FILED

DEC 1
BEFORE THE INSURANCE COMMISSIONER OF THE EC 17 2008
STATE OF OKLAHOMA INSURANCE COMMISS
10
~~ OKLAHOMA ,__'_!ER
STATE OF OKLAHOMA, ex rel. KIM )
HOLLAND, Insurance Commissioner, )
)
Petitioner, )
)
V. ) Case No. 08-1414-DIS
)
RONALD SIPES, a licensed Oklahoma )
Insurance Producer, )
)
Respondent.
CONSENT ORDER

The State of Oklahoma, ex rel. Kim Holland, Insurance Commissioner, and
Respondent Ronald Sipes, stipulate to the following facts and applicable laws. The
parties consent to the entry of this Order.

JURISDICTION AND AUTHORITY

1. Kim Holland is the Insurance Commissioner of the State of Oklahoma and
is charged with the duty of administering and enforcing all provisions of the Oklahoma
Insurance Code, 36 O.S. §§ 101 et seq., including the Oklahoma Producer Licensing Act
Licensing Act, 36 O.S. §§ 1435.1 et. seq.

2. Respondent is licensed by the State of Oklahoma as a resident insurance
producer holding license number 170662. His address of record is 7421 S. 77" E.
Avenue, Tulsa, Oklahoma 74133.

3. The Insurance Commissioner may place on probation, censure, suspend,

revoke or refuse to issue or renew a license issued pursuant to the Oklahoma Producer



Licensing Act and/or may levy a fine up to $1,000.00 for each occurrence of a violation

of the Oklahoma Insurance Code, 36 O.S. § 1435.13(A) and (D).

4. Informal disposition of this matter may be made by consent order 75 O.S.
§ 309(E).
STIPULATION OF FACTS
1. Sheila Peterson filed a complaint with the Consumer Assistance/Claims

Division of the Oklahoma Insurance Department stating that Respondent incorrectly
completed a health insurance application to Coventry Health Care covering her adult
disabled daughter Shelly Peterson. The health insurance application was dated September
11, 2007 with an effective date of October 1, 2007 (Exhibit A).

2. Respondent telephoned Sheila Peterson at work to complete the
application. The application completed by Respondent mirrored Shelly Peterson’s
previous application with American Medical Security (Exhibit B). It did not include new
health information given to Respondent by Sheila Peterson in the telephone conversation.

3. Neither Sheila Peterson nor Shelly Peterson reviewed the application prior
to submission to Coventry. Neither Sheila Peterson signed the application as the
accountholder on page 2 of the application nor did Shelly Peterson sign the application as
the applicant on page 4.

4. Coventry sent a letter dated June 25, 2008 to Shelly Peterson rescinding
the policy for material misrepresentations. Coventry found the application replete with
incorrect health and medical information (Exhibit C).

5. Coventry was notified of Sheila Peterson’s complaint and found

Respondent in violation of their Broker Compensation Agreement. (Exhibit D).



Respondent provided a written statement to Coventry that “we at Sipes Insurance Agency
have ceased doing any applications without the insured filling out the application and/or
signing it” and that “a Peterson incident will never happen again” (Exhibit E).

6. The end result was the loss of Shelly Peterson’s primary health insurance.

Sheila Peterson is now unable to obtain primary health insurance on her daughter because

of her health.

AGREED CONCLUSIONS OF LAW

Respondent has violated 36 O.S. § 1435.13(A)(8) by using fraudulent, coercive,
or dishonest practices, or demonstrating incompetence, untrustworthiness or financial
irresponsibility in the conduct of business in this state.

ORDER

IT IS THEREFORE ORDERED by the Insurance Commissioner and agreed to
by Respondent that a FIVE HUNDRED DOLLAR ($500.00) fine is imposed against
Respondent and shall be paid to the Oklahoma Insurance Department. The payment shall
reference Respondent’s case number 08-1414-DIS, and shall be sent to the attention of
Julie Delluomo, Assistant General Counsel, at the same time as Respondent returns this
Consent Order. The Insurance Commissioner agrees not to submit Notice of Regulatory
Activity (RIRS) to the National Association of Insurance Commissioners (NAIC)
regarding this action.

b Aeornbr e
WITNESS My Hand and Official Seal on this 2 day of November, 2008.

LEAMON FREEMA
HEARING EXAMINER




VERIFICATION AND CONSENT

I, Ronald Sipes, state that I have read this Consent Order. The contents and facts set forth
in the order are true to the best of my knowledge. [ consent to the entry of the Order by
the Insurance Commissioner and I waive my right to appeal this Order.

RONALD SIPES

STATE OF OKLAHOMA
COUNTY OF \OLS A

This instrument was acknowledged before me on “HO‘—\ l,’LDO$

by RONALD SIPES.

SF ggature of Notary E

Seal

My Commissions expires:

O%/’Ll I 2,009

¥

My Commission number:

0500 3% 4 |




APPROVED:

i (Delluens-

lie Delluomo, OBA #14410
Assistant General Counsel
Oklahoma Insurance Department

CERTIFICATE OF MAILING

I, Julie Delluomo, hereby certify that a true and correct copy of the above and
foregoing Consent Order was mailed by certified mail with postage prepaid and return
receipt requested on this [ 7 dayof I g‘g&@r 2008, to:

Ronald Sipes

7421 S. 77" E. Avenue

Tulsa, Oklahoma 74133
CERTIFIED MAIL NO.
and that a copy was mailed to:
All Appointing Insurers

and that a copy was delivered to:

Agents Licensing Division
Consumer Assistance/Claims Division

%M@W—

Juhed)elluomo
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A OKLAHOMA
UNITED WISCONSIN Member Application
LIFE_INSURANCE COMPANY for Group ce

PO Boa 19°32, Cren Bov, W1 $4307- W52
19RN pot AV

2.0. Bes 19033, Giea Soy, Wi 503099038
AZ1 New application %ummmumucmm D b ¢ . 2
2 Change Comage Tpe O QDivorce Qi Bith O Adoption - Give date of event:
Sodal = — -
Applun;‘ — - 5 Group Ne. -
st . st
wPETC’Y-P/LI’ e B Wl [ty
County
Care Nme ___
{'_ - .
=) »
e wg
» County
Family Information (If more space is needed, attach an additional sheet of paper, sign and date it
First Name & M. (last name If different) Gender | Date of Birth | HeightWeight | Social Security No. | Primary Care Physician's Name
Spouse: amMaf| 1 / — |
Spouse’s Occupation:
Chi: oM 1 ! 1
Child: M QF [ | ! 1 1
Child: QM OF [ / !
Dependents (age 19 and older) attending school full-time, inchude name of dependent, name/address of school, and aumber of credits:
76 Fho At you o any famly members coveed by Medcarsedicad?  yes, st fandy members and ek efecive G
2ves Z'No  Are you or any efigible dependent disabled, hospital confined, or pragnant? if yes, explain:
AYes 2No Do any family members intend 10 keep othes insurance covesage in addition 1o this policy? I yes, list family members:
List insurance company name(s) and the policy number(s):
2¥es N0 Ave you or any family members cumentl elighle for o receiving COBRA or State Continuation benefit? I ye, st names, eligiblty dates, and date benefits end:
Qe ZNo  Is your employer paying the premiums for this palicy, in whole or in part?
3V INo  Are you and al famdly members 10 be insured LLS. ditizens? I no, st names and how long i the ULS:
[Attach copy of US. permit or VISA)
Covmgelnfmﬁon Benefit Options: (Only available with medical coverage)
Medical: O Applicant 2 Applicant/f Q Q QChid QYes Supplemental Accident Benefit
% = Mective date may not be quacanteed) Nb

2 1 centify that | am 2 HIPAA Efigible individual under Public Law 104-191 a5 defined in the Prior Coverage
section on page 2 of this application and | choose 10 apply lor 3 Non-HIPAA Lhigible medicad plan (the &
ot guarantee issue and a pre-existing condision mitationis) may appiy) o
The HPAA Eible quarantee issue plan is fihe Okahoma Health insurance Associaion (high ik poo) plan)

EXHIBIT

i B

Home Office Use Only

AP.OD-20-1-00 VO 10l



 Depending upon state law, s nformation may be submitied as evidence of nurabifty,
MEDICAL HISTORY
A QvYes INo mmwdmmtwgmm.mridered,orratedupformedical.disability,alifeinsummwimanouminsunnacanien

B agar hﬂm?m&?&mawmwhmmmmmrmmtakmmedicaﬁm,orconsuhedahea)ﬂ:canpmvid«fa

ym e ____asgamel p\econs:

C Qves @ho Il;::upastumhaveyouoranypemtobeinsmedbeenamisedtohaveatestubeenMofamndiﬁonthatmayrequimmnﬁm?lfyes.

explain:

D. QYes Who Haswpemmbeimmdmbmdiagnseduuemdfammdlmumbeﬁam' Syndrome (AIDS) or AIDS Related C physician
member of the medical profession, or tested positive for HIV? If yes, lst names: Wos plalya "

E QvYes d’No Hasatw\etobeimuredmdtobmpmdmduﬁmﬁnpmm12momiu?lfyes,|istnanu

. Within the past five years, has any person to be insured ever had any symptoms, is, consultation, trea , 1aken any medication i i
o e e B T o
. al Test Resuls.................. , €1/ I Q Yes 39, ical Signs, Disease.....
g. wmm ................. Q Yes gﬂi g Em .............................. Q Yes 4. mmm%&wmmm ..... 3 ;: "
. Allergi : p— . Eye QYes @No 41, Paralysi Q

4. ArthtisRheumatismvArthvitic Disorder.Q Yes @Ro 23, Fracture/Dislocation/intemal Fixation.Q Yes O'No 42, Prostamt.:lm Q ;:

5. AStOMRESDIBON...rorss QYes @No 24, Galibladder Q Yes O'No  43. Reproductive Organs Disorder .............. Q Yes

6. Back/Musdelloints................cocnrcnd QYes QMo 25. HeadachesMigraine ...................... QYes @No 4. Sexually Transmitted Diseasss................ Q Yes

1. Bladdey.......... QYes ANo  26. Heart DiseaseiMum ................ QYes INo  45. Simus Q Yes

8. Blood ABNOMMIHY ... Q Yes 21. Heart Vaive/Mitral Valve Prolapse ....Q Yes @No  46. SkinfGrowthvLesion/Abnomaiiy............ Q Yes

9. Bone Dise 1) J— QYes N0  28. Hepatitis/Liver Q Yes 4). Spinal Disorder Q Yes

10. BreastImplanss..........cevvsnuns QYes @No 29, Hemia QYes 48. Stroke Q Yes
11. Cancer/LeukemiaHodgkin'slymphoma Yes @ No  30. High Blood Pressure/Hypertension.....Q Yes @No 49, Thyroid or Goiter Q Yes m
12, Colitis/Spastic Colon/Polyps............. QYes @No 31, Infertiity Testing Treatment.............. Q Yes 50. Transplants, QYes @)
13, Congenital ABOOIIRY.............. QYes 32. Kidney QYes @No  51. Tuberculosis Qe o
14, Cystic FibrosisMultiple Sclerosis.......Q Yes GhNo 33, Lupus/Systemic or Discoid ... Q Yes 52. Tumors/Growths/Cysts/Fibroids/Lesions.....Q Yes 9!0
15. Diabetes/Pancreas............conuurenend Q Yes @' 34. lymphadenopathy/immune System....Q Yes @No 53, Ukesative Colitis, Crohn's or Regional eitis .Q Yes

16. Digestive SYStem..........wvermern Q Yes 35. Menstruation Q Yes 54, Ulcers-Digestive,Skin, Other.................. QYes %3
17. Drug ADGICHON/ADUSE ..o QYes @No  36. Mental, Nervous, Psychological...........Q Yes 55. Urinary Tract DISOFGe ................oce. Q Yes

18. Ear/hroat Q Yes 37. Mental Retardation/Down’s Syndrome...Q Yes Q% 56. Vascular ADNOMalty...............o.ccom.er Q Yes {N‘g
19. Eating Disordes, Anorexda, or Bulimia .Q Yes 38. Muscular Dystrophy/Cerebral Palsy .....Q Yes

Provide details to "YES" answers (if more space is needed, attach an additional sheet of papet, sign and date it
Question Letter/No. Name linessimpairment Dates Treated Medicatiogs/Treatment/Surgery/Physician's Name & Address
L \8 + ( S\ vD )Ai weedod-
N T B&( e &h st
Prior Cover

Prior Coverage Information for HIPAA Guaranteed Issue Plans

Do you meet the requirements of a Federally Eligible Individual under HIPAA legislation (PL. 104-191)? Please indicate yes or no to the following:

QYes QNo Have you had a total of 18 or more consecutive months of prior health coverage, the most recent being an employer sponsgradbgroup plan?
QYes QNo Are you ineligible for coverage under a group plan, Medicare Part A or B, or Medicaid, and do not have any heatth coysreGe now in force?

QYes QNo Was your most recent group health insurance plan coverage terminated for reasons other than your fraud or yo -

QvYes QNo | cffered to you, did you elect to continue your prior group insurance plan coverage under COBRA o a sipild
QYes QNo H you elected COBRA or state continuation, has that coverage, or will it soon be, exhausted?
QvYes QNo Have you had less than a 63-day break in coverage from the most recent group plan?
If you answered No to ANY of the above questions, dhe pre-existing condition limitation WILL apply to you 3odé

qualify as a HIPAA eligible person; as a result 1) we MAY waive the pre-existing condition limitation for yod"and your
o 2) you may qualify for a state-sponsored plan. If (2) applies in your state, we will advise you on o
MENTS PLEASE ATTACH A CERTIFICATE OF CREDITABLE COVERAGE FROM THE PRIOR GROUS

QYes QNo Are you buying this insurance to replace prior group health

state continuation law?

dependents. If you answered Yes to ALL of the above requirements you

dependents as allowed by state law, and we will advise you accordingly;

enroll in the state plan. If YOU ANSWERED YES TO ALL OF THE ABOVE REQUIRE-

AN, OR ANY OTHER DOCUMENTS TO PROVE THAT YOU HAD PRIOR COVERAGE.

rdge? |f no, the pre-existing condition limitation will apply. if yes, according to state law: 1) we

may waive the pre-existing condition limitation for you and,arf dependents; or 2) you may qualify for a state-sponsored plan. If 2) applies in your state, we will
advise you on how to enroll in the state plan. If yes, ypufust also attach a Certificate of Creditable Coverage from the prior plan and complete all of the following:

Prior group coverage effective date:_____ Prior group cavérage terminationdate: ___ Reason for prior coverage termination:

Who was covered? Prior coverage was provided by: Q your employer group plan  Q spouse’s employer group plan

Give name of prior insurance company, group poli te number, address, and phone number;

/
QYes QNo If prior group ¢ was in effect for less than 18 months, did you have any preceding health coverage? If yes, was the coverage provided by:

@ your employer group plan ~” Q spouse’s employer group plan  Q individual policy you purchased for yoursetf  Q other.
Give name of insurance conipany and group policy/certificate number:

Who was covered?




s °

Terms and Conditions of Insurance o
mwanumqmmbumumummwununuuﬁubumnmuq
mumumubuuumdmmnmu«umumumnmmmmmmnm
or change any of the above requiraments al any time.
INSURER UNDERWRITING REQUIREMENTS

The Apphtant & required 10 submi an Application for insurance lor sell andfor lor al eigible Dependents 10 be insured. Insurance for any persan & not effective unel the date specified
by the inures. Depending upon state Law, the insurer may have the right 10 dedine the Application for any persan for whom information has been submitted in the Appiication.
TERMINATION OF INSURANCE

The Applicant may terminate insurance at any time by providing the insurer with written notice at least 31 days in advance of the quested termination date. The Insurer will lenminate
insurance if the Applicant fails 1 pay premium on the due date, excapt that coverage continues for 2 grace pariod of 31 days alter the premium dus date. The Applicant may be responsible
10 pay premium for the grace period coverage. If before any premiuem due date the Applicant provides 31 days advance weithen notice 10 the nsurer of request 10 cancel, then the gce
peniod coverage does not apply. In addition 10 reasons for termination that are specified in the group insurance Policy, the Insurer may also cancel for kaud or maserial misrepresentation.

The insurer will provide the Applicant with 2 minimum of 31 days advence written notice of cancellation date (unless due 10 nonpayment of premium). Canceliation will not prejudice a
vaiid caim existing on the termination date.

Upon terminasion, Applicant may request reiastatement of coverage only once by paying all past dus premium, plus & $25 nonvelundable reinstatement fee when allowed by state law.
Insurer will depasit payment during review of Applicant’s request. Depositing Applicant’s check does not mean acceptance and does not guarantes reinstatement. insurer can approve of
deciine reinstatement request and will notify Appicant in writing.

To be a valid application, your signature and the date it are required.
ﬂmhwmmmmwmu&mm

} understand that the above answers will be relied upon by Uinited Wisconsia Life insurance Company, (*the incurer”) in the issuance of a certiicas of insusance. | dediare al
statements contained in this entire form about myself and my dependents 10 be insured are true and comect 10 the best of my knowledge and that no material information has been
withheld or omitted. | understand and agyee that the insurer is not bound by any statement made by or 10 any agent unless writien herein. | agree that ne insurance will be effec-
tive until the date specified by the insurer I the cartificate of insurance. The actsal effective date may not be the requested effective date.

To assist American Medical Security, Inc. (AMS) with determining my ceditable coverage, | autharize any insurance company, third pasty administrator, or other authorized carries,
”s....:"“......""'" wphnhuumh zwm“‘mﬁn and replacement of prior coverage, when the plan s issued 10 a seli-employed
2 ® e ©va
Mam m or a sole ofa SuOm(Clehqhnnmdmnm
MMu Ianull uﬁul qﬁ: group health plan.
mnm mmuuﬁmmmmmmmnm
ammammammmmm an wreatment and prognosis with 0 any
m«mmmm«muma-nduqma dependents and ilumdunmllaq
10 release 10 AMS andior insureg, or its designee any and all such information. | hereby authorize, on dﬂdqmmmm be used by the
mm«nmumumummmum mmm“mmammm
or othes persons of performing business, or legal services in connection with the coverage for &mmm::mbuﬁ
purpose umumummumuahmnm regarding potential use paes
of 28 may be otherwise Lawdully required o a5 | may further authortze. | agree d be as valld as the ariginal, and that these authorizations
Mumuummdm nmmuumm hmdmm als0 be used by the Insures AMS or its designees
nﬂhma mumhmm-mmmdm myself and my dependents. | understand that |
request 2

this authorization at
intent %o defraud any insurance company, submits an application er files 2 daim containing lﬂlﬂ?
m Inlunl haidlu-dm vﬂahlchgdny-haﬂuh;sd.Mh - pages
mMa‘M will not be considered as a complete application.

|, the applicant, give permission/authorization 10 release any information regarding my insurance %0 (Name & Relationship).
2 Yes 2 No Do you understand that this policy will benedes first 12 months aher the issue dase for a disease or physical condition which you now have of
have had in

mmxw oue 2D~ T-©
{for EariyCare, signature child’s or legal quardian, if applicant is not of legal age) O't

Spouse Signature X QlﬂnTw
Miwknhm
Child's Signature X (for EarlyCare only, if child is of legal age)
Regional Office
Aoer ame RONALD-L-SIPES
Address m77lhl- Avenue

Tulsa, QK 74133-2824

Moe( ) ml ) 918:204-9580 Ekdadfnd136

wwww*%ﬁ-

200
APSDL20-1-00 V90 el
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(eCOVBNTRY

Bealth lare of nuu. Iae.

Juoe 25, 2008
Via Cortified Mall

Shelly Petersca
1400 B Conoord
Broken Arrow, OK 74012

Re:  Muecial Misropresentation of Exformation o Application
Dear Ms. Peterson;

Dm.mmu«mn:mmm.mb.dwmum
. Insurance Compeny (“Coventry), under an individual policy issued to you, questions were raised
. mhh.byhhnhdmdhdhhnﬂmdbbdnhwpmwhw
Health Insuranoe ("Application™) completed on 09/11/07.

A review of the Applicetion you WMMWNW bﬁobﬂowh;qm
despite prior medical records showing diagnosis and treatment relsted to these questions.
Within the past five (5) years have you consulted or songht treatment, besn disguosed, had
treatment recommsended, recsived treatment or therapy, bﬂmmum
hespitalized for any of the following conditions?
ammmmmm«mmw
¢ Physician notes during servioes rendered on 05/18/07 and 08/28/07 that you are taking
Risperdal,

'MprMmewwmwhnMMm
obtain equipment or services?
L Mudmduvbomlwmmmamwdmtoh
hyperplgmentosis relsted to Risperdal therapy.
- *Plegze list amy medication you are currently taking, or have taken tn the past iwelve months. "
* Prescriptions for Risperdal and Doxycyuline Powder are noted during office services
05/18/07 sud 08/28/07.
statements and responses to health questions on the Applicstion omitted the medical and presaription
MW-MNMJMh-MM The agreement on
the Application, signed by you, includes the statement, *T further understand that if any material
muwummmmamummmnmm
premiums paid as though coversge had never been in foroe.® .
=" == ~""Ia adcordance with the terma Efﬁliplﬁiﬂii. mzvmsrdmwroﬁhr 8
anhmpmuthMbukmdemoﬂww.anm“bm
in foroe.

If you wish to Coveatry reconsider this Mymmbnwmnmmmwm
myg:venﬂyMCdemIm Attention: Conipliance Department, £320 Ward Parkway,

" 8320 Ward Parkway « Kansas City, Missour] 64114 EXHIBIT
816-221-8400 « Toll Free: 1-866-795-3995 « Web Address: www.chdkansas.com i C’
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( COVENTRY

Nealth Ceore af Keaaseas, Inc.

September 10, 2008

Mr. Ronald Sipes
7421 8. 77™ E Ave
Tulsa, OK 74133

RE: Allegation of fraudulent activity
Dear Mr. Sipes;

Through a review of a recent consumer complaint, Coventry Health & Life Insurance Company
(“Coventry”) found that you are in violation of the Broker Compensation Agreement
(“Agreement”). Specifically, allegations indicate that an Application Agreement for Individual
Health Insurance (“Application™) was completed by your office without the applicant’s review of
the information or signature.

Section §, £ at] Tials of the Agreement states, “Broker
agrees not to sign on behalf of enrollee, nor to make any changes to any enrollment forms, risk
assessment questionnaires, statements of health or any other forms or documents provided by
Consumers or enrollees in connection with enroliment in MCO.”

Coventry takes these allegations very seriously and insists that any such activity cease
immediately. In accordance with Section 10.4, Termipation for Breach or Other Cause, of the
Agreement, such default must be cured within thirty (30) days of this written notice. If such
default is not fully corrected, this Agreement will terminate in accordance with this Section.

Please provide Coventry with a written statement of the actions taken by you to correct this
issue.

Thank you for your cooperation.

Sincerely,

Steven Robino
Director, Regulatory Compliance

SR/jes

Cc:  Ann Stoeppelwerth, Executive Director (Oklahoma)
Martha Hall, Consumer Complaints, Oklahoma Department of Insurance

EXHIBIT

8320 Ward Parkway -+ Kansas City, Mlssoun 641 14
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SIPES INSURANCE AGENCY
7421 So. 7™ E. Ave. |
Tulsa, OK 74133 ;
Tele: 918 294-9580
Fax: 918 250-8233 RECE/VED
SEP2,
CHCKS ooy, -
FLiance
September 18,2008~
RECEIVED
04! AHOMA INSURANCE DEPARTMENT
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Attn: Steven Robino, Director
Regulatory Compliance

This letter is in response to your letter addressed to me, dated September 10, 2008.

I want to assure you that since July 10, 2008, when the Oklahoma Insurance Commission
contacted me, we at Sipes Insurance Agency have ceased doing any applications vnthout
the insured filling out the application and/or signing it.

A Peterson incident will never happen again. We have new staff on board at the office
and we hope to continue to write Coventry Insurance.

Thank you for your consideration in this matter.
Sincerely,
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