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

FULL NAME OF EMPLOYEE MARITAL OR DOMESTIC PARTNERSHIP STATUS

HEALTH PLANS

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 01 employer sponsored Policy/Cert. Number
U individual (Select one: Q Temporary O Permanent) Policy/Cert. Number
Coverage was for (check all that apply): 4 Self O Spouse or Domestic Partner U Children

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

Complete information & sign on page 2. AAIC_CA 80950710
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? Q YES NO
Is anyone currently taking any prescription MEAICAtIONT ...........coiii ittt 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

o

+ 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.



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 yvour language. For help. call us at the
number listed on your 1D card or 1-800-825-7531. For more help call the CA Dept. of Insurance at 1-800-927-4357.
English

30 e Ly deadt e luadl Je Jeanll 3y jall AU o0 505 60 5ol 535 an e e Jseanll Sy, ASISS 0 940 daa )5 culadd
Lo oS A o) Cualill 3 slaly il el laall e 3 3l e Jgamnll 1-800-825-7531 pEoW Ao sh eliy sume ASUay e Gl
Arabic. 1-800-927-4357 2301 (Je

Uhjdwup LEquljuh Dwmoympmubbbp: Foop Jupnn bp pupguaub Alep phiplg b odouonupnplpn phpblpgl vug dlg
huifwip huglinkb (kgynyd: Oglinupruab hunduwn kg quaiiquubhuplip Alp hbplnupiub (ID) vimduh Jpu Goguas uad
1-800-825-7531 hwdwpny: [Lpwgnighs oqunepub huwdwp 1-800-927-4357 hwdwpnyd quuiiquuhwpbp YWwhbnpuhwgh
Tujuihndugpnupiub Pudwlidnulp: Armenian

RERATEIBES - (o S O ERRARES - M sUm A g AG ST - SRIVETIET - SEECGEENYMREE R F MY EESINT - SGEIT
1-800-825-7531 HE RS - AREIS R, - GEECTEL-800-927-4357 HLALIMIR IS ERHHES - Chinese

Cov Kev Pab Txhais Lus Tsis Them Nqgi. Koj vuav thov tau kom muaj neeg los txhais lus rau koj thiab kom neeg nyeem cov ntawyv
ua lus IImoob. Yog xav tau kev pab, hu rau peb ntawm tus xov too] nyvob 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. IImong

MEORIEY—EA BARBETCEREIJIEGIL. BEEEMH LFET. Y —EAETHFLZOHE. IDH— FEEOBF S FLZ
1-800-825-7531 FTHBILSHEUILZL. EL 3RS HEIZ. DUTHILZFMHIREEFT . 1-800-927-4357FTZ
I ELIEELY, Japanese

muhngmemnfinig 1 gnasegmsyRuntpman Shmstnanigsant manigs 1 motisa rgﬁigm‘igﬁﬂﬂsﬁ"hémmms‘iﬂmma
uinmisdgeimnigsiuaiyn giwe 1-800-825-7531 4 arpmungwuiguigis gugiainie] (Regtmennigmestiian

MHIFUE 1-800-927-4357. Khmer

28 89 MHHlA. Floles at=20 S AUIAS 2Oa = ACH e=02 AFRSE I=olFes AUlAS 2oa 5
UGS LILE S50 2obd 22 A1ot2 1D =0 LEQERJU s CHU &M s 1-800-825-7531 B9 52 2 2loll =&l A1, %L
ALMlEr AlBTE 2Qolal 28 221301 5= 2 3=, ¢Ul 83 1-800-927-43572H © 52 H=toll 5= & AlS?. Korean

adls 3o ol e Lad s oadl i Cll gy gma ld Gla 3 40 S Jlae 203080 5 23S salitiel L ALES an jle Ko Clead 3l aaillae L oLy 40 besye ,ilE Sleas
a6 ity 5SS il 5o ol L as B odad 1-800-825-7531 oad ol by yimiaal bl agh ek Sldib oms JS 5y 548 S8l e ok 39 3he 5l L L eSS
Persian .28 Gili 1-B00-927-4357 o _fad 4 (Lai_iallS 4wy o 4lal) CA Dept. of Insurance

HeET F70 ATEh I S € AR ORS S AST 9 F ERFEE § Ul 9 5T AR O g% SRR ITS Harel
&9 39 7 Ao 961 HeE S, IT@ wEdt (ID) 97 2 &3 399 '3 7 1-800-825-7531 '3 WS 26 I =00 HeEE S8
RIS ferrgois wig fEsiaH § 1-800-927-4357 '3 2 S Punjabi

BEecniaaTHHEe YyoayrM nepeBoma. Bbl MOXMETE BOCNONB30BaATLECA YCNyraMmu NepeBofYmKa, 1 BalK AOKYMEHTEI NPOYTYT
ANA BAC Ha PyCcCcKOM A3kike. Ecnn Bam TpebyeTcA NoMOLLL, 3BOHWTE Ham No HOMepy, YKasaHHOMY Ha Balwenr
MAEHTUPMKALUMOHHOK KapTe, unK 1-800-825-7531. Ecnu Bam TpebyeTcA AOoNonHUMTENEHaA NOMOLL, 3BOHUTE B
AenaprameHT cTpaxoeaHmAa wrtaTta KanudgopHKAa (Department of Insurance) no tenedgpody 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
namero 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 ivong ID card o sa 1-800-825-7531. Para sa
karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357. Tagalog

Ciéde Dich Vo Trg Giip Ngin Ngd Mién Phi. Quy vi cd thé dirgge nhidn dich vy thong dich va dirgfe ngudfi khdce doc gidp cdc
tai liéu bing ti€ng Viét, DE duge gitip dd, hay goi cho chiing t6i tai s& dién thoai ghi trén thé hoi vién ciia quy vi hodc
1-BO0-825-7531, P& dude traf egihip thém, xin goi Sd Bdo 1 li€m California tai s& 1-800-927-4357. Vietnamese.
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