
Client Information
*PLEASE LIST ALL HOUSEHOLD MEMBERS REGARDLESS OF COVERAGE NEEDS*

Dependents

Continued on the back!



Income Section
*NOT OPTIONAL & MUST BE COMPLETED*

Attestation (Must Sign & Date Below)
By signing below, I attest that all information provided within this form is accurate and complete to the best of my 
knowledge. I further attest that if I later discover that I omitted or incorrectly provide information on this document 
for the 2026 plan year that it can effect the cost of my coverage, overall out of pocket, or influence plan choices 
and recommendations in a negative manner. I understand that certain corrections and updates can be made to 
my tax credits and insurance plan throughout the year. I further agree and acknowledge, that I may not be able to 
select a different insurance plan altogether after open enrollment ends without a qualifying event and will hold 
harmless, The Benefit Partners Inc., DBA Senior Insurance & Retirement Advisors and its agents, administrative staff 
that assisted in the enrollment process.

Signature: ______________________________________   Date:_______________

Please provide your best estimate of gross household income (before taxes and deductions) for the 2026 tax 
year. Attach supporting documents such as tax returns, W-2s, 1099s, or pay stubs if available. If not, complete the 
section below. Include all household members and all income sources.

Notes:
• Use gross income (before taxes)
• If income varies, estimate as best as possible
• Include all taxable income sources
• This information helps determine cost and plan options

Section 1: Household Income with Employment or Self-Employment

Section 2: Other Household Income



‭Centers for Medicare & Medicaid Services‬
‭Enrollment Consent Form for Licensed Marketplace Agents & Brokers‬

‭I, __________________________________[primary household contact/insured], give my permission to‬
‭Mardee Downing Bice, Principal Agent & Administrative staff for Senior Insurance and Retirement‬
‭Advisors‬‭to serve as the licensed and certified health‬‭insurance agent or broker for myself and my entire‬
‭household if applicable, for purposes of enrollment in a Qualified Health Plan offered on the Federally‬
‭Facilitated Marketplace. By consenting to this agreement, I authorize the above-mentioned Agent to view and‬
‭use the confidential information provided by me in writing, electronically, or by telephone only for the purpose‬
‭of one or more of the following:‬

‭* Searching for an existing Marketplace application;

‭* Completing an application for eligibility and enrollment in a Marketplace Qualified Health Plan or other
‭government insurance affordability programs, such as Medicaid and CHIP or advance tax credits to
‭help pay for Marketplace premiums;

‭* Providing ongoing account maintenance and enrollment assistance, as necessary; or Responding to
‭inquiries from the Marketplace regarding my Marketplace application.

‭Read & Initial each statement below‬‭:‬

‭____I understand that the Agent will not use or share my personally identifiable information (PII) for any‬
‭purposes other than those listed above. The Agent will ensure that my PII is kept private and safe when‬
‭collecting, storing, and using my PII for the stated purposes above.‬

‭____I confirm that the information I provide for entry on my Marketplace eligibility and enrollment application‬
‭will be true to the best of my knowledge.‬

‭____I understand that the above-mentioned Agent/Agency can only provide assistance based on the‬
‭information I or my personal representative provide. If said information provided is inaccurate or incomplete,‬
‭the Agent/Agency is not responsible for any negative outcome as a result throughout enrollment and the entire‬
‭coverage year. (Examples: loss or reduction of tax credit, loss of insurance coverage, or tax credit repayment‬
‭on a future tax return)‬

‭____I understand that I do not have to share additional personal information about myself or my health with the‬
‭Agent/Agency staff beyond what is required to complete the application for eligibility and enrollment process.‬
‭As a result, I further understand that if I choose to‬‭not‬‭share additional information with the Agent/Agency staff,‬
‭it may possibly impair or impede the effectiveness of the Agent’s counsel or plan recommendation of the‬
‭best-suited health coverage for the upcoming plan year.‬

‭____I understand that the above-mentioned Agent/Agency will not charge me or my authorized representative‬
‭a fee for any assistance provided.‬

‭____I understand that the Agent/Agency reserves the right to discontinue assisting me or my representative at‬
‭any time during the enrollment period or upcoming coverage year if I fail to meet my responsibilities of one or‬
‭more of the following items:‬



‭Failure to notify the Agent/Agency office that I am unable to make scheduled appointments and don’t‬
‭show up with no call/contact with the office;‬

‭Repeatedly failing to return messages and/or requests for missing information that have been‬
‭requested by the Agent/Agency staff during the enrollment process or plan year;‬

‭Updating personal information as it changes during the enrollment process or anytime within the‬
‭plan year;‬

‭Failure to pay insurance premium resulting in termination of insurance plan & Federal tax credits;‬

‭Failure to furnish required documents requested by the Federal Marketplace at enrollment or during the‬
‭plan year, on or before the designated deadlines given by the Federal Marketplace;‬

‭Failure to provide respectful communication to Agent/Agency staff with all communication types during‬
‭the enrollment process or throughout the plan year (examples: anger, aggression, profanity or‬
‭derogatory language or remarks).‬

 The Agent/Agency will be responsible for notifying me or my authorized representative in writing by email, fax, 
 or mail if and when assistance with my health coverage and/or Federal Marketplace tax credits will no longer 
 be provided to me from this office. 

_____I understand that my consent remains in effect until I revoke it, and I may revoke or modify my consent 
at  any time by providing a written request to be delivered in person, mailed, faxed, or emailed to: Mardee  
Downing Bice/SIRA @ 1713 1st Avenue, Scottsbluff,  info@seniorira.com  or faxed to: 1-888-455-5590. 

‭Primary Writing Agent:‬ ‭Mardee Downing Bice‬
‭Agent National Producer Number:‬ ‭8759470‬
‭Phone Number:‬
‭Email Address:‬
‭Name of Agency:‬

‬



‭Agency National Producer Number:   17589823‬
‭Owner of Agency:‬ ‭The Benefit Partners Inc. (Mardee Downing Bice, Principal)‬
‭Phone Number:‬ ‭308-436-9314
‭Email Address:‬ ‬

‭Primary Contact:___________________________Authorized Representative:__________________________‬

‭Phone Number: ________________________Email Address: ______________________________________‬

‭Signature: ____________________________________________________ Date: ______________________‬


	2026 Client Intake Sheet 1 Form Fillable.pdf
	2026 Client Intake Sheet 2 Form Fillable

	text_1jore: 
	text_2uebt: 
	text_3xvpo: 
	text_10lklx: 
	text_4qxyi: 
	text_11jjfq: 
	text_5wdtt: 
	text_12pmqd: 
	text_6jkjt: 
	text_13aztd: 
	text_7owzy: 
	text_14kiho: 
	text_8eowi: 
	text_15efkc: 
	checkbox_16utbw: Off
	checkbox_17dqje: Off
	checkbox_18ugzf: Off
	checkbox_19ybdf: Off
	checkbox_26sall: Off
	checkbox_24uuf: Off
	checkbox_23yi: Off
	checkbox_20gv: Off
	checkbox_27ndim: Off
	checkbox_25suex: Off
	checkbox_22xujp: Off
	checkbox_21hpwo: Off
	checkbox_28hpnj: Off
	checkbox_29hzhl: Off
	checkbox_30xxvf: Off
	checkbox_31cbmz: Off
	checkbox_32tubg: Off
	checkbox_33gvve: Off
	text_38nvvg: 
	text_34wofy: 
	text_110wdxg: 
	text_50juyw: 
	text_54lyrc: 
	text_58dye: 
	text_39elqt: 
	text_35emsj: 
	text_111tdlk: 
	text_51lqiw: 
	text_55rdjp: 
	text_59aze: 
	text_40btdw: 
	text_36daii: 
	text_112ojso: 
	text_52evvc: 
	text_56mhtq: 
	text_60cadk: 
	text_41xevj: 
	text_37hzgn: 
	text_113ewkf: 
	text_53dlo: 
	text_57utuv: 
	text_61rjko: 
	checkbox_74umyr: Off
	text_62diyx: 
	checkbox_75gzqs: Off
	text_63kxjg: 
	checkbox_76kjkf: Off
	text_64vxev: 
	checkbox_77wffc: Off
	text_65falm: 
	checkbox_78aiod: Off
	text_66mcsh: 
	checkbox_79bedk: Off
	text_67irhl: 
	checkbox_80jhfh: Off
	text_68jbyi: 
	checkbox_81bign: Off
	text_69neiz: 
	checkbox_82htxq: Off
	text_70rvep: 
	checkbox_83bhaq: Off
	text_71zpvp: 
	checkbox_84bdmi: Off
	text_72eaoj: 
	checkbox_85jzad: Off
	text_73synp: 
	text_46sruj_ELVU: 
	text_47udak_1Y2D: 
	text_48ocwe_5DYA: 
	text_49tddb_BUIS: 
	text_86yydf: 
	text_87xsu: 
	text_88pfdp: 
	text_89rnrn: 
	text_91hxvd: 
	text_90ffzo: 
	text_92ksyc: 
	text_93wdon: 
	text_94nnbr: 
	text_103vbql: 
	text_104djyc: 
	text_95ybmz: 
	text_102mtog: 
	text_105qryg: 
	text_96wrqt: 
	text_101wr: 
	text_106msbv: 
	text_97gzba: 
	text_100efyc: 
	text_107bpxy: 
	text_98udxb: 
	text_99jbnv: 
	text_108oqbq: 
	text_109wfit: 
	text_110nboq: 
	text_1ivwz: 
	text_2ytcq: 
	text_3snuh: 
	text_4hyb: 
	text_5tjzz: 
	text_6cjjf: 
	text_7fc: 
	text_8srhl: 
	text_11znhz: 
	text_12udkh: 
	text_10lamy: 
	text_14nyva: 
	text_9bwla: 
	text_13stox: 


