




 

 
 
 

Health Insurance Innovations 
Agent Commission Addendum 

 
 
    First Year   Renewal Years 

Essential Plus STM:           18%                                      18% 
 
 
The Agent commission listed above is payable based on issued collected premiums, minus administration fees, enrollment 
fee, association dues or refunds; and for applications received and issued after the effective date of this Agent Commission 
Addendum.  
     
Agent Signature: ____________________________________________________ Title:_______________ Date:______        
 
Health Insurance Innovations 
 
By: _____________________________________ Title: ______________ Date: ________                                                                   
                                                                                            
 
 
Complete the following information: 
Print Name:_______________________________________________________________________________________ 
 
E-Mail:_________________________________   Company Name:___________________________________________ 
 
Address:_______________________________ City: ___________________________ St:________ Zip: ____________ 
 
 
 
GA Name: _________________________ Agent Code: _________________________  Email:___________________ 
 
SGA Name: ________________________ Agent Code: _________________________  Email:___________________ 
 
MGA Name: ________________________ Agent Code: _________________________  Email:___________________ 
 
Recruited By:_____________________________________________________________________ 

 
 
 

Health Insurance Innovations, LLC 
218 E Bearss Ave., Suite 325 • Tampa, FL 33613 

Phone: (877) 376-5831  •  Fax: (877) 376-5832 
 

Rev.1/09 
 
 

Administrator
Text Box
Allied Brokerage Services__ Agent Code: __E511000000_____________ Email:_sales@allied-brokerage.com



 

 
 
 

Health Insurance Innovations 
Agent Commission Addendum 

 
 
    First Year   Renewal Years 

Health Essential:           28%                                      8% 
 
 
The Agent commission listed above is payable based on issued collected premiums, minus administration fees, enrollment 
fee, association dues or refunds; and for applications received and issued after the effective date of this Agent Commission 
Addendum.  
     
Agent Signature: ____________________________________________________ Title:_______________ Date:______        
 
Health Insurance Innovations 
 
By: _____________________________________ Title: ______________ Date: ________                                                                   
                                                                                            
 
 
Complete the following information: 
Print Name:_______________________________________________________________________________________ 
 
E-Mail:_________________________________   Company Name:___________________________________________ 
 
Address:_______________________________ City: ___________________________ St:________ Zip: ____________ 
 
 
 
GA Name: _________________________ Agent Code: _________________________  Email:___________________ 
 
SGA Name: ________________________ Agent Code: _________________________  Email:___________________ 
 
MGA Name: _Allied Brokerage Services__ Agent Code: __E511000000_____________  Email:_sales@allied-brokerage.com 
 
Recruited By:_____________________________________________________________________  
 

 
 

Health Insurance Innovations, LLC 
218 E Bearss Ave., Suite 325 • Tampa, FL 33613 

Phone: (877) 376-5831  •  Fax: (877) 376-5832 
 

Rev.1/09 



                 Agent Profile Form            
 

Fax or Mail to:  Health Insurance Innovations      Fax: 877.376.5832  
Mailing Address: 218 E. Bearss Ave., Suit 325, Tampa, Florida 33613 

 
APF0806 

 

 
Last Name First Name Middle 
   
Social Security Number Date of Birth  
  
Agency Name Tax ID# 
  
Resident Address City  State Zip 
    
Business Address City State  Zip 
    
Business Phone Cell Phone Fax Number 
   
Email Website 
  
Preferred Mailing Address  Business  Resident 
Please check off the states below, in which you will be representing Fairmont Specialty.  Please provide a 
copy of insurance license(s) for each state checked.  
 
If assigning commissions to an agency or corporation, please also provide a copy of the agency license (if 
applicable).  

 AL  AK  AZ  AR  CA  CO  CT  DE 
 DC  FL  GA  HI  ID  IL  IN  IA 
 KS  KY  LA  ME  MD  MA  MI  MN 
 MS  MO  MT  NE  NV  NH  NJ  NM 
 NY  NC  ND  OH  OK  OR  PA  RI 
 SC  SD  TN  TX  UT  VT  VA  WA 
 WV  WI  WY           

 
Notice Regarding Background Checks  
Before our company may begin processing your appointment and/or license application, we are required by *federal 
law to ensure that all agents and/or employees we wish to do business with are not convicted criminals or felons.  
*(Criminal checks are based on the Violent Crime Control Act of 1994) 
 
We will notify you if your background report results are unfavorable and we consequently decline your license 
appointment.  In addition, you will be advised to discontinue submission of business to our company and/or service to 
any of our clients as well. In the event that the information reflected in the criminal report is incorrect, we will advise 
you of the protocol to appeal. 
 
 
For Office Use Only – To be completed by FS Underwriter authorizing the above appointment request.    
Underwriter’s Name Underwriter’s Signature 
  
Fairmont Specialty Relationship  Master Agent  Sub-agent  Other (please explain below) 
Appointment requested for  Accident and Health  Property and Casualty 
Appointing Company                     US Fire Insurance Company                 The North River Insurance Company 

Underwriter’s Comments 
 

 



                                                                                                Health Insurance Innovations 
218 E. Bearss Ave., Suite 325 

Tampa, FL 33613 
Phone: 1‐877‐376‐5831 

Fax: 1‐877‐376‐5832 
 

Commission Automatic Direct Deposit & 
Agent Authorization Agreement Form 

 

 
*Producer Name: ___________________________________ or Company Name: _______________________________ 

*Producer SSN: ____________________________________ or Company FEIN:__________________________________ 

Producer E‐mail Address:______________________________________________ For notification of funds availability) 

*Note: All Commission earnings are reported to the IRS under the FEIN (or SSN) of the license holder (as allowed under 
State licensing regulations).  Please sign below in acknowledgement.  
 

Producer Signature: ____________________________________________Date: ________________________________ 
 

I (we) hereby authorize Health Insurance Innovations, LLC through Fox Chase Bank, to initiate credit entries and to 
initiate, if necessary, debit entries and adjustments for any credit entries made in error to my (our) account listed below. 
I (we) also authorize my (our) depository named below, to debit and/or credit the same to such account.  
I can cancel or authorize a change to the bank information for this automatic deposit at any time by calling or writing to 
Health Insurance Innovations, LLC or its authorized agent. I agree that Health Insurance Innovations, LLC or my Financial 
Institution can cancel automatic deposits for any reason at any time. I have a copy of this agreement and I know I can 
also contact Health Insurance Innovations, LLC or its agent for a copy. 
 

Authorized Name on Account (Print):___________________________________________________________________ 

Bank/Credit Union Information:  (Attach a voided check or savings account slip) 

Bank Name:____________________________________  Branch Location:____________________________________ 

Indicate one:     ______ Checking Account   ______ Savings Account  

Routing /ABA Number (Must be 9 digits) :_______________________________________________________________ 

Account Number:___________________________________________________________________________________ 

Authorized Account Signature on Account:_______________________________________________________________ 

 

 

  

 
 
 
 
 

 

 
 
 
 
 
 
MGA Name: _____________________________  HII Code #: __________________________________________ 
 
HII‐EFT‐Form 10/09 

ATTACH VOIDED 
CHECK HERE 



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

Give form to the
requester. Do not
send to the IRS.
 

Form W-9 Request for Taxpayer
Identification Number and Certification
 

(Rev. October 2007) 
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 number Note. 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 © 

General Instructions
 

Form W-9 (Rev. 10-2007) 

Part I
 

Part II
 

Business name, if different from above
 

Cat. No. 10231X

 

Check appropriate box:
 

Under penalties of perjury, I certify that:
 

13 
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
 

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. 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.
 

3. I am a U.S. citizen or other U.S. person (defined below).
 

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 (see instructions) ©  

 

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 U.S. citizen or U.S. resident alien,
 ● A partnership, corporation, company, or association created or

organized in the United States or under the laws of the United
States,
 ● An estate (other than a foreign estate), or

 

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:
 

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,

 

Section references are to the Internal Revenue Code unless
otherwise noted.
 

● A domestic trust (as defined in Regulations section
301.7701-7).
 

Limited liability company. Enter the tax classification (D=disregarded entity, C=corporation, P=partnership) © 

 

Exempt 
payee
 

Purpose of Form
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