Humana Health Plan, Inc., 321 West Main Street, Louisville, KY 40202

Humana Insurance Company of Kentucky, 500 West Main Street, Louisville, KY 40202
The Dentat Concern, Inc., 500 West Main Street, Louisville, KY 40202 internal use only
CompBenefits Dental, Inc., 100 Mansell Court East, Suite 400, Roswell, GA 30076

Group number:

KENTUCKY

Small Group Employer Application esoemiojeess  wumana s HumanapEnTAL

Please refer to your proposal to complete this application. This document will form part of any contract issued.
Print clearly in black ink, and answer all questions or indicate “not applicable.”

Your Business Profile

Business name Federal tax I number

Location address {not a P.O. Box}

City State Zip code County

Do you have mare than one location? O No O Yes
Billing address {if different)
City State Zip code County

Nature of business or SIC number Date company established

Business status: (3 Corporation O Partnership O Scle Proprietorship O Other: (expiain)

Business phone number Fax number

Management contact Administrative contact

Management contact e-mall address

Management contact: Mother's maiden name
This will be used to gain access to the Employer Self-Service Center on www.Hurnana.com.

General Eligibility

Requested effective date How many employees are on your payrol?

How many hours per week must your employees work to ke eligible? (select between 20 and 40 hours)

Do you want to exclude a class of employees? O No O Yes
If yes, check class to exclude: (Options vary by plan. Refer to the Underwriting Requirements for each plan.)
© wunion Q nonunion O hourly O salary O management O non-management

How long must employees wait after hire date to become eligible? O 0days O 30days O 60days O 90 days
O Other, specify:

How mary employees are eligible for coverage?

New employee effective date provision: O First of month following waiting period (reguired for Medical HMO and PQS plans)
O Immediately following waiting period

On at! plans, the employee termination date coincides with the effective date provision.
Do you want fo cover dependent children up to the age of 25, regardiess of student status? O No O Yes (additional cost if selected)
Is this employer required to comply with CCBRA requlation? O No O Yes

Is this employer required to comply with state continuation regulation? O No QO Yes

Are any present or former employees/dependents currently on or eligible to elect COBRA/State Continuation? O No O Yes
If yes, enter information below. Attach a separate sheet if necessary.

Name of applicant Qualifying event {e.g., termination of Date of Date COBRA or State
employment, divorce, etc.} qualifying event | Continuation coverage
terminates
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Employer Agreement

You the employer, understand, agree and reprasent:

* You have read this document and the information you provided is accurate and complete to the best of your knowledge and belief and can be
substantiated by your business recosds.

* You have received and reviewed a proposal and the applicable requlatory information required by your state.

o Neither you nor the agent/hroker/producer has the authority to waive a complete answer to any question, determine coverage of insurability, after
any contract, bind us by making any promise or representation, or waive any of our other rights or requirements, No waiver or change will bind us
uniless signed by an authorized officer of our company.

o The first month'’s estimated premium {which may include a monthly administrative fee), and fully complated enroliment information for all etigible
persons requesting insurance coverage must be submitted with this application before action is taken on this application, Uniess we are informed
differently, we will perform a cne-time electronic check conversion of the first month’s premium payment from the account and for the amount
designated on the binder check.

*» You will coliect any employee contribution toward premium. Our acceptance of premium does not guarantee coverage.

= You will provide the documentation requested by us which establishes that all eligibiity, underwriting, and participation requirements of the plan
are met.

* Only individuals who meet the eligibility requirements of the plan are eligible to maintain coverage.

= Intentional fraud or intentional misrepresentation of a material fact may void, reduce or increase past premium, or terminate an individual’s
coverage of group’s coverage.

* If choosing the HDHP Indexing plan, deductible and out of pocket amounts are established by IRS guidelines. Adjustments to these amounts by
the IRS will be made to the poticy, without notice, upon renewal of the group.

* Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any
materially false information or conceals, for the purpose of misleading, information concering any fact material thereto commits a fraudulent
insurance act, which is a crime.

This document will form part of any contract issued. Coverage is not in effect unless and until you receive written natification from us.
If this application is declined, we will return the premium deposit submitted with this application.
Do not cancel any current group coverage until you receive written notice from us that we have issued coverage.

Dated on; By:
(month, date, year) (employer signature)

Dated at: By:
(city and state) (title)

Agent/Producer Information

1. Agent/lAgency of Record
(for commissions and correspondence}):

2. Agent/Agency of Record
(for split-commissions):

Name {print) Name (print)

Tax iD / Social Security Number / Humana Agent Number Tax ID / Social Security Number / Humana Agent Number

Commission split; © No O Yes
if yes, percentage: (total should equal 100%)

Percentage of sales: O No O Yes
If yes, percentage: {total shouid equal 100%)

1. Writing Agent/Producer: 2. Writing Agent/Producer:

Name {print) Name (print)

Social Security Number Social Security Number

Commission split. O No O Yes
If yes, percentage: {total should equal 100%)

Percentage of sales: O No O Yes
If yes, percentage: (total should equal 100%)

Generai Agency

Generzl agency information pertains to O Agent/Agency of Record #1 O Agent/Agency of Record #2

Name (print) Tax ID / Humana Agent Number

Address City State Zip code

As the Writing Agent/Broker/Producer, | acknowledge that | am responsible to meet with the employer submitting this application in order to
fully and accurately represent the terms and conditicns of the plans and services of the offering or insuring entity, or ene of its subsidiaries, These
provisions are available to me and the employer in the Regulatory Pre-enroliment Disclosure or other plan literature.

Writing Agent's Signature: Date:
KY-80123-SB  12/2009 Reorder# KY-99555-SB  2/2010




The foilowing appliesf_td;all cbmpanies and products

The companies listed on this Emoloyer Group Application, severally or
collectively as the context may require, are referred to in this application
as we, us and our.

You, the participating employer, policyholder, contractholder, or group
plan sponsar, intend to establish, sponsar, and endorse an employee

benefit plan which will be governed by Employee Retirement Income
Security Act of 1974 (ERISA}. You are the ERISA plan administrator.

Small ergloyer means a persen, firm, corporation, partnership or
association actively engaged in business, which employed an average of
at least two bui not mare than 50 emplayees on business days during
the preceding calendar year and who employs at least twae employees
on the first day of the plan year. Entities that are affiliated companies or
that are eligible to file a combined tax return for the purpose of taxation,
are considered one employer.

You agree to make available your records which we determine are
relevant to this application and group coverage for inspection by the
Trustee, Administratoy, us or our representative during your normal
business hours.

As claims administrator, we shall, in accordance with state and federal
law, 1} interpret Policy, Group Plan, or Group Contract provisiors, 2)
make decisions regarding eligibility for coverage and benefits, and 3)
resolve factual questions relating to coverage and benefits.

You understand and agree that failure to remit and pay premium when

due will he considered & default in premium payment. A grace period of
31 days will be allowed for payment of each premium due. If coverage is
terminated by us for non-payment of premium, you will still owe and we

Guidance when you need 1t most

For PPO, HMO, or POS Medical plans, coverage is provided hy
Humana Health Plan, Inc., a Health Maintenance Organization.
For Classic Medical plans and Standard indemnity medical
plans, Life and Short-Term Income Protection plans, insurance
coverage is provided or administered by Humana Insurance
Company of Kentucky.

KY-80123-58  12/2009

will collect all due premium. if the required premium is not paid by the
end of the 31-day grace period, we reserve the right to collect premium
for the grace period. We may terminate your coverage according o the
termination section of the Pelicy or Group Flan. Except for non-payment
of premium or when a group or individual is not or has not been eligible
for coverage, you will be provided with a 30 day advance written notice,
unless a greater period is expressly specified in the Palicy. If coverage is
terminated by us for non-payment of premium, you will still owe and we
wiil collect all due oremium including premium for the grace period.

You understand and agree that your coverage is renewed on & monthly
basis subject to timely payment of premium. We reserve the right to
change the premium rates on any premium due date, as permitted by
applicabie law, after your insurance has been in effect under the Policy
for 12 consecutive months. You will receive advance written notice.

For you to remain eligible for the Policy or Group Plan, the eligibility,
underwriting and participation requiremants must be maintained,

for each respective caverage. Failure to maintain the plan eligibility,
underwriting and participation requirements witl terminate your
coverage under the Policy or Group Plan. Other termination provisions
are stated in the Policy ar Group Plan.

Based upon our standard underwriting practice, we may require an
employee ar dependent to submit Evidence of Health Status. We have
the right to use the information provided by you and any appiicant
(employee or dependent} to determine whether coverage will be
provided, to determine efigibility and to establish appropriate premiums,
Any health related information that has been provided will not be used
to decline medical coverage unless permitted by law.

HUMANA.

Specialty Benefits

For Dental, insurance coverage is provided or
administered by The Dentat Concern, Inc. or
CompBenefits Dental, Inc.

Vision plens insured or administered by
Humiana Insurance Company of Kentucky or
The Dental Concern, Inc.
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Humana Group Medical

KENTUCKY

EMPLOYER GROUP APPLICATION

For PPO, HMO, or POS Medical plans, coverage is provided by Humana Health Plan, Inc., 321 West Main Street, Louisville, KY 40202, a Health
Maintenance Organization. For Classic Medical plans and Standard indemnity megical plans, insurance coverage is provided or administered hy
Humana Insurance Company of Kentucky, 500 West Main Street, Louisville, KY 40202.

Pian Selection (To complete this information, refer to your proposal.)

Plan 3

(if applicable)

Plan 1 Plan 2
Plan name
{as shown on your proposal)
Office visit copayment % ] $

Coinsurance
(if applicable)

Participating {In} : %
Non-participating (Out}): %

Participating {In) : %
Non-participating {Qutk: %

Participating (in) : %
Non-participating (Qut): %

Deductible
(if applicable)

Participating: %
Non-participating: $

Participating: §
Non-participating: §

Participating: $
Non-participating: $

Out-of-pocket limit
(if pplicable}

Participating: $
Non-participating: $

Participating: $
Non-participating: $

Participating: $
Nan-participating: $

Network name {if applicable)

Plan Riders (Please refer to your proposal for rider availability with plan selected.)

Deductible Carryover Credit

O No O Yes

QO No O Yes

O No O Yes

Supplemental Accident

O No QO Yes

QO No O Yes

O No O Yes

Prescription Drug/Retail Card
(Level 1/2/3/4)

$ I 5 / %o

) /5 1% f %

Prescription Drug/Retail Card
(Group A/B/C/D)

S_alks_ als als____a

S als___al5__als_ a

Other:

O No O Yes

O Ne QO Yes

Humana PPO Options (Humana Health Plan, Inc.)

Is this emplioyer a GLI/Chamber member?

O No O Yes

Underwriting Requirements
* You may not sponsor a medical plan from a carrier other

than Humana.

s Medical coverage is available to employers with two or more

enrolied employees.

» if the only employees of a two-life group are hushand and wife, each
must enrcll separately as an employee and maintain eligibility. The
group is only eligible if a bona fide business entity exists.

» |f less than 10 employees are enrolled, you must submit evidence of
health status for all employees and dependents. We will not use the
avidence of health status to decline medical coverage.

* Minimum employer contribution toward employee premium is 50%.

KY-80123-58 12/2009

ensafled employees.
enrolled employees.

coverage.

Retires coverage is available to employers with 26 or more
Minimum age for retiree coverage Is 65 for employers with 26 to 50
There are no excluded class options for small group (2-50} medical

If you do not maintain eligibility, underwriting, and participation

requirements, we will terminate your coverage.

= Participation
= non-contributary plans — 100%
» contributory plans ~ 75%
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Group Information
How much wili you contribute to premium? Employee % Dependent %

Are there any other entities associated with this company that are eligible to fife a combined tax retun? O No O VYes
if yes, enter information below,

Company Name Total Employees

Will your employees have access to anather carrier's medical coverage by virtue of their employment with you? O No O Yes
If yes, name of carrier:

Did you have prior group medical coverage? O No O Yes |If yes, submit most recent carrier billing with effective and termination dates.
How many medical carriers have you had in the past five years?

Is the agent/broker/producer representing you for this application yeur current agentfhroker/producer of record? O Ne O Yes

Provide the current and renewal meadical insurance premium rates below and attach a copy of your mest recent premium bill.
Date of renewal:

Current Plan 1 current carrier rates: Current Plan 2 current carrier rates:
Employee: $ Spouse: $___ Employee: § Spouse: §__
Child(ren); $ Family: § Chitd{ren). § Family: §
Plan design: Plan design:
Office visit copay: Office visit copay:
Per confinement copay: Per confinement copay:
Deductible: + Participating Deductible: = Participating
» Non-participating * Non-participating
Out-of-pocket; = Participating Gut-of-pocket; * Participating
« Non-participating * Non-participating
Coinsurance stoploss:  » Participating Coinsurance stoploss: e Participating
s Non-participating * Non-participating
Emergency room copay: Emergency room copay:
Prescription drug benefit: Prescription drug benefit;
Do you as the employer currently fund any of the plan deductible for Do you as the emplayer currently fund any of the plan deductible for
the employees? O No O Yes the employees? O No O Yes
If yes, how much of the deductible do you fund? If yes, how much of the deductible do you fund?
Renewal rates: In the parentheses, please indicate the number of Renewal rates: In the parentheses, please indicate the number of
employees enrolled in each tier, if available. employees enrolled in each tier, if available.
Empioyee { ) $__ Spouse { ). % Employee { ) $___ Spouse { ) %
Child(ren}{ ). § Family ( ) $ Child{ren) {  ): $ Family (% §

1. Has any employee been unable to work 10 or more consecutive days in the past 12 months due to an illness or injury? O No O Yes
2.1s any employee presently not performing his or her duties on a full-time basis due to an illness or injury? O No O Yes
3. To the best of your knowledge, is there any employee, individual in a retiree class, dependent (spouse or child), COBRA beneficiary, or individuat
within their COBRA/State Continuation election period;
O confined at home, in 3 hosgital, or in a treatment facility;
O who incurred more than $10,000 of medical expenses in the past 24 months;
Q who has been advised by a physician or licensed practitioner within the last 90 days to have surgery or be hospitalized:
O who received treatment, had treatment recommended, or had medication prescribed by a doctor, psychiatrist, psychologist or ather licensed
practitioner within the past 24 months for any of the following: (check all that apply)
O Alcoho!l or drug abuse or dependence, ar psychologicat disorder
O Cancer or cancerous tumor
O Heart or vascular disease or stroke
O Dizbetes or any disease or disorder of the kidneys, liver or lungs
Q Systemic disease including Lupus, Multiple Sclerosis, or Muscular Dystrophy. Excludes Human Immunedeficiency Virus {HIV) infection.
O Organ transplant {other than corneal)
4. Has any employee, individual in a retiree class, dependent {spouse or child), COBRA beneficiary, or individual within their COBRA/State
Continuation election period, been diagnosed or received treatment for an immune system disorder {i.e. Lupus, ITF), AIDS or an AIDS-related
complex?
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Group Information (continued)

If you answered yes to questians 1-4 above, please indicate the question number and explanation.

Question | Member Age | Medical Condition/ Date(s) of Medication Name/ Past/Current/Future
# Status* Diagnosis Treatment Dosage Treatment

* Member Status:  E=Emplovee  D=Dependent  C=COBRA/State Continuation R=Retiree Class
Has your company, at any time during the past 24 months, had medical coverage terminated or a renewal of medical coverage refused?
O No Q Yes Ifyes, please explain:

Have any medical benefits now, or within the past 24 months, been funded by you in any manner other than health insurance premium
payment? O No O Yes [f yes, please provide details and attach medical claims experience for the applicable time period up to 24 months.

Retiree Information
Are you offering coverage to retirees? O No O Yes If yes, required age: Minimum years of service:
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Print Form

Visit us at www.humana.com or www.humanadental.com

The offering company(ies) listed below, severally or collectively, as the content may require, are referred to in this application as “"Humana™.

Humana Health Plan, Inc., 321 West Main Street, Louisville, KY 40202 » Humana Insurance Company of Kentucky, 500 West Main Street,
Louisville, KY 46202 = The Dental Concern, Inc., 500 West Main Street, Louisville, KY 40202 » CompBenefits Dental, Inc., 100 Mansell Court
East, Suite 400, Roswell, GA 30076

For PPO, HMO, or PGS Medical plans, coverage is provided by Humana Health Plan, Inc., a Health Maintenance Organization. For Classic Medical
plans and Standard Indemnity medical plans, Life and Short-Term fncome Protection plans, insurance coverage is provided or administered by
Humana Insurance Company of Kentucky. For Dental, insurance coverage is provided or administered by The Dental Concern, Inc. For Dental,
insurance coverage is provided or administered by CompBenefits Dentai, Inc. Vision plans insured or aéministered by Humana Insurance Company
of Kentucky or The Dental Concern, Inc.

Please print clearly and fill in each applicable dircle. Proposed effective date:  _ _/ _ _f_ _ _ _
Company name Company city State
Height | Weight Full-time Disabled?
Relationship Last name, First name Mi {fc{in) (lbs) |Gender| student? | Date of birth | If yes, indicate reason.
Employee / Sl owa |3 Reason:
Spouse / g Iifl N/A __l__!___mmg \r;l Reason:
: OF O N O N iReason:
Child / OM| OY __I__l____OY
; QF ON O N iReason:
Child / Oml oy —-’--I—-~—OY
: OF ON O N [Reason:
Child ! oM oy |--'--T--—-loy
Other {specly): O F ON O (Reason:
/ O M QY **’**I***“OY

Do you want to cover dependent children up to the age of 25, regardless of student status? O No O Yes (additional cost if selacted)
OURS WORKED PER WEEK: O RETIREE lDA'fE OF FULL-TEIME HIRE: _ _/_ _{

H Street address APT / Suite / gox
City State Zip code Phone # { }
tanguage: O English O Spanish Email address

F PP, HMO, or POS Medlcl plans, coverage is provided by Huana Health Plan, Inc., 321 Wet Main treet, Louisville, KY 40202, a Heslth

Maintenance Qrganization. For Classic Medical plans and Standard Indemnity medical plans, insurance coverage is provided or administered by
Humana Insurance Company of Kentucky, 500 West Main Street, Loulsville, KY 40202,

Coverage type: O Employeeonly O Employee and spouse O Employee and child(ren) Plan name
O Family O NO COVERAGE {complete waiver)

1. Prior medical coverage during the past 18 months (individual or other group coverage)? O N O ¥

Prior medical insurance carrier name  |Policy # Prior coverage type: Effective date I
O Employee only O Employee and spouse ——
QO Employee and child{ren) Q Family Termgate _ _ [ _ 1 ___

2. Other medical coverage in effect at the same time as this Humana coverage (individual or other group coverage)? O N Q ¥

Other Medical Insurance casrier name |Policy # Other coverage type: Effective date I
QO Employee only O Employee and spouse ——
Q Employee and child(ren) O Family Termdate _ _f_ _F___ _

3. Medicare coverage:

Employee coverage: O N O Y Medicare ID Effectivedate _ /1 _f__ _ ATermdate 1

Spouse coverage; O N O Y Medicare I tffectivedate _ _f__/____ |Termdate _ _/ f
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I Last name; [ ; First name: J

If you have medical coverage under another plan, you may not be ellg;bie for an HSA. Please check with your tax adviso
Please refer to Humana's HSA contribution worksheet to calculate your maximum allowed contribution. You can find additionat snformatlon on
HSAs on Humana.com. Select the Quick Link for Spending Account information on the Member page,

Do you elect the Health Savings Account? Beneficiary for this account will be the employee’s estate. You may change beneficiary information
Q N O Y (I no, complete waiver.) on file with the bank that administers the HSA once the account is established.

For Dental, insurance coverage is provided or administered by The Dental Concern, Inc., 500 West Main Street Louisville, KY 40202. For Dental,
insurance coverage s provided or administered by CompBenefits Dental, Inc.. 100 Mansel! Court East, Suite 400, Roswell, GA 30076.

Coverage type: O Employeecnly O Employee and spouse O Employee and child(ren) Plan name
O Family QO NO COVERAGE {complete waiver)
Prior dental coverage during the past 12 months {individual or other group coverage}? O N O ¥
Prior dental insurance casrier name Prior coverage type:  |Effective date Palicy #
QO Employee only Y Y
Prior orthodontia coverage in the past 12 g Emg:gigs 22[; igﬁgﬁin) Term date Priar carrier phane # ( )
months? O N Q Y O Family i

WHI the insurance coverage applied for be used to replace any existing group life coverage? O N O ¥

For Life plans, insurance coverage is provided or administered by Humana Insurance Company of Kentucky 500 West Main Street, Louisville,
KY 40202.

Primary beneficiary name (Last, First M) Secondary beneficiary name (Last, First MI}
Class (employer will provide you Annual salary {if applicable) |Basic dependentlife? O N Q ¥

with this information if needed) $ If no, complete waiver section.

For Life plans, insurance coverage is provided or administered by Humana Insurance Company of ntucky, 500 Wast Main Street, Louisville

KY 40202.

Veluntary employee life  tAmount {min $15,000)  [Primary beneficiary name {Last, First M) Secondary beneficiary name {Last, First M)
coverage? O N QO Y 1§
Voluntary spouse life |Amount {min. $5,000) Voluntary child(ren) life coverage? |Annual employee salary (if applicable)
coverage? O N QY i$ QNOY $

3

For Vis] ion, plans are insured or administered by Humana Insurance Company of Kentucky, 500 West Main Street, Louisville, KY 40202, or The
Dental Concern, Inc., 100 Mansell Court East, Suite 400, Roswell, GA 30076.

Coverage type: o) Employee anly O Employee and spouse O Employee and child(ren) Plan name
QO Family QO NO COVERAGE (complete walver)

This information should not be submitted mare than 60 days prior to the effective date.

Complets this section for employees and dependents enrolling for medical coverage who are members of groups with 2-50 applicants and
applicants requesting Life insurance over the guarantee issue amount, and al! late enrollees applying for Life coverage,

1. Are you or any dependent currently under any treatment or prescribed medications? ONOY
2. Within the past 5 years, have you or any eligible dependent to be covered been diagnosed with, counseled, consutted or
treated by a doctor for any of the following:
Coronary artery disease, chest pain, or any disease of the O N |Dizbetes; liver or thyroid disease; or enlargement of the  [Q N
arteries or blood vessels; phlebitis; high biood pressure?  |O Y {lymph nodes? QY
Nervous, mental or emotional disorder; convulsions; O N Stomach, gall bladder, intestinal or colon disorders? O N
epilepsy; unconscicusness? QY : Oy
Asthma or other disease of lungs or respiratory organs?  |O N i Rheumatoid arthritis or back disorders? O N
QY Oy
Kidney stones; disease of kidney, bladder, male or female |O N § Paralysis, or any other physical impairment or deformity? (O N
organs; of infertility? oy _ QY
Cancer, and/or cancerous tumor? O N § Alcohelism or drug habit, or been a member of Alcoholics |O N
state type & part of body in details section below) oY 1 Anonymaous? QY
3. Have you or any dependent been diagnosed ¢r received treatment for an immune system disorder (e, Lupus, ITF), AIDS ONOY
or an AlDS-related complex?
4. During the past 5 years, have you or any dependent had hospitalizatior or surgery scheduled or completed, had any QNOY
injury, illness, medical attention or medical advice or treatment for any reasen not already mentioned?
5. Are you or any dependent to he covered pragnant? ONOY
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l Last name: l [ First name:;

If uu answered "yes” to any of the questions ahove, please provide details below and specify the guestion 4.
Attach additional signed and dated sheets if necessary.

Question # & latter ‘Person treated {Last name, First name)

Condition Treatments received

Medications prescribed Current or future treatments or medicaticns
Date diagnosed _ _/ ! _ Date last seenbyadocter _ _/_ _f_ _ _ _

acknow that | have been give eumtyt Iy for group coverage avaiiable to me and my dependents through my employer. |
proclaim that | was not pressured or forced by my employer, the writing agent, or Humana into waiving {declining) coverage. If | have waived any
coverage offered to me or my dependents, my signature is evidence of this action.

| hereby waive coverage for (check all that apply): | decline to apply for group coverage because of:

Medical for: O Myself O My spouse O My dependent child{ren) O Spousal coverage
Dental for: O Myself O Myspouse O My dependent child{ren) O Medicare supplement
(
(

Basic Life for: O Myself O My spouse O My dependent child(ren) O Individual coverage

Visionfor: QO Mysalf O Myspouse O My dependent chiid(ren) O Coverage under another carrier's plan provided by my employer
Health Savings Account for: O Myself O Gther:

True and complete acknowledgemen

{ understand, agree and represent:

* | have read this document or it has heen read to me and answers provided are true and complete to the hest of my knowledge and belief,

* Neither my emplayer nor the agent can waive any question, determine coverage or insurability, alter any contract or waive any of Humana's other
rights and requirements.

= If this application for coverage is accepted, coverage will be effective on the date specified by Humana on the certificate of coverage/certificate
of insurance. If | have a new dependent as a result of & qualifying event, { may in the future be able to enroll mysell or my dependents provided |
request enroilment with in 31 days after the qualifying event.

¢ In the event that | should decide to apply for coverage hereafter, that subsequent application shall be subject to the applicable terms and
conditions of the master group contsact(s} or plan provisions which may require additional limitations and waiting periods,

* | may be required to furnish, at my own expense, evidence of health status satisfactory to Humana.

* If | am dedlining coverage fer myself or my dependents {including my spouse) because of cther coverage, | may in the future be able te enroll
myself or my dependents proviced that | request enrollment within 31 days after my other coverage ends.

* In the event that an application is submittec outside of an open enroliment period, without a qualifying event, or by submitting an incompfete
enrcllment form Humana reserves the right to delay coverage.

» If any deductions are required for this coverage, | authorize those deductions from my earnings. If selecting the Health Savings Account (HSA), |
authorize Humana or its banking partners ta provide my account number to my emplayer for the purposes of depesiting any contributions,

* Intentional fraud or intentional misrepresentation of a material fact may void, reduce or increase past premium, or terminate an individual's
coverage of group's coverage.

* Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent
insurance act, which is a crime.

Autharization

§ authorize Humana, its reinsurer or its legal representatives, and its affiliates to have information regarding myself—this includes any medical or

nen-medical information. Any information obtained will not be released by the company checked below to any person or crganization except to

reinsuring companies, the Medical information Bureau, Inc. or other persons or organizations performing health care operations or business or
fegal services in connection with an application, claim or as may be otherwise lawfuily required, or as | (we) may further authorize. Once personal
and health (including medical, dental and pharmacy) information is disclosed pursuant to this authorization, the recipient may redisclose it and the
information may not be protected by federat and state privacy reguirements,

My dependents and | understand and agree:

« The information obtained by use of this authorization may be used by Humana to make claims determinations, determine eligibility for coverage,
eligibility for benefits under an existing policy and plan administration.

* A phetographic copy of this authorization shall be as valid as the original.

* This authorization shall be valid for two years from the date shown'below and | have the right ta revoke this autharization at ary time by writing
to Humana's Privacy Office.

This document, together with any supplements, will form part of any contract and be the basis for any certificate of coverage/certificate of

insurance issued.
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F Last name:

] | First name:

i you decide not to S|gn this authorlzatlon Humana cannot complete your plan enrcllment or determine your premium rate
due to the inability to obtain the necessary information.

Employee or legal representative signature:

Date:
Name and relationship of legal representative:
Spouse signature:

Date:
{Only if selecting Life coverage cver the guarantee issue amount.)
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