ALLIED —
e EMPLOYEE MEDICAL EVIDENCE OF INSURABILITY & APPLICATION HORIZONS
S

CALIFORNIA ONLY

Application to American Alternative Insurance Corp. Princeton, NJ
May be Photocopied or Duplicated for use. Please complete in ink and initial any alterations.

SECTION 1 — APPLICANT INFORMATION

HEALTH PLANS

FULL NAME OF EMPLOYEE MARITAL OR DOMESTIC PARTNERSHIP STATUS ADM. Use Only
CASE NO.
RESIDENCE ADDRESS CITY STATE ZIP
EMPLOYEE NO.

TELEPHONE NUMBER (include area code) Best time to contact (if additional information is required by Insurance Company)

CLASS
DATE BEGAN FULL TIME (mm/dd/yy) SOCIAL SECURITY NUMBER

EFFECTIVE DATE
EMPLOYED BY EMPLOYER'’S PHONE (include area code) AVG. NO. HOURS MONTHLY
WORKED WEEKLY EARNINGS
occC

EMPLOYER'’S LOCATION — STREET ADDRESS CITY STATE ZIP YESQO NOOQO

UWF 48
OCCUPATION AND DUTIES LIFE INSURANCE BENEFICIARY AND RELATIONSHIP YESO NOO

DATE
Q1AM OIAMNOT AN OWNER, PARTNER OR CORPORATE OFFICER OF THE ABOVE EMPLOYER UWF 40
YESQ NOOQO
| Am Applying for (check one): QO SELFONLY O SELF AND SPOUSE OR DOMESTIC PARTNER O SELF AND CHILD(REN)
Q SELF, SPOUSE OR DOMESTIC PARTHER, AND CHILD(REN) HEALTH YESQ NOOQ
LIFE YESO NOOQO

I Am Applying for (check all that apply): Q HEALTH INSURANCE QO LIFE INSURANCE

If you have dependents (spouse or domestic partner and/or children) and have chosen not to include any dependents in this coverage, please complete the following:

| AM NOT APPLYING FOR DEPENDENT COVERAGE FOR 1O SPOUSE OR DOMESTIC PARTNER O CHILDREN BECAUSE (check one):
0 Covered by another group/individual health plan. Q Other (explain)

| understand that, if | have dependents and do not make application at this time, | may be forfeiting certain rights as described on the reverse under

Applicant Statement. | understand that | have the right to apply for dependent coverage at this time. | am voluntarily declining dependent coverage and
have not been induced or pressured by anyone to decline coverage.

PARTICIPANT INFORMATION ADM. USE ONLY
Complete for each person to be insured. (use additional sheet if necessary)
NAMES OF PARTICIPANTS RELATIONSHIP | SEX | HEIGHT | WEIGHT DATE OF SOCIAL SECURITY MUW |MHX| LAT |D&R| PXT
BIRTH NUMBER
1.
2.
3.
4.
5.
6.

SECTION 2 — PRIOR INSURANCE COVERAGE CREDIT

Have you or your dependents been covered under any health insurance plan within the last 180 days (excluding any Waiting Period)? .. YES O NO
If Yes, to qualify for prior coverage credit, please provide the following information on all coverage inforce in the past 12 months — Please
note that most of this information can be obtained from your current Insurance Identification Card:

Name of Insurance Company Ins. Co. Phone Number  ( )

Effective date of Prior Coverage* Termination Date

Reason for Coverage Termination

Type of Coverage (i.e., employer sponsored or individual) Policy/Cert. Number

Coverage was for (check all that apply): Q Self O Spouse or Domestic Partner O Children

*We need confirmation of your coverage with your prior carrier. Please provide us with a copy of the Certificate of Creditable coverage
provided by the carrier.

Complete information & sign on page 2. AAIC_CA 80950209
In California doing business as Allied Administration and Insurance Services



SECTION 3 — MEDICAL INFORMATION Please give details to any “Yes” answer below.

1. Within the last five (5) years, have you or any dependent to be insured been hospital confined for any reason? ..........cc.cccoceeeee Q YES 0O NO
2. Within the last twelve (12) months, have you or any dependent to be insured been advised by any medical professional to

have any medical treatment, diagnostic testing or surgery that has not been completed? ...........ccooiiiiiiiiniiiii e Q YES 0O NO
3. Are you or any dependent (whether applying for coverage or not) currently pregnant or receiving fertility treatments or, if

insuring dependents, are you an expectant father or in the process of adopting? .........cocuiiiiiiiiiiieie e Q YES Q1 NO
4. Is anyone applying for coverage disabled, or restricted in or unable to perform the normal activities of daily living and self care?Qd YES 0O NO
5. Is anyone currently taking any prescription MediCatiON? ............ocui oot Qg YES 0O NO

6.  Within the last five (5) years, have you or any dependent to be insured, seen, been recommended to see or been treated by any medical
professional, or been diagnosed with or received diagnostic testing, medication or abnormal test results, for any of the following conditions? Please
circle all that apply and provide details below

+ Brain or Nervous System + Abnormal Blood Pressure

+ Heart or Circulatory System + Chest Pain or Stroke

¢ Blood Disorder ¢ Cirrhosis or Hepatitis C

+ Liver, Pancreas or Kidney Disorder + Pituitary Disorder

+ Diabetes or Sugar in Urine + Chronic Obstructive Pulmonary Disease Cystic Fibrosis, Pulmonary Embolism or Tuberculosis
+ Multiple Sclerosis or Cerebral Palsy + Cancer, Leukemia, Hodgkin’s Disease or Tumor (excluding basal cell)

+ Organ or Tissue Transplant + Immune Disorders including AIDS, HIV and ARC

¢ Lupus * Substance Abuse, Nervous, Mental or Emotional Disorders not including general anxiety

disorders or panic attacks

Use this space to give details to any “YES” answer to questions 1 through 6. Use a separate sheet if additional space is needed; sign
& attach additional pages.

Medical Condition or Dates of Medications Recovery Please list any treatment, surgery or anticipated surgery
Person Specific Reason for Treatment Treatment & Dosages Status for this condition.

SECTION 4 — APPLICANT STATEMENT AND SIGNATURE

I hereby apply for insurance to which | am now or may become entitled under the provisions of the Master Policy issued by the Insurance Company. | authorize my employer to
pay premiums and to deduct any required premium contribution from my earnings. | understand that my employer is being authorized to pay premium, is my agent and not the
agent of the Insurance Company, and that my insurance may be terminated if premiums are not paid by my employer as required.

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
may be found guilty of insurance fraud in a court of law. | understand that my coverage, if approved, and that of my eligible dependents, will be subject to the pre-existing
condition and replacement of coverage provisions specified in the Master Policy. | understand that, subject to the replacement of coverage provisions of the Master Policy, | may
not be eligible for coverage if | am currently totally disabled.

If I choose not to apply for dependent coverage and my dependents do not currently have other qualifying coverage, | understand that my dependents' right to enroll in the future
may be restricted: 1) For medical insurance, their Pre-Existing Condition Limitation Period will be extended to twelve (12) months; 2) For life insurance, satisfactory evidence of
their insurability will be required at my expense. Refer to the Late Applicant Eligibility, Effective Dates and Pre-Existing Conditions Limitations provisions set forth in the Master
Policy. As a result, | also waive all claims under the Master Policy to such forfeited benefits for my dependents.

PERSONAL INFORMATION NOTICE

As required by law, this notice is intended to inform you that 1) Personal information may be collected from persons other than the individual applying for coverage;
2) Such information as well as other personal or privileged information collected by the Insurance Company or its legal representative may be in certain instances, as prescribed
by law, disclosed to third parties without your prior authorization; 3) You have the right to access and correct the collected information; 4) Your right to access does not include
any information which relates to and is collected in connection with, or in reasonable anticipation of, a claim or civil or criminal proceeding; 5) We will provide a more detailed
notice of insurance information practices upon request.

AUTHORIZATION FOR RELEASE OF INFORMATION
| authorize the disclosure of all nonpublic personal information and individually identifiable protected health information for me (and my dependent(s), if requesting dependent
coverage), including but not limited to employment status, other insurance coverage, diagnosis, prognosis, medical treatment or care and physical or mental conditions
(including alcohol or drug dependency), by any physician, medical practitioner, hospital, other medical related facility, insurance company, employer or benefit plan having such
information, to the Insurance Company or its legal representative, agent or vendor, for the purpose of approving enrollment and processing claims. | acknowledge and agree
that this authorization shall be valid for two (2) years; that | may revoke it in writing at any time; that | may request a copy of this authorization; that enrollment, but not the
processing of claims, is conditioned on my signing this authorization; that this authorization will be used as its own document, separate from the application; that a photocopy of
this authorization shall be as valid as the original; and that | have authority to act as the personal representative of my dependent(s) (if requesting dependent coverage).

Signature of Employee X Date

RETURN APPLICATION TO ALLIED NATIONAL, INC. e DBA ALLIED ADMINISTRATION & INSURANCE SERVICES
UNDERWRITING e P.O. BOX 29187 « SHAWNEE MISSION, KS 66201-9187
Electronic copies of this application submitted via facsimile, email, or other electronic means shall be deemed an original.



AGENT STATEMENT

To the best of my knowledge, the information on the application is complete and accurate. | have explained to the
applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information and the applicant
understood the explanation.

Notice: If a declarant willfully states as true any material fact he or she knows to be false, that person shall, in addition
to any applicable penalties or remedies available under current law, be subject to a civil penalty of up to ten thousand

dollars ($10,000). Any public prosecutor may bring a civil action to impose that civil penalty. These penalties shall be
paid to the Insurance Fund.

Signature of Agent (required) Date

Print Name

CALIFORNIA LANGUAGE SURVEY

In order to provide Language Assistance Services to our health plan insureds in the state of California, we are required to
ask you to complete this survey to self-identify your race, ethnicity and language preferences. Submission of this
information is voluntary and refusal to provide it will not subject you to any adverse treatment. The information obtained will
be kept confidential and may only be used in accordance with the provisions of applicable laws and regulations.

What is your race?

If the race of any member of your household covered by the health plan is different than yours please state their race:

What is your ethnic background?

If the ethnic background of any member of your household covered by the health plan is different than yours please state
their ethnic background:

Are you fluent in speaking English? If not, what language is your primary spoken language?

If the primary spoken language of any member of your household covered by the health plan is different than yours please
indicate what language that is:

Are you fluent in written English? If not, what language is your primary written language?

If the primary written language of any member of your household covered by the health plan is different than yours please
indicate what language that is:




No Cost Language Services. You can get an interpreter and get documents read to you in your language. For help, call us at the
number listed on your ID card or 1-800-825-7531. For more help call the CA Dept. of Insurance at 1-800-927-4357.
English

‘33_)1\ e W daatt aeluadt e Jguanll A ) 220l Sl 35 o) 3] )34 ‘\A_)S.édlb O gl Sy LAdlgs a_gdglng._ﬁ Gladd
L) gillS A ¢ (el 5 1ol Gl ecils sladdl 30 2 3l o Jsemall 1.800-825-7531 af ¥ Ao i i guac A8ty o Cpall
Arabic. 1-800-927-4357 a3l e

Ulnj&wp LEquljub Swmompmitiikp: dnup fupnn bp pupguub dinp plipky b rwunupnelipn pbplipgly v dkg
hunlwp huglinkl (kqyny: Oglinyenut hwdwp Jdliq quiiguihwplip dlip huplinippub (ID) wnnduh Jpw ogws Guad
1-800-825-7531  hwdwpny: Lpwgnighs oglintpjwl hwdwp 1-800-927-4357 hwdwpny quiiquhwpbp Ywihbnplhwgh
Uwuwhndugnpnipjub Pudwininibp: Armenian

RREERS - EEEORAMRE - AT TRAERGEEE - UG - FEE QARSI B - KT
1-800-825-7531  HEZR{FIHAE - AUEVRH AR - SHTEE1-800-927-4357 BEALMIRIGETH#RE - Chinese

Cov Kev Pab Txhais Lus Tsis Them Nqi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom neeg nyeem cov ntawv
ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob hauv koj daim yuaj ID los sis 1-800-825-7531. Yog xav
tau kev pab ntxiv hu rau CA lub Caj Meem Fai Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357. Hmong

HEHOREY-PA BAZETCEREIRML,. 2EEEHH LET, Y-EARIFLEOHL. IDH—-FREHOB ST
1-800-825-7531 FTHRAILVEHELIZEL, BEL3BRBIOEDHBIEX, DUFAHILZPMREEFT . 1-800-927-4357F T
JEHEIZELY, Tapanese

shngmenmafinig 1 snmsegruussnuatpman Sumsoranigsgath mantgr 1 wmilsw aegitigEAdadmumettuns
ot maiesIuREA Uie 1-800-825-7531 1 mnudswuigwiein gugiimelpatmsngiigmaidian

MyIe 1-800-927-4357. Khmer

22 &Y HBIA. Aols =20 S HUIAS HOM £ YOI sl=02 ARE YSdlF= AUIAS HOA &

AUalIth. =50l 2okt =2 Aot ID FE0 LI2HRA=E 2H & 2h:1-800-825-7531 1O & Z8foll =8AIQ. YL
ArHlet Atets ZClota =2 222 LI0F = PE=, Ol 83} 1-800-927-435721 @ & ¢edoll =4 AlQ. Korean

il sl a8 oadl s (Bl s one 8 03 43 S e 2850 5 S oalifal AU aa e Sy cles Sl ailhe L) 40 begw L2 Olads
A3 il S8 il sl oK oAl 1-800-825-7531 o bedi gl by ol sali a8 L JHulid 3 JS (534S o Lo 35k 51 L b eSS
Persian .28 Gili 1-800-927-4357 o jfad 45 (Lt S 4o sl) CA Dept. of Insurance

HES IF AEet. I g9ie €t AT IHS a9 Aae J W3 RS ¢ Unsl RY T FaR JI 9% eAged 3 U
€9 37 7 HaE I51 HEE B8, 33 wEiSt (ID) 93 '3 83 399 3 7 1-800-825-7531 '3 AS 26 SJ| T0Q Hee S8
RIS furgeie wig fisidH § 1-800-027-4357 '3 26 J1 Punjabi

BecniaTHHE YConyrm nepesoga. Bbl MOXETE BOCMONbL30BATLCA YCMyraMu nepeBoayuka, U Baln AOKYMEHTHI NpoYTyT
ANA Bac Ha pycckom Asbike. Ecni Bam TpebyeTcsa NoMOLLb, 3BOHWUTE HamM Mo HOMEpY, yka3aHHOMY Ha Ballewr
MAEHTUDWKaUMOHHOW kapTe, unu 1-800-825-7531. Ecnun Bam TpebyeTcA AoNoONHUTENEHAsA NOMOLLb, 3BOHUTE B
HdenapTtameHT cTpaxoeanus wrarta KanudopHua (Department of Insurance) no TenedoHy 1-800-927-4357. Russian

Servicios de idiomas sin costo. Puede obtener un intérprete y que le lean los documentos en espafiol. Para obtener ayuda, llamenos al
numero que figura en su tarjeta de identificacion o al 1-800-825-7531. Para obtener mas ayuda, llame al Departamento de Seguros
de CA al 1-800-927-4357. Spanish

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa Tagalog ang mga
dokumento. Para makakuha ng tulong, tawagan kami sa numerong nakalista sa iyong ID card o sa 1-800-825-7531. Para sa
karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357. Tagalog

Cice Dich Vi Trg Gitip Ngon Ngi Mién Phi. Quy vi ¢é thé duge nhin dich vy thong dich va dide ngudi khéc doc gitip céc
tai liéu bang ti€ng Viét. DE duge gitip d&, hiy goi cho chiing t6i tai s§ dién thoai ghi trén thé hdi vién cda quy vi hodc
1-800-825-7531. D€ dude trg gitip thém, xin goi S6 Bdo Hiém California tai s6 1-800-927-4357. Vietnamese.



