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PLEASE COMPLETE ONLY THE GREEN HIGHLIGHTED SECTIONS

@ AMERICAN HERITAGE LIFE INSURANCE COMPANY (AHL)
1776 AMERICAN HERITAGE LIFE DRWVE

A“State‘ JACKSONVILLE, FL 32224 Group Enroliment and
BENEFITS Evidence of Insurability Form
Account No. Employee ID Requested Effective Date ’ First Deduction Date Account Lacation Situs State
Deduction Mode {choose one): || Monthly Bemi-Monthly | ] Weekly [] Bi-weekly [ Other
Remarks AHL home office : .
s only DepCode [ JE []s [IC [IF

Emoloyee {Certificate holder) Name {Last First M.1) Birth Date Social Security No,

Residence Street Address Phone No.

City, State, Zip Email Address

Employer/Asgpeiation/Union, Hire Date Qccupation™
[ﬁaeéa@umter State College

*Occupation with the employer in the Genera! information section.

Complete for all other persons you {the employee] are requesting to be insured
Last Name First Name ‘ Relationship Gender Birth Date Social Security No.

obacco Use
—

p— : &7
If applying for Life or Critical lliness, has the employee used tobacco in the last 12 months? Employ: Yes o
if applying for Life or Critical liness, has the employee's spouse used tobacco in the fast 12 months? Spouse es o

Qualifying Life Event Are you applying for coverage or changing existing coverage due to a qualifying event? | | Yes [ | No

Check the qualifying event: [_] Marriage/Divorce ] BithyAdoption { ] Spouse New Job/Job Loss 7] Termination
[ Jwiork Status Change || Eligidle/Ineligibie Child [} Spouse/Dependent Chiid Death 7] Empleyee Death

Qualifying event date | E Current certificate number(s) I ‘

Termination of Current Coverage Do you currently have any individual coverages with AHL thatyouwishto [ ] Yes [ ] No
terminate in conjunction with this enroliment for group coverage?

if yes, enter the following information: Effective date of termination | Policy Number
Select the type of coverage: || Criticailliness [ ] Disabiity [_] Hospital Indemnity
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Employee Name AccountNo.

Group Enroliment and Evidence of Insurability Form
Selection of Caverage Answer yes or no and compists for each coverage seiscted.

Critical lliness (GVCIP1) New Generation Do you want this coverage? [ ] Yes [ ] No Section 1257 ]

Who do you want to cover? Choose coverage: Basic Benefit Amount®;  §

[} Critical lliness Cancer Option [ Plant [ Plan2

[ Employee + Spouse { ] Recurrence Option o .
! wAtrar) | E . Y if covered, basic benefit amount for spouse and
i Employee + Child{ren :
E: ; p}l / fren) L] Welness Option Units ____ other dependents is 50% of employee benefit
- Fami =
L i Home office use only '

‘ Total Deduction

Critical lliness (GVCIP4) New Generatio Section 125

Who do you want to cover?

Choose coverage: Basic Benefit Amount:
] Cancer Critical Iiness Option

] Reoccurrence of Critical liness Option

] Second Evaluation. Transportation & Lodging Rider

mployee + Child{ren)

| Home office use only

amily

Total Deduction e

Suppiemental Critical liiness Rider with HIV
Supplemental Critical lliness Rider without HIV

Wellness Rider - Fixed Units

. Wellness Rider - Variable  Units

7] cardiopulmonary Enharcement Rider
"] Specified Chronic Hliness Rider

] Specified Chronic iliness or Injury Rider
7] tifestyleEnhancement Rider

Disability (GVDIP Short-Term) New Generation Do you want this coverage? | | Yes [ ] No Section 125{

. - “Taxable (gross} monthly earnings from your occupation
Provide: MenthlyEamings™ $ ~~ MonthlyBeneft 8 uinie employer listed on the first page of this form.

Total Deduction Chooseone: | Plan1 [ Flan2

A. Is this insurance to replace any existing disability coverage?. [ lves ] No ifyes, provide the company name: l

B. Is there any other disability insurance in force or applied for that will continue after the effective date of this coverage? [ ] Yes [_] No

- JYear Issued

if yes, provide the fallowing:  Company Name L

Morty Beneft § | Elimination Period | BeneftPeriod | !

Home office use only I
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Employee Name AccountNo.
Group Enroliment and Evidence of Insurability Form
Contingent Beneficiary Name (Last, Firsi, M.1) lSosial Security No.
Residence Address Birth Date IRelationship
[ City, State, Zip Phone No.

Eligibili uestions Answer each question for the coverages for which you are applying.

Employee answer for the following: Critical lliness, Disabiiity, Life

Employee Actively At Work. is the employee actively at work now, for wage or profit, and has he/she warked at least 20
nours eacy week performing all duties of histher regular occupation at histher regular place of employment for at least the la
3 months except for minor illness or injury of 1 week or less, or normal pregnancy?

| —

Spouse answer for the following: Life

Spouse Actively At Work. Is the employee’s spouse actively at work now, for wage or profit. and has heishe worked at least
20 hours each waek performing all duties of histher regular occupation at his/her regular place of employment for at least the
‘ast 3 months except for miner iliness or injury of 1 week or less, or normal pregnancy?

Underwriting Questions for Life Coverage and Late Enroliment Health Coverage

Answer each question for the coverages for which you are applying. If any of the questions beiow are answered yes, list the required health history at the end
of the section. "For Critical lliness and Life, underwriting questions are not applicable tc children.

Answer for the following: Critical lliness, Disability, Life

1. AIDS History. In the fast 5 years, has the person{s} fo be insured tested positive for exposure to the HIV infection or beer
diagnosed by a ficensed heaith care practitioner as having Acquired Immune Deficiency Syndrome {AIDS) or AIDS Relatet
Compiex {ARC) caused by the HIV infection or other sickness or condition derived from such infection?

Answer for the following: Life

2. Recently Disabled/Hospitalized. In the last & months, has the person(s) to be insured been disabled or hospitalized for ~ {Employee | | Yes | | No
anything other than lacerations or broken bones due tc an accident, or normal pregnancy? Spouse | Yes 7] No

e

Answer for the following: Life

3. Chronic Disease History. inthe last 2 years, has a licensed health care practitioner diagnosed or treated the person{s)to Employee | | Yes | | No

be insured for any of the following? spouse ) Yes [ | No
o Anerria {other than iron deficiency) » Kidney Disease/Disorder {including dialysis andicr
o Anxiety, depression or other mentai or nervous chronic reral failure}
liness (that resulted in hospitalizations, disability » Liver Disease/Disorder
from work, or suicide attempts} » Lcu Gehrig's Disease (ALS)
o Asthma {only if taking steroidat medication andjor » Lung Disease/Disorder {other than asthma)
have been hespitalized) e Lupus
e Cancer, except basal cell carcinoma o Multipie Sclerosis
o Diabates o Muscular Dystrophy
e Epiiepsy and/or seizure disorder » Parkinson's Disease, stieroderma, polymyositis, or
» Heart attack. cardiomyopathy, congestive heart fibromyaigia
failure, heart murmur {and taking medication{s}), e Stroke including aneurysm, transient ischemic attack
angioplasty, coronary artery bypass surgery, {TIA)}, or arteriovenous maiformation
coronary artery disease, stent, pacemaker, heart » Transplant of any organ
valve replacement or any other heart disorder » Counseling for. or excessive use of, alcohol or any
o remopnilia type of drugs
e Hepatitis

Answer for the following: Critical liiness, Disability, Life

4. Blood Pressure History. In the lastyear, has the person{s} to be insured had a systolic biood pressure reading higher th
150 more than once or a diastolic bload pressure reading higher than 100 more than once that was confirmed by a licensed

hoalth vaic previioner®
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Employee Name Account No.

Group Enroliment and Evidence of Insurability Form

Answer for the following: Life

5. Driving History. In the last 3 years, has the person{s} tc be insured hac hisiher criver's license suspended or revoked due to §Employee [T]Yes []No

griving violations, been convicted of reckiess driving or drivingunder the infiuence. beeninvolved in 3 or more motor vehicle %spouge 7] Yes [ No
accidents, or received 3 or more moving viclations? If yes, provide details including license number and state of issue. o

Answer for the following: Critical lilness Cancer Option

6a, Cancer Diagnosis/Treatment History. Has a licensed health care practitioner ever diagnosed or treated the person(s) to be
insured for any type of cancer {except basal cell carsinoma)?

6h. Cancer Leukemia/Lymphoma. |f the answer to the Cancer Diagnosis/Treatment History question is yes. has a licensed
health care practitioner diagnosed or treated that person(s; for Leukemia, Hodgkin's Disease, Lymphema, or cancer with
any lymph node involvement or metastasis?

6c. Cancer Other. If the answer to the Cancer Diagnosis/Treatment History question is yes. in the last 5 years has a licensed
health care practitioner diagnosed or treated that person{s; for any other type of cancer (other than those listed in the
Cancer Leukemia/Lymphoma question and/or basal cell carcinoma)?

Answer for the following: Critical Hliness. Disability

7. Major Medical Condition History, In the last 2 years. has a licensed heatth care practitioner diagnosed or treated the
person{s) to be insured for any of the following?

Spouse D Yes . No

o Cancer {except basal cell carcinoma) o Liver Disease/Disorder
o Central Nervous System Disease or disorder (to o Lung Disease/Disorder
include Multiple Sclerosis or Muscular Dystrophy} o Lupus
» Chronic Fatigue Syndrome o Optic Neuritis
* Counseling for alcohol or drug abuse e Pancreas Disease
o Diabetes e Parkinson's Disease
* Emphysema o Paralysis
o Fibromyaigia * Rheumatoid Arthritis
o Heart Disease/Disorder o Stroke including aneurysm, transient ischemic aftack
» Kidney Disease/Disorder {including dialysis and/or (TIA), or arteriovenous malformation
chronic renal failure}
Answer for the following: Disability
8. BackiAsthma History. In the last 2 years, has the person(s} to be insured had any disease of, been impaired by, or %Employee TJYes [JNo
raceived treatment from a licensed health care practitionerfor, the following {other than minor iliness)?
» Any disorder of the back or neck o Asthma

Answer for the following: Critical lliness, Disability, Life

9. Advised Medical Procedure History. In the last 5 years, has a licensed health care practitioner advised or reccmmended
that the person{s} to be insured have any mecical or surgical procedures {inclusing organ transplant), which have not yet
been performed?

Answer for the following: Specified Chronic liiness Rider, Supplemental Critical Hiness Benefits Rider

10. Brain/Eye/Hearing Disorder History. in the last 5 years, has alicensed health care practitioner diagnosed. advised,
treated, or consulted the personis) to be insured for any of the following?
o Alzheimer's Disease, dementia. senility or organic brain syndrome
* Macular degeneration, glaucora, optic neuritis, or cataracts
o An average hearing threshold sensitivity for air conduction of 40 decibels or greater

Answer for the following: Specified Chronic lliness Rider

11. Specified Disease Critical Hiness History. In the last 2 years, has a licensed health care practitioner diagnosed or Employee|
treated the person(s) to be insured for any of the following? {Spouse
o Addison’s Disease o Osiecmyelitis .
-~ Benign Brain Tumer - Decteaparacic
» Huntington's Disease o Lou Gehrig's Disease (ALS)
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Employee Name Account No.

Group Enroliment and Evidence of insurability Form

Answer for the following: Disability

12. PregnantiFertility Treatment. s the person(s) to be insured currently pregnant or undergoing fertility treatment?

Provide height and weight.

13. Employee for the following: Life. Critical lliness. Disability

Answer for the following: Critical liness* {over $50,000), EGTL* {$150,000 over Gl}

14. Physician information. Provide the names and addresses of all physicians {or other licensed health case practiticners) for each person to be insured.
The required health history section may be used f additicnal space is needed.

Answer for the following: All products

15. Required Health History. Provide health history for any yes answers to the underwriting questions {except questions about AIDS). Include physician's
_ {or other licensed health care practitioners'} name, address and telephone number:

REPRESENTATION. | have read or had read to me this completed form and understand that any misstatement or misrepresentaticn in this form may resuit in
ioss of coverage. | represent that statements and answers contained in this form are representations, not warranties, and are true, complete, and correctly
recorded. UNDERSTANDING. | understand that: if premiums for the coverage(s} is (are) to be paid by payroll deductions, these deductions may start before
the “effective date” of coverage(s} and that this does not change the effective date of coverage; and the “effective date” for health insurance coverages will be
the date recorded on the policy/certificate/benefit statement. not the date the application is signed. If the coverage(s) is {are} not issued, AHL will refund any
deductions it receives. | also understand that no agent (producer} has authority to waive any answer or otherwise modify this application, or tc bind AHL in any
way by making any promise or representation that is not set out in writing in this application. | understand that if | refuse any coverage for which | am eligible,
satisfactory proof of insurability may be required. at my own expense, should | desire to apply for it at a later date. Any such form may be declined on the basis
of such proof. PREMIUM DEDUCTION AUTHORIZATION {EMPLOYEE). { AUTHORIZE my employer to deduct from my salary or wages, if applicable, the
necessary premium for the coverages requested. AUTHORIZATION TO OBTAIN AND DISCLOSE CERTAIN DATA (FOR LIFE AND CRITICAL ILLNESS). |
authorize any physician, medical practitioner, hospital, clinic or other medical facility, Pharmacy Benefit Managers, insurance company, MIB, Inc. or other
organizaticn, institution or perscn, that has records or knowledge of me or my health including my prescription medication history to give to AHL. its
subsidiaries or its reinsurers any information. ! also authorize AHL, or its reinsurers, to make a brief report of my health information to Mi8, inc. | understand
that there is a possibility of redisclosure of any information disclosed pursuant to this authorization and that information, once disclosed, may no longer be
protected by federal rules governing privacy and confidentiality. | acknowledge receipt of the Important Notice About Privacy and MIB Notice form. A copy of this
authorization is as valid as the original. This authorization applies to any minor dependent for whom insurance is requested. This authorization is valid for 24
menths from the date signed. | understand that | may revoke this authorization at any time by nctifying AHL in writing of my desire to do sc.

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

Employee/Pavor/Owner Signature City/State Date Signed
=g, ==Y,

Proposed Insured Signature {if not employee/payoriowner and if required by your state or face amount being reguested)
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