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This agreement made effective _________________ between ____ED__HILDEBRAND__232884262_______________, 

Date       MGA 
____________________________________________, _____________ (hereinafter referred to as “We”, “Our”, “Us”) and  

City      State 
________________________________________________________ (hereinafter referred to as “You” or “Your”). 

Producer 
 
Wherein it is mutually agreed as follows: 
 
1. Representation and Appointment 

While You are properly licensed, You are authorized to solicit, procure and transmit to the Managing General Agent 
(MGA) applications and deposits toward initial premiums for insurance products currently issued by Trustmark Life 
Insurance Company (Trustmark Life) and administered by Star Marketing and Administration, Inc. (Starmark), subject 
to Starmark’s rules and regulations now or hereafter in force. Each application and deposit towards initial premium 
shall be submitted to Us immediately following the date the application is signed by the applicant or proposed insured. 

 
2. Appointment Fees 

Trustmark Life is responsible for any initial appointment fees due to the state(s) in which You will write business. The 
first completed application must be issued by Starmark within 18 months of the initial appointment. If no new 
applications taken by You are issued within an 18-month period, Trustmark Life will not continue to pay Your 
appointment fees, unless otherwise required by law. You will be allowed to remit appropriate fees to renew Your 
appointment through Trustmark Life otherwise, Your appointment will be canceled. 

 
3. Remuneration 

In consideration of the services performed in accordance with the terms of this Agreement, the commissions for each 
year will be the percent of the premium, as set forth in the company’s standard Producer Commission Schedule, 
received and retained by Starmark for coverage sold and issued during the period for which commissions are 
payable, and during which You are recognized by Starmark as Broker of Record and You comply with applicable 
laws, insurance department regulations and the regulations of Starmark. 

 
4. Broker of Record Changes 

If, for any reason, Starmark receives a request to remove You as Broker of Record from any insured, You will have 30 
days in which to retain Your status of Broker of Record. The change will take effect on the first of the month following 
30 days after receipt of the request. Commissions will be payable to You for the first year the coverage is inforce, after 
which, commissions will be paid to the new Broker of Record. 

 
5. General Provisions Relating to Compensation 

If legislation requiring minimum loss ratios or maximum expense ratios is enacted in any state, Starmark will comply 
with the law in a way that may entail reducing commissions. Any reduced commission schedule will apply to all 
policies and/or certificates, in such states, either as each policy or certificate renews, or as otherwise required to 
comply with the law. 

 
6. This Agreement shall terminate: 

a. Immediately upon receipt of written notice from either party to the other party.  Written notice must be delivered 
personally or sent by first class mail addressed to the other party’s last known address; 

b. Immediately in the event of any fraud or refusal or failure by the Producer or its Representatives to comply with 
applicable laws or regulations or any material term of this Agreement; or 

c. Upon Your death. 
 
7. Advertising 

Any material, written or broadcast, published by any means, including any form of electronic media, including but not 
limited to, advertising, descriptive and sales material published or directed to applicants, or other producers shall first 
be submitted to Us and approved in writing by Starmark. No such material shall be used without Starmark’s prior 
approval. 
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8. Relationship 

You will act as an independent contractor and nothing contained in this Agreement shall create an employer-
employee relationship between You and Us or between You and Trustmark Life or Starmark. 

 
9. Confidentiality 

Starmark, Trustmark Life, the MGA, and You acknowledge that in fulfilling the responsibilities set forth in this 
Agreement, Starmark, Trustmark Life, the MGA, and You shall exchange confidential and proprietary information 
concerning the protected health information of Applicants and/or Covered Individuals including but not limited to 
personal information contained in applications, medical records and/or claim forms. Protected information also 
includes customer listings and the business and financial information of certificateholders. Starmark, Trustmark Life, 
the MGA, and You agree not to disclose any such information at any time, except as necessary to employees or 
agents of the parties or as required by law, rule regulation, or as required by court, administrative agency or other 
government body. Not withstanding anything in this agreement to the contrary, it is expressly understood and agreed 
that no party shall be liable for the disclosure of confidential and proprietary information if it (1) is in the public domain 
at the time it is disclosed; (2) was known prior to the time of its initial receipt; (3) is disclosed with the other party’s 
prior written approval; and/or (4) is disclosed with prior written approval of certificateholders/insureds. Starmark, 
Trustmark Life, the MGA, and You also agree that they shall take those actions reasonably necessary to ensure that 
none of their employees or agents make unauthorized disclosure of such information to any third party or parties.  
Starmark, Trustmark Life, the MGA, and You agree that this obligation shall survive the termination of this agreement. 

 
10. HIPAA Security and Privacy Business Associate/Independent Contractor 

Pursuant to the Health Insurance Portability and Accountability Act of 1996, Public Law 104-191 (“HIPAA”) and the 
HIPAA Security and Privacy rule, CFR Parts 160 and 164, (hereinafter the “HIPAA Security and Privacy Rule” or the 
“Rule”), as well as other applicable federal and state privacy and confidentiality rules, You, as an Independent 
Contractor, understand that this Agreement executed between You and Us in connection with insurance products 
insured by Trustmark Life and administered by Starmark, addresses Your obligations under the HIPAA Security and 
Privacy Rule.   
 
Specifically, this Agreement is intended to ensure that You will establish and implement appropriate safeguards 
(including certain administrative requirements) for “Protected Health Information” in any form or medium, including 
electronic, You may create, receive, maintain, transmit, use, or disclose in connection with certain functions, activities, 
or services (collectively “services”) to be provided by You to or on behalf of Trustmark Life and/or Starmark.  
 
In connection with the services to be provided, You may create, receive, maintain, transmit, use or disclose Protected 
Health Information. Protected Health Information (“PHI”), which is defined in the Rule, includes individually identifiable 
health information that is created or received by a covered entity (provider, health plan, clearinghouse or insurer), a 
health authority, employer, school or university, maintained or transmitted in any form or medium, which relates to the 
past, present, or future (i) physical or mental health or condition of an individual; (ii) provision of healthcare to an 
individual; or (iii) payment for the provision of healthcare to an individual. PHI does not include summary health 
information or information that has been de-identified in accordance with the standards for deidentification provided 
for in the Rule. Electronic Protected Health Information (“ePHI”) is PHI transmitted by or maintained in Electronic 
Media. 
 
In connection with the creation, receipt, maintenance, transmission, use or disclosure of PHI, You must abide by the 
following: 
 
General Terms And Conditions 
a. Definitions: All terms used in this Section shall have the meanings set forth in the Rule, unless otherwise defined 

herein. 
b. Where provision of this Section are different from those mandated by the Rule, but are nonetheless permitted by 

the Rule, the provisions of the Section shall control. 
c. Nothing express or implied in this Section is intended to confer, nor shall anything herein confer, upon any person 

other than You and Your respective successors or assigns, any rights, remedies, obligations, or liabilities 
whatsoever. 
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Use and Disclosure of PHI 
a. Treatment, Payment and Operations: You agree to create, receive, maintain, transmit, use, or disclose PHI only in 

a manner that is consistent with this Agreement or the Rule and only in connection with providing the services 
identified in this Agreement and amendments thereto. Accordingly, in providing services You, for example, will be 
permitted to use and disclose PHI for Treatment, Payment and Healthcare Operations consistent with the Rule, 
without obtaining authorization. 

 
b. Other Permissible Uses and Disclosures: As permitted by CFR §164.504(e)(4), You also may use or disclose PHI 

You receive in Your capacity as an Independent Contractor if: 
 
i. the use relates to: (1) the proper management and administration of the Independent Contractor to carry out 

legal responsibilities of the Independent Contractor, or (2) data aggregation services relating to the healthcare 
operations of Trustmark Life and/or Starmark; or 

 
ii. the disclosure of PHI received in such capacity may be made in connection with a function, responsibility, or 

service identified in (i)(1), and such disclosure is required by law or You obtain reasonable assurances from 
the person to whom the information is disclosed that it will be held confidential and the person agrees to notify 
You of any breaches of confidentiality. 

 
 c. Reporting Unlawful Conduct: You may disclose PHI for the purpose of reporting violations of law to appropriate 

federal or state authorities consistent with CFR §164.502(j)(1). 
 
Obligations and Activities of the Independent Contractor 
a. Permissible Disclosures: (i) You will not use or disclose PHI other than as permitted or required by this 

Agreement. (ii) Except as otherwise limited in this Agreement, You may disclose PHI to other Business 
Associates to perform duties specifically authorized under this Agreement. 

 
b. Subcontractors: As an Independent Contractor, You are our subcontractor. You agree to be governed by the 

same restrictions and conditions that apply to all Business Associates under the Rule. 
 
c. Safeguards: (i) You shall maintain safeguards as necessary to ensure that PHI is not used or disclosed except as 

provided for by this Agreement.  (ii) You will implement administrative, physical and technical safeguards that 
reasonably protect the confidentiality, integrity and availability of ePHI that You create, receive, maintain or 
transmit as required by the Rule. 

 
d. Impermissible Use and Disclosure: (i) You shall report to Trustmark Life and/or Starmark any use or disclosure of 

PHI that is in violation of this Agreement of which You become aware, promptly, but in no event later than 5 
business days of its discovery. (ii) You agree to mitigate any harmful effect that is known to You of such 
impermissible use or disclosure of PHI.  

 
e. Security Incidents: You will report to Trustmark Life and/or Starmark any security incident of which You become 

aware, promptly, but in no event later than 5 business days of its discovery. 
 
f. Accounting of Disclosures: You shall provide Trustmark Life and/or Starmark within 5 business days of receipt of 

Trustmark Life’s and/or Starmark’s request, the information necessary to provide an accounting of disclosures of 
PHI as provided for in CFR §164.528 of the Rule. 

 
g. Access to PHI: You shall report to Trustmark Life and/or Starmark within 5 business days of receipt of a request 

from an individual for access to PHI provided for in CFR §164.524 of the Rule. You will not respond to individual 
requesting Access to PHI without specific authorization of Trustmark Life and/or Starmark. 

 
h. Amendment of PHI: You shall report to Trustmark Life and/or Starmark within 5 business days of receipt of a 

request from an individual for amendment to PHI. You shall not alter or amend PHI You receive from an individual 
or from Trustmark Life and/or Starmark without specific authorization by Trustmark Life and/or Starmark as 
provided for in CFR §164.526 of the Rule. 
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i. Access to HHS: You shall make available to Trustmark Life and/or Starmark, HHS or its agents Your internal 

practices, books and records relating to the use and disclosure of PHI as required in CFR §164.504 of the Rule. 
Trustmark Life and/or Starmark will only exercise the right to request access from You if HHS has demanded 
access through Trustmark Life and/or Starmark. 

 
j. Indemnification: You agree to defend, indemnify and hold harmless Trustmark Life and/or Starmark from claim, 

action or loss arising directly or indirectly from: (i) Your use or disclosure of PHI inconsistent with the provisions of 
the Use and Disclosure of PHI; (ii) failure to comply with obligations or perform activities required in Obligations 
and Activities of the Independent Contractor; and (iii) any other breach or failure of obligations imposed by this 
Agreement, or by the Rule. 

 
k. Cooperation: You shall cooperate with Us and Trustmark Life and/or Starmark to comply with the Rule as well as 

other applicable federal and state privacy and confidentiality rules. 
  

l. We shall provide You with the Notice of Privacy Practices that Trustmark Life and/or Starmark produces in 
accordance with CFR §164.520, as well as any changes to such notice. 

 
Obligations of Trustmark Life and/or Starmark 
a. We will provide You with the Notice of Privacy Practices that Trustmark Life and/or Starmark produces in 

accordance with CFR §164.520, as well as any changes to such notice, if such changes affect Your permitted or 
required uses and disclosures. 

 
b. Trustmark Life and/or Starmark will provide You with any changes in, or revocation of, or authorization by 

individual to use or disclose PHI, if such changes affect Your permitted or required uses and disclosures. 
 
c. Trustmark Life and/or Starmark shall notify You of any restriction to the use or disclosure of PHI that Trustmark 

Life and/or Starmark has agreed to in accordance with CFR §164.522, if such restriction affects Your permitted or 
required uses and disclosures. 

 
Termination 

 a. Termination for Cause.  Trustmark Life, Starmark and/or the MGA will provide You 10 business days to cure any 
material breach of this Agreement. If You do not cure the breach or end the violation within the time specified, 
Trustmark Life, Starmark and/or the MGA shall have the right to terminate this Agreement for cause and without 
any penalty. 

 
 b. If termination would cause irreparable business interruption or harm to customers of Trustmark Life and/or 

Starmark or is otherwise not feasible, parties shall make all efforts reasonable to cure breach or mitigate harm to 
individuals caused by such breach. If this occurs, Trustmark Life and/or Starmark may report the situation to the 
Secretary of Health and Human Services. 

 
 c. Return or Destruction of PHI: Upon the termination or expiration of this Agreement, You agree to return the PHI to 

Trustmark Life, Starmark and/or the MGA, destroy the PHI (and retain no copies), or further protect the PHI if 
return or destruction is not feasible. Upon mutual agreement, that return or destruction of Protected Health 
Information is infeasible. You shall extend the protections of this Agreement to such Protected Health Information 
and limit further uses and disclosures of such Protected Health Information to those purposes that make the 
return or destruction infeasible, for so long as You maintain such Protected Health Information. 

 
11. Direct Deposit 

Your commissions will be deposited directly into Your bank account as specified, and You will assume responsibility 
for any bank service charges. This provision applies unless You have assigned Your commissions to another party. 

 
12. Premium Refunds 

Premiums will be refunded to applicants, proposed insureds, certificateholders and policyholders at times in 
accordance with Starmark’s usual business practices and applicable laws and regulations. Amounts equal to 
commissions paid to You on refunded premiums will, at Starmark’s discretion, be either deducted from amounts 
otherwise payable to You and/or demanded from You and recovered by any other legal means required. 
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13. Indebtedness 

You promise to pay indebtedness incurred to Trustmark Life, Starmark, or Us on demand. Indebtedness means all 
advances, loans, charge-backs and other customary account charges. As security for payment of indebtedness We 
shall have a prior lien on any other commissions earned under this Agreement. 

 
14. Termination 

If in the event Our contract with Trustmark Life or Starmark terminates, and commissions are due from Trustmark Life 
or Starmark to Us, and commissions are due in the same month to be paid by Us to You under Your Agreement, then 
Trustmark Life or Starmark may pay directly to You on Our behalf the commissions which are due according to 
Starmark’s records. A copy of the Producer Commission Schedule will be maintained at the Home Office and Our 
records will be conclusive in the determination of all amounts payable. 

 
15. Waiver 

The Producer, MGA, Trustmark Life and Starmark agree to indemnify and hold each other harmless from any loss or 
expense resulting from Your acts or any other persons employed by You.  You will be required to maintain Errors and 
Omissions insurance coverage in relation to Your insurance business activities and provide, upon request, evidence 
of such coverage. 

 
16. Background Check 

In compliance with Public Law 91.508, an investigative criminal background report may be obtained providing 
applicable and relevant material concerning Your character, general reputation, personal characteristics and mode of 
living.  You authorize all persons and entities to release all written and verbal information about yourself, and agree to 
hold each harmless from all liability and responsibility for doing so. This release, in original or copy form, is valid now 
and any time in the future, and You have been given a copy. Upon written request, a complete and accurate 
disclosure of the nature and scope of the investigative criminal background report will be provided. 

 
17. Prior Contracts 

This Agreement and the Producer Commission Schedule constitutes the entire contract between Us and You. Any 
contract or agreement between Us and You relating to Starmark’s products and dated before the effective date of this 
Agreement is terminated. 

 
18. Compliance with Laws 

All parties shall comply with all applicable state and federal laws, regulations and judicial and administrative orders.  
Further, this agreement will be subject to applicable provisions of US Department of Health & Human Services (HHS) 
Administrative Simplification Regulations, including Electronic Transactions, Privacy and Security. Specific provisions 
of this agreement may be renegotiated at a later date to accommodate those regulations. 

 
 
 
 
 

ACCEPTED  
  Effective Date 
   

  
Producer Managing General Agent 

   
License No.  State   
   

 
                                                                                                                                                                            
   
 
 
 
 
 



APPOINTMENT QUESTIONNAIRE
Trustmark Life Insurance Company  • Lake Forest, IL  60045

RETURN COMPLETED APPOINTMENT PAPERWORK TO YOUR MANAGING GENERAL AGENT

Please Print or Type

MGA Name MGA Code

Producer Name
First Middle Last

Social Security # Male  �� Female  �� Date of Birth

Current Resident State License Number: Expiration Date:

Home Address

City State ZIP

Home Phone

Business Name

Federal Tax ID

Business Address

City State ZIP

Business Phone Business FAX

E-Mail Address

Yes No
Have you ever been convicted of a crime? If yes, provide complete details including date,
jurisdiction, charge and sentence received. �� ��

Do you presently have any outstanding indebtedness due any insurance companies or agencies?

If yes, describe in detail. �� ��

Are there any tax judgements or suits pending against you? If yes, describe in detail. �� ��

Have you ever filed bankruptcy? �� ��

Date filed: Date discharged: Reason for filing:

PLEASE COMPLETE THE FOLLOWING INFORMATION SO THAT YOUR
COMMISSIONS MAY BE PAID VIA ELECTRONIC FUNDS TRANSFER. PLEASE
INCLUDE A VOIDED CHECK (OR COPY) WITH THIS SUBMISSION.

DIRECT DEPOSIT COMMISSION INFORMATION

Depository (Bank) Name City State Zip Code

Bank Transit No. Account No. (Attach copy of check) Deposit to:
�� Checking �� Savings

Please attach a photocopy of your current resident license and non-resident licenses for states in which you plan to sell.
I CERTIFY ALL STATEMENTS HEREIN ARE COMPLETE AND TRUE.

Signature of Applicant Date

MK35 MGA (4-03) (TL)



TAXPAYER IDENTIFICATION NUMBER AND CERTIFICATION

Request for Taxpayer
Identification Number and Certification

Name (See Specific Instructions on page 2.)

Business name, if different from above. (See Specific Instructions page 2.)

Check appropriate box: �� Individual/Sole proprietor �� Corporation �� Partnership �� Other �

Address (number, street, and apt. or suite no.) Requester’s name and address (optional)

City, State, and ZIP Code

Taxpayer Identification Number (TIN) List account number(s) here (optional)

Enter your TIN in the appropriate box. For
individuals, this is your social security number Social Security Number

(SSN). However, for a resident alien, sole – –
proprietor, or disregarded entity, see the Part 1
instructions on page 2. For other entities, OR
it is your employer identification number (EIN).

Employer Identification NumberIf you do not have a number, see How To Get a
TIN on page 2. –

Note: If the account is in more than one name,
see the chart on page 2 for guidelines on whose

�number to enter:

Certification

Under penalties of perjury, I certify that:

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

2. 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

3. I am a U.S. person (including a U.S. resident alien).

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 2.)

Sign Signature of
Here U.S. person � Date �

Part I

Part III

Part II

P
le

as
e 

p
ri

n
t 

o
r 

ty
p

e

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

For U.S. Payees Exempt From
Backup Withholding (See the
instructions on page 2.)

Form W-9
(Rev. December 2000)
Department of the Treasury
Internal Revenue Service



  
DIRECT DEPOSIT

AUTHORIZATION AGREEMENT
FOR COMMISSIONS 

 
 
I hereby authorize Trustmark Life Insurance Company or Starmark to initiate credit entries to my 
account indicated below, and the financial institution named below to credit the same entries to 
such account. I understand neither Trustmark nor Starmark have authorization to debit my 
account for any reason. I further understand I assume responsibility for any service charges or 
fees imposed by my financial institution for direct deposits. 
 
This authorization will remain in effect until Trustmark or Starmark receives written authorization 
for cancellation.  
 
Name _______________________________________________________________________  
 
Social Security or Tax Identification Number _________________________________________  
 
E-mail address ________________________________________________________________  
 
Name as it appears on account ___________________________________________________  
 
Financial institution ____________________________________________________________  
 
City________________________________ State_________  ZIP code __________________  
 
ABA routing no. ______________________ Account no. ______________________________  
 
Checking    Savings    New request   Information change   
 
Signature ____________________________________________  Date___________________  
 
Trustmark or Starmark initiates the transfer of funds on the first working day of the month. There 
may be a two- to four-day processing time for your financial institution to credit your account. 
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 Licensing and 
Commissions department, in writing, by the 20th of the month to avoid returned funds.  
 

 
Return completed form to:  Trustmark/Starmark 

Licensing and Commissions 
800.522.1246, ext. 33485 
Fax: 847.615.3126 
E-mail: C&L@starmarkinc.com 

400 Field Drive  •  Lake Forest, IL  60045-2581  •  847.615.1313  •  800.522.1246   
www.trustmarkinsurance.com  •  www.starmarkinc.com 

S605-13 (6-05) (TL) 



Group No. _________________ State __________ Eff Date _____________ MGA _________________ No. of Lives ________

Office Use Only

UW8 (R6) (4-06) (TL)

Commission Notice

PRODUCER OR AGENCY NAME (Please print.)

SOCIAL SECURITY OR FEDERAL TAX ID NUMBER PERCENTAGE OF COMMISSION

Commissions will be paid according to the terms of the most recent MGA contract or commission schedule on file.

Producer Name (Please print): _______________________________________________________________________________

Social Security Number: ___________  –  ________  –  ___________

Complete this section only if commissions are payable to an agency. Commission paid to an agency can only be changed by
obtaining a written release from the agency or a broker of record letter from the group. 

Agency Name (Please print): _________________________________________________________________________________

Federal Tax ID Number: ___________  –  _________________________

Complete this section only if commissions are payable to more than one producer or agency. NOTE: The total percentage of
commissions listed below must be 100 percent.

PRODUCER OR AGENCY NAME (Please print.)

SOCIAL SECURITY OR FEDERAL TAX ID NUMBER PERCENTAGE OF COMMISSION

__________________ %

__________________ %

I hereby certify that I, and any other agent or producer who will receive commissions, do hold valid Life, Accident and Health Licenses
issued by the state in which this document was executed. I have reviewed all enrollment and application materials and, to the best of my
knowledge, all of the information is correct. I know nothing unfavorable about this employer or individual(s) applying for insurance.
Furthermore, I certify that this employer is a bonafide business establishment and that participation and contribution requirements have
been met. Eligibility provisions and pre-existing condition limitations have been fully explained to and understood by the employer
identified in this document.

I understand that I represent the interest of the applicant for insurance, not Trustmark Life Insurance Company, and have advised my
client not to terminate any existing coverage until receiving notice that the coverage being applied for by this application is accepted.
I understand that I have no right to bind this coverage, to alter terms of the insurance contract or application in any manner or to adjust
any claim for benefits under the insurance contract.

Name of employer applying for insurance (please print): _______________________________________________________________

Producer signature: _____________________________________________________ Date signed: __________________________

Fully insured byAdministered by

PRODUCER OR AGENCY NAME (Please print.)

SOCIAL SECURITY OR FEDERAL TAX ID NUMBER PERCENTAGE OF COMMISSION
__________________ %
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