
PREMIUM BILLING AGREEMENT
UNITED NATIONAL LIFE INSURANCE COMPANY OF AMERICA

P.O. BOX 7901
MOUNT PROSPECT, ILLINOIS  60056

The Employer hereby applies to United National Life Insurance Company of America (herein called UNL) to cause Applicant’s premium
billings to be processed in a manner consistent with the terms of this Agreement.  In consideration of United National Life Insurance
Company of America making this voluntary premium billing option available, the Employer hereby agrees as follows:

Employer AGREEMENTS
• Employer understands and agrees to honor Applicant’s appointment and acknowledges receipt of a completed Applicant Billing

Agreement Authorization form (U-15165A). The Employer further agrees to remit the currently listed insurance premiums
identified on the Payroll Deduction Group Transmittal Statement as the “Total Monthly Billing” to UNL each month by the
premium due date, along with any appropriate administrative and list billing fee.  The Employer also agrees to follow all UNL
billing instructions furnished by UNL to the Employer.

• Employer further understands and agrees not to seek from UNL access to any other information relating to Applicant’s insur-
ance coverage, beyond the amount of the Applicant’s premium, without furnishing written permission from Applicant.

• Employer assumes no responsibility for this Premium Billing Agreement except as herein stated.  The Employer assumes no
responsibility for the payment of premium by any Applicant after his or her eligibility to participate in this Premium Billing
Agreement ends. Employer acknowledges that this Premium Billing Agreement is only offered for the convenience of such
Applicants.

• Employer or UNL upon giving 60 days written notice to the other and to each affected applicant, may terminate this Premium
Billing Agreement in its entirety.  Following termination of the Billing Agreement or termination of Applicant’s employment
with the Employer, payment to UNL of premium shall be made by Applicant directly to UNL. The Employer agrees to submit
any and all deducted premium amounts for Applicant prior to the effective date of termination.  The Employer will indicate on
the copy of the Monthly Billing Statement the identity of any person who chooses to discontinue this Premium Billing Agree-
ment or whose employment with the Employer has terminated and the requested Termination Date.

• Employer agrees to allow reasonable access to eligible members, on Employer premises, during regular working hours for the
purpose of explaining and enrolling members.

• Employer understands and agrees that failure to remit the amount identified on the Monthly Billing Statement as “Total Monthly
Billing”, less the applicable premium for those persons who have chosen to discontinue the Premium Billing option, will result
in all coverage lapsing at the expiration of the period for which premium has been properly paid.

• Employer understands and agrees that UNL may either cease this Premium Billing Agreement or adjust or change the amount of
any premium billing fees upon 30 days written notice to the Employer.

Name of Employer Contact Person Name of Employer

Business Address___________________________________ City & State____________________________ Zip Code___________

________________________________________ (_____)__________________ (______)_____________
Signature of Officer/Owner Business Phone Number FAX Number

Producer/Agent______________________________ City & State__________________________________ Zip Code____________

Requested Effective Date:___________________                                Premium Due Date:__________________________

Dated at______________________________________ this__________ day of _______________, 20________________
              (City, State) (Date)                        (Month)                        (Year)

This form must be completed and submitted with all payroll deduction groups.
(A) Two copies required. Original to Employer, second copy to UNL.
(B) The form designated as U-15165A (Applicant’s Billing Agreement Authorization form) must be completed and signed by each

applicant.

U-15165
1st Copy – Employer       2nd Copy – UNL UNT134






	Text198: VALUE MED PLAN  (Minimum 5 employees)


