Union Benefit Services — Colonial Life
724 Forestglen Dr.  McDonough, GA 30252
770-320-8008 office
770-914-1306 fax 678-469-8107 cell

Open Enrollment

This is a voluntary enroliment period and premiwmilsbe set up to be taken out of your paycheckllrgct deposit. If you are interested in
meeting with a benefit specialist to enroll, pleib®ut the following information to save time thi paperwork. Keep in mind that the
disability coverage is being offered oGaaranteed Issuebasis only during this enrollment period.

Social Security # Name

First M. Last
Address City St p_Zi
Gender Date of Birth Marit8katus Hire Date Annual GroszyP
Job Title Home Rhon Cell Phone
Email address Employer Local
Beneficiary DOB Age Relationship

Additional beneficiaries may be added on reverseds of form or separate sheet of paper.

If you want Disability coverage fill out this secton of questions.

Disability Coverage Requested — Monthly benefit $ Elimination

Benefit period Premiumaunt $

- Actively working? ............. Yes  NO__ .o, Have you tested positiveHbV/AIdS?..........cvvveeeens Yes No

-In the past 12 months have you been off work 1@ore consecutive days due to illness or injury?................ccccveee..... YES No_

-In the past 12 months have you receiver mediealtnent, advice or medication for: heart surgeegrhattack, congestive heart failure,
blood pressure or 160/100 or above, TIA, kidnegdse(except stones), insulin dependent diabetdstds diagnosed prior to age 40, can
hepatitis B/C, cirrhosis, Hodgkin's disease or BImkA? .............ccooiiiiiiiiiii i e e e e, Yes _ No_

If you want Accident Care coverage fill out this setion of questions.

Accident Care Coverage —Insured $ Insured& Spouse $ Parent Family $

2 Parent Family $ Number of Elige Children

RIDERS...Sickness Hospital Confinement $ H#aScreening $ Premiurg

-Have you tested positive for HIV/AIS? .........ccoocveiiiieinnnn. Yes _ No___ Spouse? Yes ___ No___ ChildreresY No__

-In the past 12 months have you been off work 1More consecutive days due to illness or injury?es_ No__ SpouseY__ N___

-In the past 12 months have you receiver medieatinent, advice or medication for: heart surgeegrhattack, congestive heart failure, blood pressu
160/100 or above, TIA, kidney disease(except sipiresulin dependent diabetes, diabetes diagnogedtp age 40, cancer, hepatitis B/C, cirrhosis,
Hodgkin's disease or leukemid®2s__ No___ Spouse Yes ___ No Dependents Yes___ No

-Emp actively working¥es___ No__Spouse actively workingPes__ No___If no, is spouse disabled/unable to wowes No

-Within the past 12 months has any dependent bespitalized for respiratory disorders, includin¢hasa, cystic fibrosis, diabetes, heart condition,
cancer(other than skin) or seizures?......Yes.. No____

-Insured - Height Weight Spouse — Height Weight

SpouseName DOB Age

er



If you want Cancer Coverage fill out this section bguestions.

Cancer Coverage — Insured $ Insured@hild(ren) $
Insured & Spouse (with or w/o dependent children) $ Premium $
-Any eligible children applying for covera®e Yes No Number of eligible children

-Within past 10 years, have you tested positiveHdf, sought treatment for AIDS or ARCf2s _ No __ Dependents Y___ No

-Within past 10 years have you been diagnosedavitheated for CANCER of any typ&/ds ~ No __ Dependents Yes __ No

-In the last 5 years, have you or any person apglior coverage received medical advice or soughtment for Skin Cancer, including bag
cell carcinoma, squamous cell carcinoma or melanoih@ark’s level 1 or 2 Yes No (if yes complete a skin cancer rider)

-In the past 5 years, have you or any person appfgr coverage received advice or sought treatrfmercancer, other than skin cancer; or, inghst 12
months have you or others received preventive Hoahdherapy?Yes No Dependents Yes No

If you want Term Life Insurance fill out this section of questions.

Term Life Insurance — Face Amount $ Term Riders Premium $

Spouse name State of Birth DOB Age

- Has the applicant been diagnosed, received tegdtirom a physician for HIV, AIDS and/or ARC?es _~ No___ Spouse? Yes_ No___ Dependevies?  No__
-In the pastL.2 months have you used tobacco in any form? ..........ccccc.. Yes _ NO___ Spouse? Yes__ No__Dependents? Yes_ No____

-In the pas24 months have you used any illicit drugs or contriubstance not prescribed for you or have yogtgdteatment for drug or alcohol abuse?
Yes No Spouse? Yes No  Dependents? Yes___ No___

- In the pas24 months have you been charged with operating amvettcle under the influence of drugs, alcohadaal guilty, no contest, been convicted or havesageh
pending for any felony or misdemeanores___ No___ Spouse Yes___ No___ Dependenes®? Y No__

Within the pas24 months have you been prescribed 3 or more meditzafor high blood pressure been prescribed medication for high blood presaiD cholesterol?
.................. Yes No Spouse? Yes No Dependents? Yes_ No___

- In the past 10 years have you received advieatrtient for internal cancer including leukemia,anema of Clark’s level Ill or higher?Yes_  No____
Spouse? Yes_ No____ Dependents? YesNo

- Have you ever received medical advice or treatrfienheart attack/angina — cardiac/circulatorsgeuy — peripheral vascular disease — stroke -nohiiadney(renal) failure —
systemic lupus disease — congestive heart failenmphysema — bipolar disorder — insulin dependiieties — diabetes diagnosed prior to age 40 — GOfihizophrenia —
multiple sclerosis — paralysis — chronic hepatittsepatitis(except A)?Yes_ No__ Spouse? Yes___ No___ Dependeviess_ No__

Height Weight Spouse Height Weight Dependent height veig Additional dependents

Additional beneficiaries: (continued from first page of information)

Name Age DOB Relationship
Name Age DOB Relationship
isadility
ccidént
ancer Effective Date
ife L

58 First Net Fee

Deduction Total

By signing below, | authorize my employer to deductrom my payroll the appropriate amount of my beneft coverage. | acknowledge and understand that thbenefits
are voluntary and my responsibility for payment ofthe premium(s) if out of work. | also understandthat any changes | make to this benefit after thereollment period
may be subject to additional requirements.

Employee signature to accept Date
This form may be faxed to the office at770-914-1306 Please be sure to fill in the box of each prodtiyou are requesting. Remember to sign and date.



