
 
 

Thank you for choosing Group Benefits, Ltd.  Enclosed in this packet you will find the affiliation 

contracting paperwork for GBL.  Please take a moment to review the agreement and complete the 

required forms.  Once the forms are completed, you can return them to me by fax or email. 

 

If you have any questions about the enclosed documents, please contact me at 515-453-8207/800-640-

7382 ext. 433 or by email, cwagner@grpbenltd.com 

 

Need alternatives?  Let us know if you are interested in selling other carrier products.  We can appoint 

you to sell any of the following: 

 

Individual and Family Health: 

 Celtic  

 Coventry 

 Golden Rule (UHC) 

 Hip-Iowa 

 HumanaOne 

 Time (Assurant/Fortis) 

 Wellmark BCBS 

 

Group Health: 

 Aetna 

 Assurant 

 Coventry 

 Health Alliance 

 Humana 

 Mutual of Omaha 

 United Healthcare 

 Wellmark BCBS 

 

Medicare Supplement: 

 AARP 

 American Republic 

 Gerber 

 Mutual of Omaha/United of Omaha 

 United Commercial Travelers 

 Wellmark BCBS 

 

Medicare Part D and Medicare Advantage: 

 AARP 

 Coventry/Advantra 

 Humana 

 Medicare Blue PPO/Blue Rx 

 Unicare 

 

Voluntary Products: 

 Dental, Vision, Life, Disability, 

Annuities 

 Pre-paid Legal, Identity Theft, Travel 

 

Again, thank you for placing your trust in GBL.  We look forward to a prosperous business partnership 

with you! 

 

Sincerely, 

 

Cyndi Wagner 
Group Benefits, Ltd. 

12006 Ridgemont Drive 

Urbandale, IA 50323 

 

Phone:  515-453-8207/800-640-7382 ext. 433 

Fax:  515-222-5342 

cwagner@grpbenltd.com 
www.groupbenefitsltd.com 

mailto:cwagner@grpbenltd.com
mailto:cwagner@grpbenltd.com


GBL Affiliation Agreement 

Page 1 

 

 
 
(The Application and Contract must be completed in their entirety and submitted with a current 

copy of the state license, W-9, Errors and Omissions certificate, and Direct Deposit Authoriza-
tion Agreement prior to the release of commission payments.)  
 

APPLICATION 
 

I.  PERSONAL 

_______________________________________________________________________ 

Full name as appears on state license                      

_____________________________________________          ___________________________ 

Social Security Number as shown on attached W-9                             Date of Birth 

_____________________________________________________________________________________________ 

Business Address                                                      City                            State                County         Zip 

_____________________________________________________________________________________________ 

Home Address                                                          City                             State                County         Zip 

Preferred Mailing Address  �  Business   �  Home 

____________________________         ____________________________          ____________________________                 

Business Telephone                                 Business Fax                                            Cell Phone                      

___________________________________________    _________________________________________________ 

Email Address                                                 Corporate/ Agency Name 

 

II. COMMISSION 

 
Are commissions earned under this agreement to be paid to a corporation?   �Yes    � No 
(If applicant answers “yes”, an Agent Assignment of Commission Form must be included with this Application.) 

 
Employer’s Tax ID Number as shown on attached W-9 _________________________________ 
(Officer must also complete a W-9 if commission is to be paid to the agency or corporation) 

 

State(s) where currently licensed: Resident________________ Non-resident________________________________ 

 

III. BACKGROUND                       
 

Have you ever plead guilty or no contest to, or been convicted of, any felony or misdemeanor (other than a minor 

traffic offense), or are there any criminal charges pending against you?                                                     � Yes  � No 

 

Have you ever been the subject of disciplinary sanctions, reprimand, fine, assessment, consent order, license suspen-

sion, or license revocation for any insurance or securities activities?                                                          � Yes  � No 

 

Are you now involved in a complaint or investigation by an insurance or securities department?              � Yes  � No                              
(If answering “yes” to any of the first three questions, please provide written explanation for review) 

 

Are you currently covered by Errors and Omissions insurance?  (Copy attached)                                      � Yes  � No  
 

By signing this form, I certify that all information on this document is true and accurate and if determined as false, I can be terminated im-

mediately.  Such termination shall be deemed as a self initiated termination. 

 

____________________________________________            ____________________________________ 

          Signature                                                                                                       Date 













 

 

AGENT ASSIGNMENT OF COMMISSIONS 
(Addendum to Group Benefits, Ltd. Affiliation Agreement) 

 

 

I assign my commissions, both 1
st
 year and renewal, to the stated assignees in the 

following manner: (please check one) 

 

 Business written from this date forward 

 

 All business written 

 

It is agreed and understood that this agreement does not affect the right of Group 

Benefits, Ltd. to deduct the amount owed, if any, to the company by the assignor. 

 

This agreement will continue in force until rescinded in writing by me and accepted by 

said assignee, except that no acceptance by the assignee is required if I rescind this 

assignment only as to commissions earned on business written after the date of the 

rescission. 

 

ASSIGNOR:            
    (print or type agent’s name) 

 

            
    (social security number) 

 

ASSIGNEE:  Name          

            Address         
   (street) 

            
   (city)     (state)  (zip) 
 

    

Tax Identification Number      

 

Signed this  day of     , 20 . 

 

Assignor           
  (signature) 
 

Assignee           
  (signature) 

 

 



Direct Deposit 

Authorization Agreement for Commissions 

 

 

I hereby authorize Group Benefits, Ltd. to initiate credits for commissions due to agent or 

agency bank account. This will also grant us permission to post a debit to your bank 

account for agents or agencies that have a negative account balance with our agency. In 

accepting this agreement, you have agreed that the financial institution named below to 

also credit and debit the same entries to such account.  I further understand that I assume 

responsibility for any service charges or fees imposed by my financial institution for EFT 

transactions.  

 

Please print: 

 

Name___________________________________________________________________ 

 

Social Security or Tax Identification Number ___________________________________ 

 

E-mail address____________________________________________________________ 

(Please note this e-mail address will be used to e-mail commission statements to our 

agents.  If you are an agency, please provide one e-mail address to send the commission 

statements for the agency too.)  

 

Name as it appears on bank account___________________________________________ 

 

Financial institution_______________________________________________________ 

 

City ________________________________  State ____________  Zip Code _________ 

 

ABA routing no __________________________________  Account no _____________ 

 

Signature ________________________________________ Date __________________ 

        

Checking  □    Savings  □   New Request  □  Information Change  □  

           

Group Benefits, Ltd.  initiates the transfer of funds on the thirteenth of every month to 

ensure that commissions will be in your bank account on the fifteenth of every month. If 

the fifteenth falls on a weekend, then commissions will be paid on the following Monday. 

Please check with your financial institution for their specific processing times and to 

verify the ABA routing number that appears on your check is the same number to use for 

electronic funds transfers (EFT).  Changes to your banking information must be reported 

to the Commissions department, to avoid returned funds. 

 

Return completed form and a voided 

check to:  

            Group Benefits, Ltd. 

Attn: Valerie Mills 

12006 Ridgemont Drive   

Urbandale, IA 50323 

Fax # 515.222.5342  







Group Benefits, Ltd Agent Portal Agency Authorization 
This form is required if assigning commissions to an agency/corporation. 

 
 
 

Individual(s) authorized to view commission statements for all agents with the following agency: 
 
 

________________________________________________________ 
Agency Name 

 
 
User 1 Name:  ________________________________________________________________ 

 Phone: _____________________  E-mail: ____________________________________ 

 SS#:     _____________________________________________ 

 DOB:    _____________________________________________ 

(Optional) 
User 2 Name:  ________________________________________________________________ 

 Phone: _____________________  E-mail: ____________________________________ 

 SS#:     _____________________________________________ 

 DOB:    _____________________________________________ 

 

______________________________________________________________________ 
Signature of Corporate Officer 
 
_______________________________________________            _______________________ 
Printed Name of Corporate Officer                                                   Title 
 

Date:  ___________________________ 
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