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APPLICATION FOR GROUP LIFE, AD&D,
SHORT TERM AND LONG TERM DISABILITY INSURANCE, VOLUNTARY STD, LTD AND CRITICAL ILLNESS

EMPLOYER INFORMATION

1. FULL LEGAL NAME OF EMPLOYER (as it should appear on policy) Telephone Number ( )
Area Code

Full Years in Business
Email Address

2. EMPLOYER’S FEDERAL TAX ID NUMBER
Type of Business

i.e.. Partnership, Sole Proprietorship, Corporation, etc.

3. ADDRESS Street Post Office Box ZIP
City County State ZIP
4. ADMINISTRATIVE CORRESPONDENGE with the applicant should be addressed to
Name Title
NATURE OF BUSINESS
REQUESTED EFFECTIVE DATE (12:01 a.m.) , 20

PREMIUMS ARE TO BE PAID MONTHLY.

Are there subsidiary or affiliate businesses covered under this plan? [ Yes
If YES, please state name and nature of each subsidiary or affiliate

© N o 9

1 No

Are separate billings required? [ Yes [ No If YES, please provide billing instructions

9. Type of Administration [ Home Office Administered [] Group Administered [J MGU/TPA/GBA Administered

(minimum 250 lives)

10. Will the requested insurance replace existing insurance? [ Yes

proposed termination date

EMPLOYEE ELIGIBILITY

11. The normal workweek for full-time employeesis ____ hours.
Eligibility: All regular full-time employees working a minimum of hours per week.

(The minimum workweek for full-time employees to be eligible for benefits is 30 hours. Employees working fewer than 30 hours per
week may be acceptable for Life and STD. Contact Companion Life for approval. LTD requires a minimum of 30 hours per week.)

] No  If YES, give coverage, name of existing carrier and

12. The employee waiting period for participation is
[ None (effective on next billing date).
[ After  days of continuous employment (30, 60, etc.).
(1 After  months of continuous employment (1, 2, etc.).

14. Employees hired after the plan effective date are to be covered

[ First of the month following completion of the waiting period.
[ Fifteenth of the month following completion of the waiting period.
O] Immediately.

15. Number of eligible employees

13. Current eligible employees are to be covered immediately.
16. Number of enrolled employees

17. SCHEDULE OF BENEFITS (If space provided is inadequate, please attach additional page.)

CLASS DEFINITIONS BASIC SHORT TERM | LONG TERM | VOLUNTARY | VOLUNTARY VOLUNTARY
(Describe Below) LIFE /AD&D | DISABILITY DISABILITY STD LTD CRITICAL ILLNESS
O All full-time employees Benefit Amount: | Plan: % | Plan: % | Region:
/1 /1
[ Other $ T T |Max$ T T [Max$
% Benefit Amount:
Elimination Period: Elimination Period:
Max $ $

Pre-Ex: Pre-Ex:

Percent of Premium Paid by Employer % % % % % %

If a Section 125 Plan is in effect, please complete Question 20.
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SPECIFICATIONS FOR INSURANCE

18.

19.

20.

21.

22.
23.

24.

25.

Are there any ineligible classes or divisions? [J Yes [ No If YES, please describe

Are any eligible employees disabled at this time? [J Yes [ No  If YES, please describe

Is a Section 125 Plan in effect? [ Yes [J No [ N/A
If yes, please indicate which Companion Life Benefits will be subject to the Section 125 Plan and note the employer’s and employee’s
contributions.

[ Life & AD&D [1STD CILTD (] Voluntary Life [ Voluntary STD [ Voluntary LTD [ Critical lliness
ER % ER % ER % ER % ER % ER % ER %
EE % EE % EE % EE % EE % EE % EE %

BASIC LIFE AND AD&D BENEFITS reduce as follows (select one)
] 35% at age 65, 50% at age 70 and then 75% at age 75. Benefits terminate when employee is no longer actively at work.
[ 35% at age 69, 50% at age 70. Benefits terminate when employee is no longer actively at work.

O % at age and then % at age and then % atage _____.
Benefits terminate when employee is no longer actively at work.
BASIC LIFE AND AD&D guaranteed issue amount $
DEPENDENT LIFE BENEFITS [J Yes [ No
A. Spouse Amount $§__ (Cannotexceed the lesser of 50% of employee’s Life amount or $10,000.)
B.  Maximum Child Amount $§_ (Cannotexceed the lesser of 50% of employee’s Life amount or $10,000.)
C. Coverage for children continuesuntilage ___ oruntilage ____ if a full-time student.
D. Percent of premiums paid by employer __ %

SHORT TERM DISABILITY (STD) BENEFITS [ Yes [ No (Excludes occupational injury or sickness)
A. Benefits are payable from day accidentand ____ day sickness for maximumof ____ weeks.

B. For benefits expressed as a flat amount, the maximum benefit will be the lesser of the flat amount or 70% of weekly earnings.

VOLUNTARY STD [J Yes [ No Buy-UpPlan [J Yes (Select benefit plan below. Must match STD Plan #24A above.)

A.  Enroliment minimum of five employees

B. Full maternity coverage is included

C. $10,000 accidental death benefit is included

D. A 12/12 pre-existing condition exclusion applies

E. Voluntary STD coverage excludes occupational injury or sickness

F.  The coverage is not available if another STD program from Companion Life is in force (except Buy-Up Plan)

G. Buy-Up Plan: Employer purchases $100/wk STD Plan for all eligible employees

H. Employer’s Plan Selected 1st Plan 2nd Plan (if applicable) Buy-Up Plan Option (if selected)
(Enter plan number in box.) (Only for employers with (Employees may purchase

100 or more eligible employees) additional Voluntary STD benefit.)
Benefits Begin

Plan Selected Accident Sickness Duration
Plan 1 1st Day 8th Day 13 Weeks
Plan 2 8th Day 8th Day 13 Weeks
Plan 3 15th Day 15th Day 13 Weeks
Plan 4 1st Day 8th Day 26 Weeks
Plan 5 8th Day 8th Day 26 Weeks
Plan 6 15th Day 15th Day 26 Weeks
Plan 7 15th Day 15th Day 52 Weeks
Plan 8 30th Day 30th Day 52 Weeks
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26. TRUE GROUP LONG TERM DISABILITY BENEFITS  [1 Yes [ No

A. Benefits are payable after an elimination period of days. B. Benefits are % of basic monthly earnings.
C. Maximum monthly benefit is not to exceed $ . D. Minimum monthly benefitis$— |
E. Maximum benefit period will be  [] SSNRA (Reducing Benefit Duration) [ To age 65 ] 5 Years ] 2 Years
F. Own occupation definition ~ [J 2 Year ] 3 Year ] 5 Year [ Extensive (to age 65)

G. Benefit integration will be as follows [J Primary and Family Social Security (standard) [ Primary Social Security

H. Optional policy features to be included are specified as follows

| Pre-existing condition limitation: (10-24 Lives) Standard: 12/6/24, not available in CO, FL, MD, MS, MT, PA, SC, WI, WV
FL & PA: 3/6/12 Others: 12/12 (25+ Lives) Standard: 3/6/12
27. VOLUNTARY CRITICAL ILLNESS [J Yes [ No Enrolled employees will have the following Critical lliness Benefit Amount:
] $5,000 (10+ eligible ees) [J $10,000 (25+ eligible ees) [1 $15,000 (100+ eligible ees) [ $20,000 (200+ eligible ees)
Benefits reduce 25% at age 60 and 50% at age 65; benefits terminate at retirement.

28. VOLUNTARY LONG TERM DISABILITY BENEFITS [ Yes [ No
Companion Cornerstone Plan

A. Maximum benefit period will be [ SSNRA (Reducing Benefit Duration) [J To age 65 ] 5Years ] 2 Years
B. Elimination period [] 90 days [ 180 days [ Other
C. All employees receive coverage equal to % of their earnings to a maximum monthly benefit of $ , limited to a
maximum of $6,000.
D. Pre-existing condition limitation: (10-24 Lives)
Standard: 12/6/24 not available in CO, FL, MD, MS, MT, PA, SC, WI, WV
FL & PA: 3/6/12
QOthers: 12/12
29. SPECIAL REQUESTS/INSTRUCTIONS

EMPLOYER’S SIGNATURE

PLEASE READ CAREFULLY

Quotations were based on the proposal data submitted to Companion Life. Final premium rates will be determined on the basis of the actual
composition of the group of persons who become insured.

If the initial deposit is at least equal to the first month’s premium, and if the requested insurance is acceptable under Companion Life’s
current rules and practices, insurance under the terms of the policy shall be effective on the effective date requested. Otherwise, insurance
becomes effective only when a policy is delivered and accepted in writing. In the interim, liability is limited to a return of the original
deposit. Only Companion Life’s home office has the authority to guarantee the acceptability of the requested insurance.

Dated at this day of , 20
(City/State)

(Signature of Employer) (Title) (Witness)

AGENT’S REPORT
30. INITIAL DEPOSIT (Minimum first month’s premium is required.)  §

31. ﬁrﬁgll thelemployees to be insured for Disability Income covered by Workers’ Compensation? [ Yes [ No
, explain

32. Have you explained to the employer that an employee not actively at work on the policy effective date will not be covered until such
employee returns to active work full time unless approved in writing by an underwriter or officer of Companion Life?

[JYes [ No Remarks

33. Is there another group insurance plan(s) that duplicates any of the benefits applied for with this application that will remain in force or
bF pl(aged concurrently with this plan(s)? [0 Yes [ No  If YES, please describe the benefit amounts and purpose(s) of this
plan(s

34. Is agent or broker licensed in the state of this group for the types of insurance solicited? [ Yes 1 No

35. To the best of the agent’s or broker’s knowledge, replacement [ is [ is not involved with this transaction.
36. Print name of agent/broker
37. Signature of agent/broker Date

See Last Pages Companion Life Form 95734 for Fraud Notices
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GENERAL FRAUD WARNING: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR
PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR
INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.

The fraud warnings listed below are applicable in the states of AL, AK, AZ, AR, CO, DE, DC, FL, ID, IN, KS, KY, LA,
ME, MD, MA, MN, NH, NM, OH, OK, OR, PA, RI, TN, TX, VT, VA, WA, and WV. Please review the appropriate fraud
warning relevant to the state that you reside in prior to submitting your claim.

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents
false information in an application for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or
any combination thereof.

Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false,
incomplete, or misleading information may be prosecuted under state law.

Arizona: For your protection, Arizona law requires the following statement to appear on this form. Any person who knowingly presents
a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

Arkansas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard
to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department
of regulatory agencies.

Delaware: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing
any false, incomplete or misleading information is guilty of a felony.

District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding
the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits, if
false information materially related to a claim was provided by the applicant.

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement of claim containing
any false, incomplete, or misleading information is guilty of a felony.

Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or
misleading information commits a felony.

Kansas: Any person who knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge or belief
that it will be presented to or by an insurer, purported insurer, broker or any agent thereof, any written, electronic, electronic impulse,
facsimile, magnetic, oral, or telephonic communication or statement as part of, or in support of, an application for the issuance of, or
the rating of an insurance policy for personal or commercial insurance, or a claim for payment or other benefit pursuant to an insurance
policy for commercial or personal insurance which such person knows to contain materially false information concerning any fact
material thereto; or conceals, for the purpose of misleading, information concerning any fact material thereto may be guilty of a criminal
act punishable under law and may be subject to civil penalties.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim
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.

Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.
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Maryland: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who
knowingly and willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison.

Massachusetts: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents
false information in an application or contract for insurance may be found guilty of a crime and may be subject to fines and confinement
in prison.

Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

New Hampshire: ANY PERSON WHO, WITH A PURPOSE TO INJURE, DEFRAUD OR DECEIVE ANY INSURANCE COMPANY, FILES
A STATEMENT OF CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS SUBJECT TO PROSECUTION
AND PUNISHMENT FOR INSURANCE FRAUD, AS PROVIDED IN R.S.A. 638:20.

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR
BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY
BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files
a claim containing a false or deceptive statement is guilty of insurance fraud.

Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive an insurer, makes any claim for the
proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Oregon: Any person who knowingly presents a false statement of claim for insurance may be guilty of a criminal offense and subject to
penalties under state law.

Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application

for insurance or statement of claim 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 and subjects such person to criminal and civil
penalties.

Rhode Island: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Tennessee: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject
to fines and confinement in state prison.

Vermont: Any person who knowingly, and with intent to injure, defraud or deceive any insurance company, files a statement of claim
containing any false, incomplete or misleading information may be guilty of fraud and may be subject to criminal or civil penalties.

Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose
of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-
800-537-7697 (TDD).

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MRE, HREEAEGBNESR, BERAREIESAEMNMHE CEENRELIEMN
B, AA—IEES, 5% 1-844-396-0188, (Chinese)

ES IR BAIAA

rlllll

Né&u quy vi, hodc la nguwdi ma quy vi dang giup d&, cé nhitng ciu hdi quan tdm vé chwong trinh strc khoe nay, quy
vj sé dugc gilp d& véi cac thong tin bing ngdn ngir cia quy vi mién phi. D& ndi chuyén véi mot thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

OOI-

t 22 HE0| US| H 1-844-396-01872 A FHA|2.

Ol AZEHO| 25t ==t f
° QFE ELIC} (Korean)

Totel vl 8 £HELO| o=

2
|_|—|

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecan y Bac nav anua, KOTOpomy Bbl MOMOraeTe, MMelTCs BONPOChI Mo nosoAy Balero naaHa MeanuUUHCKOro
obcnyKunsaHus, To Bbl MmeeTe npaso Ha BecnnaTtHoe NoyYeHne NoMOoLLM M MHGOPMaLLMM Ha PYCCKOM fA3biKe. s
pa3roBopa c nepeBoAYMKOM No3BoHUTe no TenedpoHy 1-844-389-4840. (Russian)

il slaall 5 s2elisall o Jgamall 3 3l chals oda daall Aad (o geady i saelud (s o)l el (1S )
(Arabic) 1-844-396-0189 @ Juail aa jie pe il 2SS 491 ()53 (o izl 4y ) 5 yuall
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
entépret, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interprete, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezpfatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac¢ z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre este plano de salude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hlat-, FEEHEENEHEFZIATOEIAN., CORBER ICODVTIEBASSNWELES, &
FEDEBETHR—FZ2ZTY,. BREAFLEYITZZENTEET, HEEIHLMY FEEA., BR
EEEINDIEE. 1-844-396-0185 FTHEFEL ZE LY,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

ol gy a2l soylo o Y hw wdS 0 SeS gl an 4SS soyd Lo Lad S
Oy yeb 4 1y 0e3 Olo) 4o oledbl 3 SaS 4SS oyl Ty ol G edobdly addls
Juols> wlas  1-844-398-6233 o lad Lo Labd ¢ p>yi0 Ly §o4S Guxo ol g o do5S adloyo

(Persian-Farsi) . Lo

Ni da doodago t’44 haida bika’ana nilwo’igii dii Béeso Ach’4éh naa’niligi haa’ida yi na’ idit kidgo, niha’ahoot’i’
nihi ka’a’doo wolgo kwii ha’at’ish{f bi na’idotkidigi doo bik’¢’azlaagdd. Ata’ halne’é ta’ bich’{’ ha desdzih
ninizingo, koji” béésh bee holne’ 1-844-516-6328. (Navajo)
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