
Client Information

Name

Address

City/ Zip code

Tobacco:

Phone #

Date of Birth

Email

Sex:

SS#

Need Coverage:
Yes or No

Female or Male

Yes or No
Yes or No

Female or Male

Yes or No

Individual Spouse

*PLEASE LIST ALL HOUSEHOLD MEMBERS REGARDLESS OF COVERAGE NEEDS*

Preferred Method 
of Communication Text Email Call Text Email Call

Questions or Comments?



Individual Income Section
 EMPLOYER AMOUNT FREQUENCY

Phone:

Phone:

Phone:

$

$

$

Weekly    Monthly    Yearly 

Social Security $_____________
Retirement $_______________
Unemployment $____________

Capital Gains $___________
Investments $____________
Alimony $_____________

Other Income Sources

Name:

Name:

Name:

Other Taxable Income $________________

*If self-employed deduct expenses from total. If you are a W-2 employee, use your gross earnings before taxes. Not your take home pay.*

Spouse Income Section

Weekly    Monthly    Yearly 

Weekly    Monthly    Yearly 

 EMPLOYER AMOUNT FREQUENCY

Phone:

Phone:

Phone:

$

$

$

Weekly    Monthly    Yearly 

Social Security $_____________
Retirement $_______________
Unemployment $____________

Capital Gains $___________
Investments $____________
Alimony $_____________

Other Income Sources

Name:

Name:

Name:

Other Taxable Income $________________

*If self-employed deduct expenses from total. If you are a W-2 employee, use your gross earnings before taxes. Not your take home pay.*

Weekly    Monthly    Yearly 

Weekly    Monthly    Yearly 



Dependents
Sex

(F or M) Name DOB SS # Claimed  
on

Taxes
Needs 

Coverage
Covered 

by
Medicaid

Are any household members ineligible or terminated from Medicaid in the last 6 months? 
(If yes, list  date & first names of family members)_________________________________________________
________________________________________________________________________________________________

Are any household members Native American and/or a member of a federally recognized tribe?
(If yes, list the family member’s name, ID number and name of tribal affiliation)____________________
________________________________________________________________________________________________

Are all household members US citizen? (If no, please list family member’s name and current status)
________________________________________________________________________________________________

Are any household members naturalized citizens? (If yes, please list the family member’s name)
_________________________________________________________________________________________________

Are any household dependents earning income over $5,000 per calendar year? (If yes, please list first name, 

name of employer, and amount of earnings)_____________________________________________________________

_________________________________________________________________________________________________________

By signing below, I attest that the information above is accurate and complete to the best of my knowledge. 
I further understand if any of the above information is incorrect or should change while I have insurance policies/tax 
credits in force, it is my responsibility to notify this agency/agent of such changes. Failure to do so that results in the 
cancellation of my policy, tax credits, or repayment of tax credits through my federal tax return is not the 
responsibility of The Benefit Partners, Inc., DBA Senior Insurance & Retirement Advisors, and its licensed agents.

Signature: Date:

Which type of appointment do you prefer?

Phone Meeting Video Meeting
(Please check one type of appointment)

Yes    No Yes    No Yes    No

Yes    No Yes    No Yes    No

Yes    No Yes    No Yes    No

Yes    No Yes    No Yes    No

Yes    No Yes    No Yes    No

Yes    No Yes    No Yes    No



Authorization, Consent & Disclosure Form 
In Federally-Facilitated Marketplace for the State of Nebraska 
 
Designated Insurance Agency:     Designated Certified Marketplace Agent: 
The Benefit Partners Inc.      Mardee Downing Bice  #8759470 
DBA: Senior Insurance & Retirement Advisors   Phone: 308-436-9314   
1713 1st Avenue, Scottsbluff, NE 69361      Email: mardee@seniorira.com 
 
I, __________________________________, give my permission, or __________________________(optional) 
   (print your name)           (print name of alternate person) 

authorized representative, my legal or Marketplace authorized representative acting on my behalf 
(“authorized representative”), gives permission to Mardee Downing Bice, Certified Marketplace Agent 
with the Benefit Partners Inc. – DBA Senior Insurance & Retirement Advisors to create, collect, 
disclose, access, maintain, use, and/or store my personally identifiable information (PII) and/or the PII of 
my authorized representative, to perform the following duties of a Certified Marketplace Agent: 

(Read/initial each statement below) 

 
______ Inform me and/or my authorized representative about the full range of Marketplace health  
             coverage options and insurance affordability programs for which I’m eligible; 
 
______ Help me complete my application for health coverage in a Qualified Health Plan (QHP) through the  
             Marketplace and for insurance affordability programs; 
 
______ Help me enroll in a QHP or in an insurance affordability program. 
 
 
______ I understand that I may revoke this authorization at any time and will notify in writing Mardee Downing 
             Bice, Certified Marketplace Agent with the Benefit Partners Inc. – DBA Senior Insurance &  
             Retirement if I choose to revoke my authorization. 
 
 
I further understand that Mardee Downing Bice, Certified Marketplace Agent with the Benefit Partners 
Inc. – DBA Senior Insurance & Retirement Advisors have the following responsibilities and will perform the 
following functions: 
 

 
______   inform me of any possible conflicts of interest they might have. 

 

______   have the license and authority to advise and counsel me and/or my authorized representative  
        regarding all health insurance plans on the Federally-Facilitated Marketplace for the State of    
        Nebraska 

 
______   is required to act in my best interest. 
 
 
______   will follow privacy and information security standards when creating, collecting, disclosing,  
               accessing, maintaining, storing, and/or using my PII and/or the PII of my authorized representative.  
               Information about these standards will be provided. 
 
 
 



______ aren’t expected or required to maintain or store any of my PII and/or the PII of me and/or my  
             authorized representative, other than this authorization form, but if the above-mentioned Designated  
             Certified Agent and/or Agency do maintain or store my PII, they will follow privacy and information  
             security standards. 
         
______ I and/or my authorized representative don’t have to give above-mentioned Designated Certified Agent 
             and/or Agency more information than I and/or my authorized representative choose to provide. 
 
______ the assistance the above-mentioned Designated Certified Agent and/or Agency provides is based  
             only on the information I and/or my authorized representative provide, and if the information provided 
             is inaccurate or incomplete, above-mentioned Designated Certified Agent and/or Agency may not be  
             able to provide all the assistance available for my situation to the best of her/their ability and will not  
             be responsible for any negative outcomes (loss or reduction of tax credit, loss of insurance coverage  
             or tax credit repayment on tax return) as a result of failing to provide accurate and complete   
             information at the time of enrollment and throughout the coverage year.  
 
______ above-mentioned Designated Certified Agent and/or Agency are not responsible for any negative  
             outcomes (loss or reduction of tax credit, loss of insurance coverage or tax credit repayment on  
             individual’s tax return) as a result of failing to follow direction, counsel or guidance given to me   
             and/or my authorized representative. 
 
______ above-mentioned Designated Certified Agent and/or Agency are unable to assist me and/or my 
              authorized representative, due to unforeseen circumstances, they will refer me and/or my authorized  
             representative to the Exchange call center. 
 
______ above mentioned Designated Certified Agent and/or Agency reserve the right to discontinue  
             assisting I and/or my authorized representative at any time in the enrollment period and upcoming  
             coverage year, if I/or my authorized representative fail to meet responsibilities of updating personal  
             information as it changes, fail to pay insurance premiums in a timely manner or furnish documents  
             requested by the Federally Facilitated Marketplace by deadlines given. The Designated Certified  
             Agent and/or Agency will immediately notify and refer me and/or my authorized representative to the  
             Exchange call center for further assistance.  
 
______ above-mentioned Designated Certified Agent and/or Agency will not charge me and/or my authorized  
              representative a fee for any assistance provided. 
 
    
  Please sign and date the form: 
 
 
 
 
 

Signature of Consumer/Consumer’s Legal or Marketplace Authorized Representative 
(please circle corresponding identity) 
 

 
          Date:   _________ 

 
                                     




