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

The offering cumpany(aes) listed he[nw severally or collectwely, as the conient may require, are referred 1o in this app]lcatmn as "Humana

Life and Vision plans insured by Humana Insurance Company. Dental plans insured by HumanaDental insurance Company, Humana Insurance Company or
CompBenefits Insurance Company. CompBenefits Vision plan insured and administered by CompBenefits Insurance Comgpany.

Please print clearly and fill in each applicable circle.

Propased effective date: I__1

Company name

Enroliment Information - 000

Company city

'IN-72600:6) - 1/2008°

. Height | Weight Full-time Disabled?
Relationship Last.name, First name ML {fi/in) | (lbs) . |Gender! studeni? | Date of birth | I yes, lndlcate reason.
T e T SRR REEEE proor R = O Reasan:- TEr
Employee !/ O M N/A -J__l..,.__o y
OF ON Reasnn:
Spouse / oM WA iy
; QF O N O N |Reasor;
Child / OMi OV A5y
: OF ON O N |Reason:
Child / OMI OY __I,,_I____O Y
. QF ON O N |Reasomn:
Child } oM oy ——I——’—"‘——OY
Other {specify: OF | ON o N |Reason:
/ om|oy [-'--'-—-ov
'EMFL’QYE'E]NFORMATIONi”%f* HOURS WORKED PER WEEK: O RETIREE DATE OF FUI.L-TIME HIRE: _ _/__/____
SSN # |Street address ‘ APT [ Suite / Box
City State Zip code Phone'# { )

Language: Q Engfish O Spanish -

Email address

Coverage tyjie:

- Benefit # -

‘O Emplayee only
QO Family

O Employee and spouse

"0 Employee and ch|ld(5en)

QO NO COVERAGE (mmplete waiver)

I Class/Div:”

. {N-72000°HD :'1/2008

1Plan name

Prior dental coverage during the past 12 months (individual or other group coverage)? QO N oy

Prior dental insurance carrier name

O Employee only

Prior orthodontia coverage in the past 12
menths? O N O Y

QO Employes and

Prior coverage type:

O Employee and spouse

Eifective date Policy #
U S _
childicen) Term date - {Prior carvier phone # ( b

O Family

Class (employar will provide you

Annuai sa]ary (lf
$

applicable)

Basnc dependent Ilfe"O N O Y.
Il no, complete walver section,

with this information if needed)

Voluntary employes ile ™ |/
coverage? O N QY |3

Amount {min $15,000)

Primary henefidiary name {Last, First MI)®

Voluntary spouse life

Amount {min, $5,000)

ONOY

Voluntary child{ren) life coverage?

?nnual emplayee salary (if applicable)

coverage" CI N O b $

Coverage type.

5 Bénefit #:

0 Employee only
O _Family

O Employee and spolse
O NO COVERAGE {complete waiver)

O Employee and child(ren)

| Class/Div:™:

U IN-T2000-Y5.571

Plan name

IN-72000

1/2008

Reorder# IN-51340-HD  3/2008



] Last name; . ! [ First name: _I

WVa efiiss . 72000:WV- 113608
| acknowlzdge that | have been given the opportunity to apply for group coverage available to me and my dependents through my employer. | proclzim that |

was not pressured or forced by my employer, the writing agent, or Humana into waiving (declining) coverage. If 1 have waived any coverage offered to me or my
dapendents, my signature is evidence of this action.

I hereby waive coverage for (check all that apply): { decline to apply for group coverage hecause of:
Dental for: O Myself © Myspouse O My dependent child(ren} §{ O Spousal coverage
Basic Life for: O Myself O Myspouse O My dependent child{ren) O Medicare supplement
Vision for: O Myself O Myspouse O My dependent child(ren) O Individual coverage S )
S e : O Coerage under another carrier’s plan provided by my employer
O Other:

True and complete acknowledgement

{ understand, agree and represent: ’

» | have read this document or it has been read to me and answers provided are true and complete to the best of my knowledge and helief.

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

+ il this application for coverage is accepted, coverage will be effective on the date specilied by Humana en the centilicate of coverage/ceriificate of insurance. If |
have a new dependent as a result of a qualifying event, | may in the future be able to enroll myself or my dependents provided | request enroliment with in 31
days after the qualifying avenit. )

« In the event that | should decide to apply for coverage hereafter, that subsequent application shalt be subject to the applicable terms and conditions of the master
group contract{s) or plan provisions which may require additional fimitations and waiting periods.

* | may be required to furnish, at my own expense, evidence of health status satisfactory to Humana. . .
it 1 am declining caverage for myself or my dependents {induding my spouse) because of other coverage, | may in the future be able to enroll myself or my

dependents provided that | request enraliment within 31 days after my other coverage ends. .

* Humana reserves the right to delay medical caverage and/or deny life or dental coverage with any future application for coverage.

I any deductions are required for this coverage, 1-authorize those deductions from my earnings. If selecting the Health Savings Accourit (HSA}, | aujhﬁ;iz'& o

Hurnana or its banking partners to provide my account numbier to my employer for the purposes of depesiting any contributions.

* Any misrepresentation contained hereln refied on by Humana may be used to reduce or deny a cfaims or void the contract within the contestable period if such
misrepresentation materially affected the acceptance of the risk. : :

Authorization : .

My dependents and | authorize any third party to have information regarding myself and my dependants. This indudes zny madical or non-medical information nd

to share any and all such information with Humana, its reinsurer or ts legal representatives, and its affiliates.

My dependents.and't uriderstand and agrée: | 7" PR EE LT amg

* The Information obtained by use of this authorization may be used by Hurmana to make daims determinations, determine eligibility for covérage, eligiblfity for
benefits under an existing policy and plan administration. . : E

* Any information obtained will not be released by Humana to any person or organization except to reinsuring companies, the Medical Information 8ureau, lnc. or
other persons:or organizations parforming health care-aperations or business or legal services in'connection with an-application, claim or'as may he athérwise
lawfully required, or as | {we) may further authorize. Once persanal and healih (induding medical, dental and pharmacy) information is disclosed pursuant to this
authorization, the reciplent may redisdose it and the information may not be pratected by federal and state privacy requitements.

= A photegraphic 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 1 have the right to revake this authorization at any time by writing to Himana's
Frivacy Office. .

This dociment, togetherwith-any supplements; witl form part of any contract and be the basis for any certificate of eoverage/certificate of insurance jssued.. -

-72000-54
dueto the

Signatire elovi

If you decide not to sign this ahrizati ,
inability to obtain the necessary information, * -

Employer o legal representative signature: _ : —— Date:
Nama and relationship of legal representative: ' E ' .

te your plan enrallment or determine your premium rate
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