
Eric Ley Insurance Agency 
420 Buckmeyer Ct  
Marysville, Ohio 43040 
Phone & Fax 
(614) 488-2065 
Cell & Text 
(614) 285-2387 
  

EricLeyIns@aol.com         &  GoldenBearPC@gmail.com











Association

RECEIPT

______________________________________

on _____________________ a payment of

$ _____________________________________

_______________________________________
Representative (Please Print)
Eric Ley, LUTCF                     (614) 488-2065 
OH-165 (Rep ID)            Cell (614) 285-2387
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Mail Signed & Filled out Application w/ Check Payable 
                 TO - American Senior Services, Inc. 
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Mail to - American 
Senior Services, Inc.
8250 Bryan Dairy Rd
Suite - 350
Largo, FL  33777
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ENROLLMENT FORM 
1 (888) 245-9001 Field Issued Contract / Home Care Services NATIONWIDE HOME CARE PLAN S 

I understand True Freedom Home Care Plans are NOT insurance 


MEIVIBER________________ M/F___ D.O. B.____AG E___ 


First last 

ADDRESS_____________CITY________STATE___ZIP____ 

COLlNTY________TELEPHONE______EMAIL.____________ 

Requested Effective Date: ______ 
This date will replace your signature date as the official start (Effective Date) of your membership. 

MEMBERSHIP PLANS (Select One) 

__ PLATINUM -10,000 Lifetime Membership Hours __ SILVER - 3,000 Lifetime Membership Hours 
Single Rate Monthly: $475.00 Annual: $5,415.00 Single Rate - Monthly: $175.00 Annual: $1,995.00 
Partner Rate - Monthly: $427.50 Annual : $4,845.00 Partner Rate - Monthly: $157.50 Annual: $1,785.00 

__ GOLD - 6,000 Lifetime Membership Hours __ BRONZE - 1,500 Lifetime Membership Hours 
Single Rate - Monthly: .$295.00 Annual : $3,363.00 Single Rate - Monthly: $95.00 Annual : $1,083.00 

Partner Rate - Monthly: $265.50 Annual : $3,009.00 Partner Rate - Monthly: $85.50 Annual: $969.00 

PAYMENT TERM: RENEWAL TERM: _____ 
Monthly or Annual Monthly or Annual 

Payment Information: 

Bank Name: _____________ Account Type: Checking, Savings, or Credit Card ________ 

ABA Routing #: _______ _____ Bank Account #: ____________________ 

Credit Card #: _______________ Expiration Date: ________ CVV Code: _____ 

Account Holder Name: ____ ________ Billing Address: _________________ 

Billing City: ________ ________ Billing State: ______ Billing Zip : ________ 

Are You Enrolling Today with a Spouse/Partner: ____ Spouse Name: ________ ____ 
(Spouse/Partner must complete a separate enrollment) 

Suitability Survey 

The statements below describe my current state of health: 
 Yes or No 
I am fully able to live independently and perform all daily tasks (walking, dressing, 

bathing, tOileting, meal preparation, grocery shopping, running errands, 

transportation) without assistance. I have not been diagnosed with or experiencing 

any progressive condition affecting my cognitive, physical or mental capabilities. 


IF YOU ANSWER NO, DO NOT SUBMIT ENROLLMENT. 

Enrollment Acknowledgment: 
I confirm that my representative has fully explained the True Freedom membership and plan options. I understand 
that True Freedom is not insurance, and that my Effective Date begins on the date I sign this contract. The information 
I've provided is true and accurate to the best of my knowledge, and I have completed the Suitability Survey of my 
own free will. A signed copy of this agreement has been left with me. 

x 
Date 

Eric K. Ley OH-165 x 
Print Name ReplD Date 

2025 
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