Application For Insurance

ED NEFITS

\ Vel

HEALTH PLANS

(1 Check if replacing or changing existing coverage in this company. Policy Number

PERSONS PROPOSED FOR INSURANCE

Last Name First Middle Relationship | Birthdate [Sex |Height|Weight| Social Security No.
Primary Insured /o _ _
Spouse Iy
Child Iy
Child /)
Child .
Address City State |Zip Home Telephone
)
Secondary Addressee City State |Zip Home Telephone
C )
Employer Date Employed Hours Worked /Wk
Occupation Monthly Income Group Number Employee/Payroll Number
$
Payor or Owner ifother than Primary Insured (a Payor| Social Security No. Relationship To Primary Insured
1 Owner — —
Beneficiary Age Relationship

FOR THE PAST 30 DAYS: Have all proposed Insureds been performing normal activities, and been actively at work full time at their

regular occupation? Yes No. If"No",explain:
USED TOBACCO in the past 12 months? Primary Insured Yes No Spouse Yes No
DO YOU have any existing Life Insurance or Annuity policies. Yes No. DO YOU plan on replacing or changing any existing

Life or Health Insurance policies in this or any other company? Yes No. If*“Yes”, complete replacement form where required.
INSURANCE PLANS

Monthly
Premium

ValueMax Health

Plan Name

Member & Child

Member & Spouse

Base Plan $22.49 $46.68 $53.73 $66.82
Level 1 $39.71 $66.92 $63.87 $91.08
Level 2 $84.46 $159.82 $143.95 $202.51
Level 3 $100.59 $189.48 $170.53 $243.52

Plan Selected

Coverage Selected

Plan Name

Member

Member & Spouse

Member & Child

Dental Upgrade $23.50 $44.62 $48.97 $70.1 0 $
Rx Buy up For Level Plan $8.00 $10.00 $13.00 $15.00
Supplemental Accident $1 5.00 $27.00 $3300 $3300
Cancer / Level 3
Term Life Amount of Coverage $ Cost / Month $

Total Amount $




1.HAS ANY PROPOSED INSURED:

A) In the last 10 years been treated for or been diagnosed by a member of the medical profession as having Acquired Immune

Deficiency Syndrome (AIDS) and/or tested positive for HIV (Human Immunodeficiency Virus)? Yes No.
B) Consulted a Physician, received any medical treatment, or been hospitalized during the past 3 years? Yes No.
C) In the past 2 years had a driver’s license suspended/revoked? Yes(License # State ) No.

2. IS ANY PROPOSED INSURED currently covered or eligible for Medicare? Yes No. If'Yes, a "Guide to Health Insurance
for People with Medicare" must be given to any Proposed Insured age 65 or over.

DI1. FOR DISABILITY COVERAGE: List the amount of any other individual disability insurance currently applied for or in force
for the primary insured $

Cl1. FOR CANCER COVERAGE: Has any proposed Insured in the last 10 years been treated for or been diagnosed as having:
Cancer or any malignancy; Muscular Dystrophy; Poliomyelitis; Multiple Sclerosis; Encephalitis; Rabies; Tetanus; Malaria;
Bubonic Plague; Smallpox; Tuberculosis; Osteomyelitis; Diphtheria; Scarlet Fever; Meningitis; Undulant Fever; Rocky Mountain
Spotted Fever; Hansen’s Disease; Addison’s Disease; Sickle Cell Anemia; Tularemia; or Typhoid Fever? Yes No

L1. FOR LIFE COVERAGE, HAS ANY PROPOSED INSURED IN THE PAST 3 YEARS:
A). Used any illegal, restricted, or controlled substance or narcotics except by doctor’s prescription or been advised to seek, or

received treatment or counseling for alcohol or other druguse? _ Yes __ No
B). Had an application for insurance or reinstatement that was declined, postponed, rated up or modified? ___ Yes ___ No
C). Had or been treated for any disease of the lungs, blood, brain, heart, blood vessels, kidneys, pancreas, or liver or had or
been treated for high blood pressure, paralysis, cancer, or tumor? Yes No
Details of "Yes" Answers in 1,D1,C1 or L1. Attach additional sheet if necessary.
(lumt.lon Name Date Type of Injury or lliness Doctor/Hospital & Address Reclt:)l\jllzed? Medication Taken

Insurance Information Practices: This notice describes the practices we, Professional Insurance Company, and your agent follow to manage your
personal information. We will rely on the information you, the Primary Insured, provide in this application to decide if you and your depen(ﬁ:nts
are insurable. We or your agent may telephone you to confirm information given in this application or to obtain additional information needed to
rocess your application. Before asking other sources for information about you or your dependents, we will get your written authorization.
nformation you provide or authorize may be disclosed to third parties without authorization. You have the right to access and correct the
information collected about you and your dependents except information that relates to a claim or civil or criminal proceeding. You will be given
upon request our detailed Description of Information Practices by writing to us at P.O. Box 80637, Lincoln, NE 68501-0637.

Agreement: I have read, or had read to me the completed application and agree that 1)all statements and answers about me and other proposed
insureds are complete to the best of my knowledge and belietf;) g) all statements and answers have been truly and accurately recorded; 3) acceptance
of any policy issued on this application will constitute a ratification of any corrections and/or additions to the application by us in the section called
“Home Office Corrections and/or Additions” for administrative purposes; 4) this application shall be part of any policy issued; 5) any false statement
or misrepresentation herein may result in loss of coverage(s) subject to the Time Limit on Certain Befenses under the Policy; 6) any coverage(s)
will be etfective on the Policy Effective Date recorded on the Pohc?; Specifications Pagle of the Policy, not the date the application is signed; 7) all
exceptions, limitations, and pre-existing conditions pertaining to the coverage(s) applied for have been explained; 8)no person(s) to be covered
for a specified disease is also covered by any Title XIX program (Medicaid or any similar name); and 9) the agent is not authorized to make or
modify contracts, waive any Company rights or requirements, or waive any information the Company requests.

Home Office Corrections and/or Additions Only

I [ have []have not received an Outline of Coverage. (For GA, MT, NV, OR, TX, WV)

X Signed at on 20

Signature of Primary Insured City, State Date
(Parent if person to be insured is less than 15 years old)

X X
Signature of Owner (If other than Primary Insured) Spouse

AGENT'S STATEMENT: I, the undersigned agent, also certify that to the best of my knowledge, replacement [Jis [ is not involved at this time.

X 20 o
Signature of Agent Date Agent's No. % Credit State ID No.






