TELE-APP CHECKLIST: ASSURANT

o Use BLACK INK, write legibly and INITIAL any corrections made.

« Fill in all applicable sections of the application including signatures and dates where
indicated. Applications that are unsigned, undated or incomplete may resuit in a delay of

coverage.
« Billing Section:

» Check-o-matic (bank draft): With this method, no payment is required with the application.
Upon approval, your checking account will be debited for a minimum of first month premium
plus the one-time (non-refundable) application fee of $20.

> Quarterly, Semi-Annual or Annual: For faster processing, check off Credit Card (for first
payment only), in which case your credit card will be charged upon approval for the initial
payment due plus $20 processing fee. Otherwise, include a check with application to cover a
minimum of first month premium plus the $20 application fee.

> Be sure to sign and date Billing section on page 2 to authorize either or both the Check-o-matic
and/or Credit Card Payment sections (if opted).

e Mail or fax your application to: Alternative Benefit Solutions
P.O. Box 16234
Hooksett, NH 03106-2813

Fax #: 603-218-6447
Otherwise, contact your agent to set up appointment or make other suitable arrangements.

* Personal Health History (Telephone) Interview: Follow the ‘Personal Health History
Interview Instructions’, to include calling Assurant’s Underwriting at 1-888-506-8201 as
soon as possible to answer pertinent medical questions to determine ehgibﬁ:ty This will
take 15 to 25 minutes on average.

IF YOU HAVE ANY QUESTIONS ON THE PLAN BENEFITS OR COMPLETION OF YOUR APPLICATION.

CALL: TOM BUONANDUCI—Insurance Broker
Phone: 603-622-5700 Toll-free: 1-877-842-1546

PS Assurant Health products are Medically underwritten plans, with approval, ratings, etc. subject to company’s underwriting guidelines.



Tele-App Part 1 Enrollment Form for

Medical Insurance for Individuals and Families PLEASE PRINT IN BLACK INK

Agent Name: T.A. BUONANDUCI Phone Number: __©03~622~-S700

Agent Number:_OOOZY|OR ~DO000) E-mail Address: l—leal-l—kPIav\ganr\gs@ comcgst net
Key Agency Contact: Agency Name: AH’E%“'\\}G BQV\QC\*‘ $o |UT101'\S e,
Fax Number:__(03- 2|8~ 64471 Agency Number:_000 8410R—1 0000 |

TYPE! OF ACTIVITY (Please check appropriate box.)

[0 NEW If not a new enrollee, check appropriate box and list affected policy number.

[JCHANGE/ADDITION TO AN EXISTING POLICY. POLICY #
O Internal Replacement [ Conversion (over age dependent/divorce)

PERSON(S) TO BE INSURED

Name Sex | Age | Birthdate State Social Security Number
Last First M (MM/DD/YY) | of Birth
1. PRIMARY
2. SPOUSE
3. DEPENDENT(S) Name Sex | Age | Birthdate |Full-time| Social Security Number
(list relationship) Last First M (MM/DD/YY) |Student?
4. Resident Address:
(NO RO, BOXES) (Street) (City} (State) (ZiP)
5. Phone Number: ( ) 6. E-mail Address:
7a. Are any of the propased insureds covered by any type of medical insurance?................... [ Yes (complete section belowj
..................................................................................... O No
Proposed Insured’s Insurance Company Group or Type of Effective Date | Termination Is this coverage
Name Name Individual Coverage (MM/DDIYY) Date being replaced by

(MM/DDIYY) proposed coverage?

REMEMBER TO FAX PAGES 1, 2 & 3 AND THE SOFTWARE PROPOSAL TO
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7b. Primary Insured Occupation:

Company Name: Work Number: ( )

Duties:

Is the Primary insured self-employed? . . ... ........... S bn SRR S SRS B S [OYes [ No
Is the Primary Insured covered by Workers’ Compensation? . . .. ......... v A vee... OYes [ No

7c. Spouse Occupation:

Company Name: Work Number: ( )

Duties:

Is the Spouse self-employed? . . . . .. ... .ottt e s I OYes [ No
Is the Spouse covered by Workers’ Compensation? . . .. ....... SRS SR e — OYes 0O No

[J Monthly Check-O-Matic [J Quarterly [ Semi-Annual [J Annual [J List Bill (monthiy only)
Credit Card: [J First Payment Only*

“With this option, you must select a secondary billing mode for subsequent payments. Please make selection above and provide all necessary information.

If billing address is different than resident address, please complete:

Payor Name Address City State ZIP

AUTHORIZATION FOR CHECK-O-MATIC BILLING ONLY — Choose the following option that applies:
] To begin Check-O-Matic withdrawals:

Select a desired withdrawal day (1-28): Y it 1234
Bank Name: Anytown, US 12345 -
- B g )
. : PAY TO THE ORDER OF
[0 To add this policy to an existing Check-0-Matic: SOLLARS
Existing COM Number: ; ARYTOWN BANK

MEMO

Associated Policy Number: @I@ )
(ROUTING NUMBER - 9 DIGITS) (CHECK NUMBER)

HUMBER)

I

Routing Number: Account N

1 Check-O-Matic (Complete authorization below)

| (we) hereby authorize Time Insurance Company, hereinafter called COMPANY, to initiate debit entries to the account and depository, hereinafter

called DEPOSITORY, indicated on the other side, to debit the same to such account. This authority is to remain in full force and effect until COMPANY and
DEPQOSITORY have received written notification from me {or either of us) of its termination In such time and in such manner as to afford COMPANY and
DEPOSITORY a reasonable opportunity to act on it.

P

Signature of Payor Date Signed

AUTHORIZATION FOR CREDIT CARD PAYMENTS

When selecting MasterCard/VISA Card: | authorize Assurant Health to charge my account for the Individual Medical policy listed above.
| understand there will be no refund of premium after the 10-day free look period in the contract.

B VISACardNumber: o s i e e e e s i
O MasterCard Number:
Exp. Date: /

Name as it appears on card:
Signature of Payor: v Date:

REMEMBER TO FAX PAGES 1, 2 & 3 AND THE SOFTWARE PROPOSAL TO
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COMPLETE IF REQUESTING LIFE INSURANCE COVERAGE

Beneficiary for Primary Insured:

{Full Name) (Relationship)

Contingent Beneficiary:
(Full Name) (Relationship)

The Primary Insured is the beneficiary of any Spouse or Child(ren) Life insurance.

EMPLOYER SPONSORED BUSINESS (ESB) STATEMENT

You understand and agree that you are applying for individual health insurance for you (and your family). You further understand that
this application for health insurance will be fully medically underwritten and that coverage is not guaranteed. You are personally
paying the entire premium for this health insurance coverage. Your employer is not contributing in any way to the payment of
premium, either directly or indirectly.

Do you agree with this Statementy ... imniissdrasimiinnaiimmnnniibuininis s 1 Yes:. [ CNe

AUTHORIZATION

In order to determine my (our) eligibility for insurance, | authorize any licensed physician, medical practitioner, hospital, clinic, any
pharmacy, pharmacy benefit manager or pharmacy-related entity, any medically-related facility, insurance company, the Medical
Information Bureau, employer, or consumer-reporting agency to give Time Insurance Company (or any consumer-reporting agency
authorized by Time Insurance Company) any information regarding me or my family as to employment, other insurance coverage,
personal information, and medical or pharmacy care, advice or treatment, or medication use.

| represent to the best of my knowledge and belief, that all statements and answers on Part 1 are complete and true. My recorded
Personal Health History, Part 1 and any amendments shall be the basis for the contract. | also agree that: (1) Within 30 days of policy
delivery, | must formally accept the offer by verifying the accuracy of the enrollment form information with a signature and returning
that signed acceptance to Time Insurance Company. (2) Except as otherwise provided in the Conditional Receipt, the insurance,
if approved by Time Insurance Company, will be in force only when issued by Time Insurance Company and accepted by me. (3)
| understand and agree that any information | provide through this application process may be shared with persons necessary to
facilitate issuing coverage, including but not limited to my agent or broker. (4) If any of these conditions are not met, Time Insurance
Company has the right to rescind its offer of coverage and the full extent of its liability shall be limited to the sum received.

| hereby authorize any health care provider or medically related facility, pharmacy or pharmacy related facility, the Medical
Information Bureau, Inc., consumer reporting agency, insurance or reinsurance company or employer having information about me or
my minor children to provide all such information as may be requested to Time Insurance Company, its legal representative or any
medical records retrieval service Time Insurance Company may engage, including, but not limited to, EMSI.

This authorization includes any and all information you may have about me, including, but not limited to, information regarding
diagnosis, testing, treatment and prognosis of my physical or mental condition as well as alcohol abuse treatment, drug abuse
treatment, psychiatric treatment, pharmacy prescriptions, HIV testing and treatment, STD testing and treatment, sickle cell testing
and treatment, prescription history, lab data and EKGs. This information may also be disclosed to any medical records company
engaged by Time Insurance Company, including but not limited to EMS! and its agents. Although federal regulations require that we
inform you of the potential that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient
and no longer be protected by such regulation, all information received by Time Insurance Company pursuant to this authorization
will be protected by federal and state privacy laws and regulations. A copy of this authorization will be valid as an original.

| understand that this authorization is required in order to enable Time Insurance Company to make eligibility or enrollment
determinations relating to me and/or my minor children or for Time Insurance Company’s underwriting or risk rating determinations.
if | refuse to sign or revoke this authorization, Time Insurance Company may refuse to consider my application for enrollment.

| understand that | may revoke this authorization at any time by notifying Time Insurance Company in writing of my desire to revoke.
Such revocation must be sent by certified mail to the following address: Privacy Office, Time Insurance Company, P.O. Box 3050, 501
West Michigan, Milwaukee, WI 53201-3050. Such revocation will not be valid if Time Insurance Company has taken action in reliance
on the authorization.

Unless an earlier date is required by law, this authorization expires upon the earliest of the following events: denial of my application,
declination of enrollment, or, if insured, when | am no longer an insured of Time Insurance Company.

V. v

Signature of Primary Proposed Insured Signature of Spouse or Other Insured (if proposed to be insured)
(Circle one)
AWM./ PM.
Date Signed Time Signed City & State Requested Policy Effective Date

Conditional Receipt Given? [ Yes O No

REMEMBER TO FAX PAGES 1, 2 & 3 AND THE SOFTWARE PROPOSAL TO
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&% ASSURANT Health Underwriting Authorization
- v

Name of Proposed insured(s):

Address:

| hereby authorize any health care provider or medically related facility, pharmacy or pharmacy related
facility, the Medical Information Bureau, Inc., consumer reporting agency, insurance or reinsurance company
or employer having information about me or my minor children to provide all such information as may be
requested by Time Insurance Company, its legal representative or any medical records retrieval service Time
Insurance Company may engage, including but not limited to, EMSI.

This authorization includes any and all information you have about me, including, but not limited to,
information regarding diagnosis, testing, treatment and prognosis of my physical or mental condition as
well as alcohol abuse treatment, drug abuse treatment, psychiatric treatment, pharmacy prescriptions, HIV
testing and treatment, STD testing and treatment, sickle cell testing and treatment, prescription history, lab
data and EKG’s, This information may also be disclosed to any medical records company engaged by Time
Insurance Company, including but not limited to, EMSI and its agents. Although federal regulations require
that we inform you of the potential that information disclosed pursuant to this authorization may be subject
to redisclosure by the recipient and no longer be protected by such regulation, all information received by
Time Insurance Company pursuant to this authorization will be protected by federal and state privacy laws
and regulations. A copy of this authorization will be valid as the original.

| understand that this authorization is required in order to enable Time insurance Company to make eligibility
or enrollment determinations relating to me and/or my minor children or for Time Insurance Company’s
underwriting or risk rating determinations, If | refuse to sign or revoke this authorization, Time Insurance
Company may refuse to consider my application for enroliment.

| understand that | may revoke this authorization at any time by notifying Time Insurance Company in
writing of my desire to revoke. Such revocation must be sent by certified mail to the following address:
Privacy Office, Time Insurance Company, P.O. Box 3050, 501 West Michigan, Milwaukee W1 53201-3050. Such
revacation will not be valid if Time Insurance Company has taken action in reliance on the authorization.

Unless an earlier date is required by law, this authorization expires upon the earliest of the following events:
Denial of my application, declination of enrollment, or, if insured, when | am no longer an insured of Time
Insurance Company.

Signature of Primary Proposed Insured or representative® Date
Signature of Spouse or Other Insured (s) or representative* Date
Signature of Other Dependents 18 or over (if proposed to be insured) Date

*if you are the individual’s representative and are not the parent or legal guardian of a minor, you must attach documentary evidence
of your authority to act as the individual’s representative for this authorization to be valid.

PLEASE RETAIN A COPY FOR YOUR RECORDS
PLEASE FAX TO: 414-299-6020

Form 28291 (Rev. 6/2006)






