
Name Social Security Number Date of Birth Age Sex Use 
Tobacco

Does this
 person need 
insurance?

Receive Social 
Security 

Benefits?

Receive 
Medicare or 
Medicaid?

US Citizen or 
Permanent 
Resident? 

2020
Modified 

AGI

2020 Marketplace Application

Enroller: Are you a current client of ours?      YES       NOInfo gathered on If no, how did you hear about us?at am/pm.

Client Name:

Cell Phone #:

Spouse’s Employer Name/#:

Signed Date Verbal Authorization Code

MMN

Email Address:

 CLIENT INFORMATION

 LIST THE FOLLOWING INFORMATION ON EVERY PERSON CLAIMED ON YOUR TAX RETURN (whether they need insurance or not): 

Home Address:

Address:Same Mailing Address:      YES       NO

Employer:

Can we text your cell phone:      YES       NO

Can we contact you via email:      YES       NO

Employer offer health insurance?      YES       NO

Spouse’s Employer Offer Insurance?      YES       NO

If yes, how much are you charged for EMPLOYEE ONLY health insurance:

Modified Adjusted Gross Income for 2020:

If yes, how much is your spouse charged for EMPLOYEE ONLY health insurance:

City:

City:

Employer Phone #:

Home Phone #: Marital Status:

State:

State:

Zip:

Zip:

County:

Contact American Carolina Insurance to assist you: Call (864) 269-9700͘��zŽƵ�ĐĂŶ�ĨĂǆ�ǇŽƵƌ�ĂƉƉůŝĐĂƚŝŽŶ�ƚŽ�;ϴ6ϰͿ�Ϯ69Ͳϳϭϯϰ

PRIVACY/HIPPA Authorization: By signing or noted verbal code I hereby attest that I give authorization to the staff of American Carolina Insurance to act on my behalf to quote, enroll and/
or service any insurance policy with HealthCare.gov or any insurance carrier with which I have chosen to enroll. ACI certifies that the information collected will be used for quoting, enrolling 
and/or servicing said policy. I confirm I have provided true answers to all questions on this form. I know that I may be subject to penalties under federal law if I intentionally provide false or 
untrue information. I know that I must notify ACI and/or the Marketplace if anything changes (and is different than) what I provided on this application. I understand that a change in my 
information could affect my eligibility. I confirm that next year I plan to file a federal income tax return. I also confirm that I am not offered affordable health coverage from my employer.

Samantha
Highlight




Payment Information: Account holder Name:

Recurring:      YES       NO Recurring Setup           1st payment received          1st payment processed          Mailed Packet (for call ins) 

Billing Address:

Checking Account: Bank Name:

To help us provide benefits that meet your needs, please complete this survey. Thank you for your participation

Need to Bring:
t Most Recent Tax Return
t Recent Pay Check Stub

City:

Routing #: Account #:

State: Zip Code:

 PROVIdER SuRVEY 

t Social Security Benefit Letter(if receiving social security) 
t Social Security Cards (for anyone on tax return)

t Green Card
t Certificate of Naturalization Or Citizenship

Self Spouse Children

Physicians

Please provide the Name of your Primary Care Physician 
and their address so that we can verify their network 
participation.

Specialists

Please provide the Name, Address and Specialty (e.g. 
Cardiology, Urology, etc.) for any physicians you see on a 
regular basis.

hospitals

Please provide your hospital preference and the city where 
that hospital is located.

Other Providers

Comments:

household  Size

Estimated, Non-Tobacco, Monthly Premiums Based On household Modified Adjusted gross Income

100% 133% 150% 200% 250% 300% 400%

2.08% 3.11% 4.15% 6.54% 8.36% 9.86% 9.86%

CS 94% CS 94% CS 8�% CS �3%

1
$12,ϰϵ0 Ψϭϲ͕ϲϭ2 $1ϴ͕ϳϯϱ $2ϰ͕ϵϴ0 $3ϭ͕22ϱ $3ϳ͕ϰϳ0 $4ϵ͕ϵϲ0

$21͘00 $ϰϯ͘00 $ϲϰ͘00 $ϭϯϱ͘00 $2ϭϲ͘00 Ψϯ0ϱ͘00 Ψϰ0ϳ͘00

2
Ψϭϲ͕ϵϭ0 $22͕ϰϵ0 $2ϱ͕ϯϲϱ $ϯϯ͕ϴ20 $ϰ2͕2ϳϱ $ϱ0͕ϳϯ0 $ϲϳ͕ϲϰ0

 Ψ2ϵ͘00 $ϱϴ͘00 $ϴϳ͘00 $ϭϴϯ͘00 $2ϵ2͘00 Ψϰϭϯ͘00 Ψϱϱϭ͘00

3
Ψ2ϭ͕ϯϯ0 $2ϴ͕ϯϲϵ $ϯϭ͕ϵϵϱ $ϰ2͕ϲϲ0 $ϱϯ͕ϯ2ϱ $ϲϯ͕ϵϵ0 $ϴϱ͕ϯ20

Ψϯϳ͘00 $ϳϯ͘00 $1ϭ0͘00 $2ϯϭ͘00 Ψϯϲϴ͘00 $ϱ22͘00 $ϲϵϱ͘00

4
Ψ2ϱ͕ϳϱ0 Ψϯϰ͕2ϰϴ $3ϴ͕ϲ2ϱ Ψϱϭ͕ϱ00 $ϲϰ͕ϯϳϱ Ψϳϳ͕2ϱ0 $10ϯ͕000

 Ψϰϰ͘00 $ϴϴ͘00 $ϭϯϯ͘00 $2ϳϵ͘00 $ϰϰϱ͘00 $ϲϯ0͘00 $ϴϯϵ͘00

5
 Ψϯ0͕ϭϳ0 $ϰ0͕ϭ2ϲ $4ϱ͕2ϱϱ $ϲ0͕ϯϰ0 $ϳϱ͕ϰ2ϱ $ϵ0͕ϱϭ0 $ϭ20͕ϲϴ0

Ψϱ2͘00 Ψϭ0ϯ͘00 $1ϱϱ͘00 $ϯ2ϲ͘00 Ψϱ2ϭ͘00 $7ϯϴ͘00 $ϵϴϰ͘00

6
Ψϯϰ͕ϱϵ0 Ψϰϲ͕00ϱ $ϱϭ͕ϴϴϱ Ψϲϵ͕ϭϴ0 $ϴϲ͕ϰϳϱ $10ϯ͕ϳϳ0 $ϭϯϴ͕ϯϲ0

Ψϲ0͘00 $ϭϭϴ͘00 $ϭϳϴ͘00 $3ϳϰ͘00 $ϱϵϳ͘00 $ϴϰϲ͘00 $ϭ͕ϭ2ϴ͘00

7
 Ψϯϵ͕0ϭ0 Ψϱϭ͕ϴϴϰ $5ϴ͕ϱϭϱ $ϳϴ͕020 Ψϵϳ͕ϱ2ϱ $11ϳ͕0ϯ0 $ϭϱϲ͕0ϰ0

Ψϲϳ͘00 $1ϯϯ͘00 $20ϭ͘00 $ϰ22͘00 $6ϳϰ͘00 $ϵϱϰ͘00 $1,2ϳ2͘00

8
$ϰϯ͕ϰϯ0 $5ϳ͕ϳϲϯ $ϲϱ͕ϭϰϱ $ϴϲ͕ϴϲ0 $10ϴ͕ϱϳϱ $1ϯ0͕2ϵ0 $ϭϳϯ͕ϳ20

$ϳϱ͘00 $1ϰϴ͘00 $22ϰ͘00 $4ϲϵ͘00 $7ϱ0͘00 $1͕0ϲ2͘00 $1,ϰϭϲ͘00
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