LOTR02 (2/07)

Group Name: Health Group No.:

Dental Group No.: Life Group No.: SelectAccount Group No.:

TO BE COMPLETED BY THE CLIENT:

“I hereby certify that the above-named Agency/Agent is to be named as Agent of Record for my group contract
and is entitled to all commissions in return for services rendered on my behalf with regard to my contract. This
certification replaces all others having an earlier signature date. I understand that if another Agency/Agent is
currently servicing my account, my signature below REPLACES that Agency/Agent.” 1 also certify that as a
Blue Cross group client, I approached this Agent for assistance and was not solicited by the Agent to complete
this form. I understand that the individual that is discussing plan options with me is an authorized independent
Agent for Blue Cross. Blue Cross requires Agents to provide full disclosure of their compensation from Blue

Cross for providing services to clients and prospects.

My reason for signing this form is:

(Must be completed by the client)

Print Name: Phone #:

(Group dedision maker and title)

Authorized Signature: Date:

Mail completed form to: P.O. Box 64560, St. Paul, MN 55164-0560
Attention Agency Relations N184 or fax to 651-662-6009

All group agent of record requests must be on this form. Forms will be returned if not correctly completed.
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