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D. Indicate whether the DMPO certificate of authority, license or registration was suspended or revoked by any 
governmental agency in the previous fiscal year. 

E. Indicate whether any of the DMPO’s owners, officers, or directors were convicted of a crime.  
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F. Indicate the number of Indiana residents that are current card-holders. 
 

Has the Department been provided with the DMPO Annual Report for the previous year?   Yes No  
 
If not, please provide the DMPO Annual Report with the renewal application.  (If the annual report has not been received, the 
Department will not process the renewal application until the annual report has been provided.) 
 
The DMPO Annual Report Form is available at :  http://www.in.gov/idoi/files/DMPO_Annual_Report_Form_8-12-09.pdf  
 

 
Certification 

 
This company, through its duly authorized officer, hereby applies for the registration authorizing it to operate as a discount 
medical program organization in the State of Indiana, and do hereby swear that all responses, information, exhibits and 
documentary evidence submitted in support of this application are true and correct. 

 I certify that there have been no changes to any application information and documentation submitted during the last 
year; or 

 I certify that there have been changes to the previously submitted application information and documentation and 
have attached the revised documentation. 
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____________________________________________________________________________________________________ 
Signature of Applicant  Date   Printed Name of Signature    Title 
 
 
Please mail completed application, checklist, fee and other documents to: 
 
Attn:  DMPO Coordinator 
Indiana Department of Insurance 
311 W. Washington St., Suite 300 
Indianapolis, IN 46204-2787 
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