicare, this Individual Plan is not available to you. Call 800-346-4643 for 
information on Medicare benefit options.

If you have questions or need additional information as you complete this application, call your broker or RMHP at  866-414-7656.

mk14r0108þ

6E

SOLO Select Plans

Select Plan Deductible Options Maternity Rider
Brand Prescription Drug Rider*

$10/$40/$60

o SOLO $500 AND o  Yes     o  No o  Yes     o  No

o SOLO $1,000 Not Available o  Yes     o  No

o SOLO $1,500 Not Available o  Yes     o  No

o SOLO $2,500 Not Available o  Yes     o  No

SOLO Smart Choice Plans
Smart Choice Coverage Options Accident Rider Brand Prescription Drug Rider*

o SOLO $2,800/80 o  Yes     o  No 80% covered after deductible o  Yes     o  No

o SOLO $2,800/100 o  Yes     o  No 100% covered after deductible o  Yes     o  No

SOLO Safety Net Plans

Safety Net Deductible Options
Brand Prescription Drug Rider*

$10/$40/$60
Tobacco Use

o SOLO $5,000 o  Yes     o  No Has any person listed on this application used 
tobacco products in the past 12 months?
o  Yes     o  No    If yes, give person's name:

o SOLO $10,000 o  Yes     o  No

* Generic prescription drug coverage is included with the plan if the Brand Prescription Drug Rider is not selected.

Effective Date
The effective date of coverage is the first of the month following the application approval date unless a later effective date is requested.

First of the month following application approval date �

First of _____________________ (write month here) �

Please Tell Us How You Heard About Us 
o Family member o Broker o Friend o Newspaper/radio o Health plan member o Website

o Other _______________________________________________________________________________________________  

APPLICATION MUST BE COMPLETED BY SUBSCRIBER/APPLICANT
PRINT ALL INFORMATION CLEARLY IN BLACK INK

Are you adding a dependent to your existing SOLO Health Plan policy?  o  Yes     o No

Subscriber: Last Name1 First Name MI Social Security Number 2 Home Phone
(         )

Address City State County Zip Code Business Phone
(         )             

Date of Birth — Mo/Day/Year_____________________________      Height__________Weight___________         o M     o F

o Single   o Married   o Divorced    o Legally separated    o Common law marriage (statement will be required)

(continued on page 2)
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 Pre-Existing Condition Limitation Period 
A pre-existing condition is an injury, sickness, or pregnancy for which the Member has, during the 12 consecutive months immediately preceding the 
Member’s effective date of coverage under the plan applicable, either: (a) incurred charges, (b) received medical treatment, (c) consulted a health care 
professional, or (d) taken prescription drugs. Rocky Mountain Health Plans will not pay for services related to a preexisting condition for 12 consecutive 
months after the Member’s original membership Effective Date. (This is the pre-existing condition limitation period.)

Upon approval of your application, the length of the Pre-Existing Condition Limitation Period will be reduced or eliminated for you and each 
family member who has creditable coverage. The creditable coverage must have ended within 90 days prior to your enrollment in RMHP. Creditable 
coverage includes health care coverage provided under: (a) Medicare or Medicaid; (b) an employee welfare benefit plan, group health insurance, or 
group health benefit plan; (c) an individual health benefit plan; or (d) a state health benefits risk pool (including but not limited to the Cover Colorado 
Uninsurable Health Insurance Plan and CHP+). You must provide proof of creditable coverage for every family member listed on this application 
who has had health care coverage within the last 12 months.
Such creditable coverage reduces the Pre-Existing Condition Limitation Period by one day for each day of creditable coverage. For example: If you had 
creditable coverage for three months before enrolling in the SOLO plan and such creditable coverage ended less than 90 days prior to your enrollment 
date, then your Pre-Existing Condition Limitation Period will be reduced from 12 months to nine months. If the creditable coverage ended more than 90 
days prior to your enrollment date, then the full 12-month Pre-Existing Condition Limitation Period will apply.

The insurance company or health plan that provided your previous health care coverage should have given you a certificate stating that you had 
creditable coverage and specifying the time period of such creditable coverage. If you are still covered under another health care plan or you do not have 
a certificate evidencing your prior creditable coverage, you can ask RMHP to help you obtain proof of creditable coverage. Contact RMHP at 970-244-
7800 or 800-453-2981, option 4.

Complete the chart above for yourself and each family member listed on this application. List all current health care coverage policies and/or all previous 
health care coverage policies in effect during the last 12 months. Add and label additional pages if necessary. 

If you have had insurance coverage in the last 12 months, provide the information requested below.
List Each Policyholder's Covered Family Member Name, Address, and Telephone Number of Health 

Plan or Insurance Company
Effective Date 
of Coverage

RMHP USE

Policyholder’s Name: ___________________________

Policy #: _____________________________________

Group Name: _________________________________

S.S. Number: _________________________________

Others on policy: ______________________________

From:

To:

Policyholder’s Name: ___________________________

Policy #: _____________________________________

Group Name: _________________________________

S.S. Number: _________________________________

Others on policy: ______________________________

From:

To:

PROVIDE ALL INFORMATION FOR EACH FAMILY MEMBER APPLYING FOR COVERAGE UNDER THIS PLAN.
Last Name First 

Name
MI HT WT Social Security Number 2 Sex 

M/F
Date of Birth

Mo/Day/Yr
Relationship to 

Subscriber
RMHP 
USE

Spouse

Dependent

Dependent over age 19 and under 25:  o Full time student     o Financially dependent or same household as the subscriber

Dependent

Dependent over age 19 and under 25:  o Full time student     o Financially dependent or same household as the subscriber

Dependent

Dependent over age 19 and under 25:  o Full time student     o Financially dependent or same household as the subscriber

Dependent

Dependent over age 19 and under 25:  o Full time student     o Financially dependent or same household as the subscriber
1 If a dependent child is applying as an individual rather than as part of a family, list the child as the subscriber. If more than one dependent child is 

applying as an individual, complete an application for each child subscriber. 
2 Supply social security numbers if known. Missing numbers will be requested after enrollment.
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 Health Questionnaire 
All questions must be answered completely for each person applying for coverage on this application or the application will be returned.

Any knowing misrepresentation as to the presence or severity of any health condition, impairment, or disease could result in retroactive termination of 
coverage.  Any failure to notify RMHP of any medical condition, impairment, disease, or change in any applicant’s health status that occurs or is diagnosed 
between the date of application and the later of the effective date of coverage or the date coverage is approved could also result in retroactive termination 
of coverage. RMHP shall have the right to request and review additional information regarding health history and any change in health status that occurs 
between the date of application and the effective date of coverage. This additional information may be used to determine if RMHP will accept or decline 
your application prior to the effective date of coverage. No notice of acceptance related to your application can bind RMHP to coverage until the effective 
date of coverage, and failure to provide additional requested information could result in your application not being accepted.

1. In the past five years, have you or any family member listed on this application ever had, been treated for, been diagnosed with, or had any 
indication of any of the following conditions, diseases, or disorders? Mark EACH condition/disease/disorder either YES or NO.

If you answered yes to any of the conditions, diseases, or disorders in Question #1, complete the chart below. Add and label another page if necessary.

2. Have you or any family member listed on this application received advice for, been diagnosed with, or been treated for any condition(s), disease(s), 
or disorder(s) not listed in Question #1?  ❏  Yes     ❏ No  (If yes, explain disease, condition, or disorder.)

 Person’s name: ______________________________________________________________________________________________________

  ___________________________________________________________________________________________________________________

CONDITION/DISEASE/DISORDER YES NO
Abdominal /Bowel Problem (including colitis, diverticulosis,ulcers, regional enteritis, or hernias)
Alcohol/Drug/Substance Abuse
Arthritis, Rheumatoid/Osteoarthritis (specify type)
Asthma/Bronchitis/Emphysema or Other Lung/Breathing Disorder (including sleep apnea, tuberculosis)
Back/Spine/Bone Problems (including fractures, joint disease/injury, scoliosis/osteochondrosis/osteoporosis)
Birth Abnormality/Defect/Congenital Problem
Bleeding Disorder/Anemia
Brain/Nervous System Disorder (including disabling headaches, epilepsy/seizures, paralysis, stroke, Multiple Sclerosis or Parkinson’s Disease)
Cancer/Malignant Condition (including leukemia, Hodgkin’s Disease)  
Cardiovascular/Heart Disorder (including chest pain, heart attack/murmur, valve problems, hypertension, elevated cholesterol)  
Cataract or Other Eye Disorders
Chronic Fatigue Syndrome/Fibromyalgia
Diabetes or high blood sugar  
HIV/AIDS Virus (including positive test result for the HIV/AIDS virus)
Kidney/Bladder/Urinary Disorder (including stones, tumor, renal failure, dialysis, prostate problem)
Liver/Pancreas Disorder (including pancreatitis, cirrhosis, hepatitis)
Male/Female Genital/Reproductive Disorders (including STDs, infertility)  
Mental Disorders (including anxiety, attention deficit, depression, eating disorders, paranoia, or schizophrenia)
Organ Transplant Recipient or on Waiting List for Transplant  
Skin Disorder (including rash, lesions, Lupus)
Varicose Veins  

FamilyMember Condition/Disease/Disorder Date of Last 
Treatment

Date of Last 
Hospitalization

Doctor's Name and Address
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3. Have you or any family member listed on this application been advised or are planning to have medical or surgical treatment that has not yet 
been performed?  
❏ Yes     ❏ No  (If yes, please explain.) Person’s name: _______________________________________________________________________

  ___________________________________________________________________________________________________________________

4. Have you, your spouse, or any dependents listed on this application incurred medical/surgical and/or hospital expenses of $5,000 or more within 
the last 12 months?  ❏ Yes     ❏ No  (If yes, please explain.) Person’s name:________________________________________________________

5. Have you or any family member listed on this application seen a provider for ANY reason in the past 12 months (including sick visit, physical, 
mammogram, Pap smear, and prostate screening)? 
❏ Yes     ❏ No  If yes, complete the chart below. Add and label another page if necessary.

6. Have you or any family member listed on this application taken any prescription medications in the last 12 months? 
❏ Yes     ❏ No  If yes, complete the chart below. Add and label another page if necessary.

7. In the chart below, list all surgical procedures, operations, and hospitalizations within the last five years for you or any family member listed on this 
application. If none, check here:   ❏ None

8. Does anyone listed on this application drink alcohol?   ❏ Yes     ❏ No

 If yes, person’s name:_______________________________________________How much daily?_________How much weekly?_________

Family Member Reason for Treatment Date of Last 
Treatment

Doctor's Name and Address

Family Member Medication Name Quantity/
Dosage Taken

Prescribing 
Physician

Illness for Which 
Medication Prescribed

Date 
Prescription 

Last Received

Family Member Operation/Procedure Date Reason for 
Operation/Procedure

Surgeon and Hospital 
Name and Address
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9. At this time, is any family member pregnant (whether or not applying for coverage)?      

 ❏ Yes *If yes, give person’s name and relationship to subscriber: __________________________________________________________

 ❏ No If no, list female family members and dates of their last menstrual period:

 Name: ___________________________________________________Month _____________ Day _____________ Year _____________

 Name: ___________________________________________________Month _____________ Day _____________ Year _____________

 If any member’s initial menstrual cycle has not yet begun, give her name: ______________________________________________________

 * If you or your spouse are pregnant, this plan is not available to you.

10. Are you in the process of adopting?  ❏ Yes     ❏ No   

11. Have you or any female listed on this application ever had any abnormality of the female organs, abnormal menstrual periods, or any 
unexplained vaginal bleeding?  ❏ Yes     ❏ No  If yes, explain: _______________________________________________________________

 Name: __________________________________________________________________________________________________________

12. Have you or any family member listed on this application ever had an abnormal Pap smear? ❏ Yes ❏ No 
 abnormal mammogram? ❏ Yes ❏ No 
 abnormal PSA? ❏ Yes ❏ No

 If yes, explain: ____________________________________________________________________________________________________

 Name: __________________________________________________________________________________________________________

 * If you answered "Yes", provide the results from your last two screenings with your application.

13. Disclose occupation and type of work all applicants do:

  ________________________________________________________________________________________________________________

14. Disclose all hobbies all applicants participate in: 

 ________________________________________________________________________________________________________________

15. Have you or any family member listed on this application had a weight change during the past year?   ❏ Yes     ❏ No  If yes, provide name(s):

 ❏ Increased by 10 lbs. or more: ______________________________________________________________________________________

 ❏ Decreased by 10 lbs. or more: ______________________________________________________________________________________

 Reason for each person’s weight change: _______________________________________________________________________________

16. If any family member listed on the application is six months of age or younger, fill in below and submit medical records from the two and/or 
four month well-child check along with immunization records).

 Birth weight: _________________ lbs. ___________ oz.

 Current weight: _______________ lbs. ___________ oz.

 Date of last well-baby check: __________________________________________

 As a newborn: a) was the baby kept in an incubator? ❏ Yes ❏ No

  b) did the baby require oxygen? ❏ Yes ❏ No

17. Have all applicants under the age of 18 years had all recommended immunizations?   ❏ Yes      ❏ No

 If no, list person’s name: _____________________________________________ 
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Qualification for Coverage Through CoverColorado 
If you ended a COBRA or State Continuation of Benefit Plan within the past 62 days in which you have exhausted ALL eligible coverage (18 months or 36 
months, you may qualify for health coverage with no medical screening through CoverColorado*. For information about CoverColorado benefits, exclusions, 
enrollment, and premium subsidies, contact CoverColorado at:

425 S. Cherry St., Suite 160
Glendale, CO 80246

303-863-1960
www.covercolorado.org

*You do not qualify if (a) you are eligible for a group health benefit plan, Medicare, Medicaid, or have other health benefit plan coverage; (b)  
your most recent coverage was terminated as a result of nonpayment of premiums or fraud; or (c) you turned down an offer of continuation 
coverage or did not exhaust such coverage.

Determining if This Is an Employer-Sponsored Plan 
Rocky Mountain Health Plans  does not market or sell individual plans to eligible employees of an employer-sponsored plan or to self-employed Business 
Groups of One. An individual plan is available to noneligible employees and all dependents in an employer-sponsored plan.

Answer the following questions so RMHP can determine if you are eligible for individual medical coverage or if, due to the premium arrangement for the 
coverage, you are subject to the Colorado small employer group health insurance reform laws.

I pay the ENTIRE premium for the coverage out of my own PERSONAL funds. ❏ Yes ❏ No

My employer or my business will be paying ALL OR A PORTION of the benefit 
or premium for coverage. ❏ Yes ❏ No

My employer or my business will be reimbursing me or any of my dependents for 
ALL OR A PORTION of the premium through wage adjustment or any other way. ❏ Yes ❏ No

ALL OR ANY PORTION of the premium for the coverage will be deducted from 
my salary/wages. ❏ Yes ❏ No

My employer or I will take a tax deduction for the premiums for this coverage. ❏ Yes ❏ No

 If YES, is the premium paid through a Section 125 (cafeteria) plan? ❏ Yes ❏ No

 If YES, my employer: 

  a) will contribute to the cafeteria plan, OR ❏ Yes ❏ No

  b) will pay for ALL OR ANY PORTION of the premium, OR ❏ Yes ❏ No

  c) has other health coverage for employees ❏ Yes ❏ No

I,_________________________________________, certify that the answers to these questions are true and correct. 
  Printed Name of Applicant

Signature of Applicant  
X Date

If you are a Business Group of One (BG1), you may apply for a BG1 Plan. A BG1 is a sole proprietor, single full-time employee of a business, or a household 
employee who works at least 24 hours a week on a permanent basis and who has carried on significant business activity for a period of at least one year 
prior to application, which generated enough gross income to pay the annual premium and that provided at least a substantial part of such individual’s 
income for one year out of the most recent consecutive 3-year period.

If you: 1) believe you may be a BG1, and/or 2) intend this plan to be an employer-sponsored plan, you cannot file this application, and you must 
contact RMHP for an application for a BG1 plan.

COLORADO INSURANCE LAW REQUIRES ALL CARRIERS IN THE SMALL GROUP MARKET TO 
ISSUE ANY HEALTH BENEFIT PLAN IT MARKETS IN COLORADO TO SMALL EMPLOYERS OF 2-50 
EMPLOYEES, INCLUDING A BASIC OR STANDARD HEALTH BENEFIT PLAN, UPON THE REQUEST 
OF A SMALL EMPLOYER TO THE ENTIRE SMALL GROUP, REGARDLESS OF THE HEALTH STATUS 
OF ANY OF THE INDIVIDUALS IN THE GROUP. BUSINESS GROUPS OF ONE CANNOT BE REJECTED 
UNDER A BASIC OR STANDARD HEALTH BENEFIT PLAN DURING OPEN ENROLLMENT PERIODS 
AS SPECIFIED BY LAW.
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Account Deduction Authorization
I, _____________________________________________, authorize the monthly deduction of 

(Print Name)
Rocky Mountain Health Plans premiums from my account ____________________________________________________
 (Account Number)
at  ________________________________________________________________________________________________

(Bank Name) (Routing Number)
for _______________________________________________________________________________________________ .

(Subscriber name, if different) 

I understand that if the bank fails to remit my premium, my membership will not be terminated until I have been given the 
opportunity to pay the amount due.
Signature _____________________________________________________________  Date ________________________

   Attach a voided check from your bank account.

Credit Card Authorization for Automatic Recurring Billing

Use this form to pay the accompanying invoice with either VISA, DISCOVER, or MASTERCARD. Simply fill in the information 
requested. Then sign where indicated before returning this form with your invoice.

Member Name: _____________________________________________________________________________________

Name of Account Holder (if different from member name): ____________________________________________________

CREDIT CARD:         VISA         DISCOVER         MASTERCARD

Credit Card Number: ______________________________________ Expiration Date:  Mo. ______________Yr. ________

_______________________________________________________ Date: _____________________________________
  Signature of Account Holder 
X

SOLO Payment Options
Rocky Mountain Health Plans (RMHP) offers three different options for your SOLO premium payment. Check the box for the 
payment plan you wish to use:

 Monthly Bank Draft.  RMHP can withdraw your monthly premiums directly from your bank account.  With this option, 
no invoice is mailed and you do not have to worry about mailing your payment in time.  Simply complete the Account 
Deduction Authorization form (below) and attach a voided check. RMHP will draft your first premium on the 4th of the 
month after you are approved.

 Monthly Credit Card Automation.  RMHP can automatically request monthly payment from your credit card company.  
With this option, there is no invoice sent and you do not have to worry about mailing your payment in time.  As an added 
convenience, you only need to give us your Credit Card information and approval one time. Simply complete the 
Credit Card Authorization form (below) and check the box for reoccurring billing.  RMHP will take your first premium on 
the 4th of the month after you are approved.

 Quarterly Invoice Billing.  RMHP will mail you a quarterly premium billing invoice.  This option requires pre-payment for the 
entire quarter. Quarterly payments are due the first business day of the month and the amount due is for the full three months.

Thank you for your Membership with Rocky Mountain Health Plans.

PO Box 10600, Grand Junction, CO 81502-5600 — 866-414-7656 
Fax: 970-244-7992

If you are hearing impaired and use TTY equipment, call 800-704-6370
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 Signature and Certification 
The undersigned, individually and on behalf of the undersigned's dependents ("we"), agree as follows:

Upon approval of application, coverage will begin on the first of the month following the date of approval.1. 
First premium will be due and collected on the 4th day of the month in which your coverage begins.2. 
We offer to enter into the health care plan contract for the plan designated in this enrollment application. Upon receipt of all information required for 3. 
enrollment, approval thereof by Rocky Mountain Health Plans (RMHP) and RMHP acceptance of the first premium, we shall have a contract with RMHP, 
the terms of which are set forth in the applicable contract, which contract may be amended from time to time by RMHP in accordance with applicable law.
We authorize any physician, health care provider, hospital or other medical facility, insurance company, or other entity or person that now or hereafter has 4. 
records or knowledge of the health of any person proposed for coverage, to give RMHP such records and information and supplement such records and 
information as RMHP requests. This authorization shall include all medical records and medical information. Such records and information may be used by 
RMHP or made available by RMHP to others for treatment, payment, or health care operations purposes, including but not limited to any quality assurance 
programs conducted by RMHP or its designated agents or contractors. A copy of this authorization shall be as valid as the original until contract is terminated.
We consent to RMHP performing case management.5. 
The contract contains provisions for the arbitration of disagreements and disputes. We agree to arbitrate such disagreements and disputes as set forth in the applicable contract.6. 
RMHP has the right to terminate coverage and deny benefits if any information on this enrollment application, or as otherwise provided by the undersigned to RMHP for enrollment 7. 
purposes, is knowingly false, incomplete, or misleading in any material respect. RMHP has the right to deny coverage if any outstanding premiums or other payments are owed 
to RMHP by the undersigned.
All information and answers provided in this application are true and correct.8. 
This application will remain valid for 90 days from date of applicant's signature below.9. 

Any fraud or intentional misrepresentation as to the presence of any health condition, impairment, disease, or disorder will result in retroactive termination of coverage. 10. As a result, 
RMHP will not be responsible for payment of any claims for services received up to and including the date of retroactive termination of coverage. RMHP shall have the right to request 
and review additional information regarding health history. RMHP retains the right to accept or deny an application until the effective date of coverage, regardless of any prior notice of 
acceptance or receipt of premium.  Any additional information regarding your health history or change in health status that occurs between the date of application and the later of the 
effective date of coverage or the date a coverage decision is made may be used to determine if RMHP will accept or decline your application, or revoke a prior notice of acceptance 
related to your application. No notice of acceptance related to your application can bind RMHP to coverage until the effective date of coverage.
We understand that the policy applied for will not pay for services unless they are medically necessary as determined by RMHP.11. 
We understand that a plan change request must be made 31 days prior to my anniversary to be effective on my anniversary date, subject to medical underwriting.12. 
We further understand that the policy applied for will not pay benefits for any loss incurred during the first 12 months after the issue date because of any pre-existing condition 13. 
unless superceded by a Certificate of Creditable Coverage as described herein.

We understand that any information regarding this application, including associated medical records, may be shared with our broker, if applicable.14. 
The above provisions will remain in effect for the entire duration of RMHP membership of the undersigned and the undersigned’s dependents.
We acknowledge that we have read this application and that the foregoing answers are true, and we certify that we understand and agree to all matters covered in the application.

APPLICANT SIGNATURE 

(If signing for minor, so indicate.)    X Date
*This application will expire 90 days from date of signature.

SIGNATURE OF SPOUSE APPLICANT (If applying for family membership)  
X Date

— BROKER COMPLETE — PRINT CLEARLY —
Broker/Agent MUST complete the following for application processing:

Broker Name: _______________________________________________Address: __________________________________________________

Broker License #: ____________________________________________Broker Agency: _____________________________________________

Broker Fax #: _______________________________________________Broker Phone #: ____________________________________________  

Colorado law requires carriers to make available a Colorado Health Plan Description Form, which is intended to facilitate 
comparison of health plans. The form must be provided automatically within three (3) business days to a potential policyholder 
who has expressed interest in a particular plan or who has selected the plan as a finalist from which the ultimate selection will 
be made. The carrier also must provide the form, upon oral or written request, within three (3) business days to any person who 
is interested in coverage under or who is covered by a health benefit plan of the carrier.
An access plan is available for each managed care network offered by Rocky Mountain Health Plans to any interested party upon 
request. Such access plans contain information on providers, hospitals, referral and grievance procedures, quality assurance, 
access for members with special needs, emergency coverage provisions, and other information on how to access services.
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 policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant 
with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance 
within the Department of Regulatory Agencies.



 SOLO Health Plan Application Checklist 

Unanswered questions or incomplete/omitted information will result in the return of your application. Please make sure 
the following are complete BEFORE you mail your application.

  

 ❑ Fill in every applicable blank in the application, including details and explanations if asked for.

 ❑ Include copies of required medical records (if age 50 or older and for any child between two and six months 
of age). See the next page for details of required medical records.

 ❑ Child-only applicants are listed as the subscriber. Complete a separate application for each child who is 
applying. 

 ❑ Attach and write the applicant’s name on additional pages if applicable.

 ❑ If you or any family member applying for coverage was previously covered by health insurance, complete the 
chart on page 6.

 ❑ If paying by automatic bank draft each month, attach a voided check. Write VOID on the signature line of the 
blank check. (See example on page 7.)

 ❑ Sign in each applicable place, by the X on pages 5, 7, and 8.

Note: If your application is approved, your coverage will automatically begin on the fi rst of the month following the date 
of approval. Your fi rst premium will be due and collected on the 4th day of the month in which your coverage 
begins.

  If you want to withdraw your application for any reason, please contact the SOLO Sales Team immediately at 
800-453-2981, option 4, or email to SOLO_Sales_Team@rmhp.org.

MK15R1207Þ



Rocky Mountain Health Plans (RMHP)
Medical Record Requirements

PLEASE NOTE: In order to complete your RMHP application, the following must be submitted within 30 days. If 
you have not had these required physical exams, please schedule an appointment with your doctor to do so. Your 
application cannot be processed without these requirements.

ADULTS
To enroll in an RMHP health plan, adults 50 years of age or older must have:

History and physical within the last 12 months

Pap test (unless documented hysterectomy) and mammogram within the last 12 months

PSA within the last 12 months

Lipid panel within the last 12 months

Liver function tests, within the last 12 months, if on statins

Results from any other tests recommended during your physical exam

CHILDREN
To enroll in an RMHP health plan, children must have:

2-month Well Child check to include immunizations (babies less than 2 months of age are deferred until 2-
month Well Child check)

Last Well Child check (for children less than 6 months)

Recommended immunizations (for children up to age 18)

Rocky Mountain Health Plans accepts children for enrollment any time after their 2-month Well Child check.

Please have your doctor submit this information to us within 30 days of your enrollment application date.

Information should be mailed or faxed to:

Rocky Mountain Health Plans
Attention: SOLO Sales
2775 Crossroads Boulevard, PO Box 10600, Grand Junction, CO 81502
Fax: 970-244-7992

If you have any questions about these enrollment requirements, please call the RMHP SOLO Sales Department at 
866-414-7656, or 970-244-7800, ext. 4.

RMHP reserves the right to request additional information, as needed, by our medical underwriters.

•

•

•

•

•

•

•

•

•
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