Enroflment Application/Change/Cancellation Request UnitedHealthcare

'ﬂJ AUnltadHaalth Group Company
(]

0 UnitedHealthcare Insurance Gompany

0 UnitedHealthcare Insurance Company of Illinois

0 Hnltednealtgcam of Illinois, Inc. f tho River Vall

0 UnitedHealthcare insurance Company of the River Vallsy

o UnitedHealthcare Plan of the River Valley, Inc. E Egllll%ltlil g ﬁgg:sglgmlgge

To Be Completed By Employer L1 Change | Date of Chiange___/__/_

ATTENTION EMPLOYER REPRESENTATIVE: To ensure accurate processing of application, 12 please review all sections and conflym the
employee cempleted the appropriate information, 2) complete the information in this section and ~ 3) provide your signature and
today’s date. If the employee is waiving coverage, do not submit the application but retain it for your records. -

Company Name Group # Department #
Plan Variation Reporting Code Benefit Level/Class Cade, If applicable
Medical Vision Medical Vislon Life/AD&D Suppl. Life
Dental Life Dental Life Spouse Life Suppl. AD&D
UnitedHealthcare Qverture Package (A-S) Dep. Life Critical lliness
o New Enrollment/Additions: (Check one) o Gancellations: Last Date of Employment __/___/
Dateof Mire ___/__/ _ Requested Date of Coverage __ /_/ Requested Effsctive Date of Cancellation ___/___/
0 New Hire O Status Change (PT to FT) 0 Gancel all coverage _
O Return from Leave/Layoff a Cancel all listed below ~ Section B
O Birth O Marrlage/Clvil Unfon & Adoption Reason: (check one)
O Court ordered dependent O Daath O Employee Terminated @ Divorca
o Qther (describe) O Moved out of service area
0 COBRA/State Continuation start date stop date O Dependent reached dependent max age
0 Annual Open Enrollment Requested Effective Date of Enrollment ___/__ /|  © Other (describe)
Empleyee Type 0 Union O Non-linlon | o Salarled © Hourly | o Active O Retire Date o COBRA/State Cont.
Signature Date
A. Employee Information Employer Position Phons Number
Last Name First Name MI | Soclal Securlty Number Home Phone
Work Phone
Address Apt# | City State Zlp Code Email Address
Data of Birth Sex Physlclan™ (First & Last Name) / Physlcian's ID Number Primary Gare Dentlst Number*
/ / oM oOF '
Marltal Status Race — Check all that apply (Optlonal)**
0 Single O Married Spouse g American Indian/Alaska Native 1 Aslan [ Black/African-American O Hispanic/Lating
o Divorced O Civil Unlon Spouse - | 0 Native Hawallan/Pacific Islander O White
O Widowed 0 Domestic Partner 0 Other—Please specify

*IMPORTANT: Please see employar representative as some plans require a Primary Physiclan (Primary Care) and/or a Primary Cara Dentist
(PCD) selection,

**Data collected wlll be used only to help communicate with enrollees and inform them of specific programs to enhance their well-being and
not for eligibllity or claim payment determination.

Coverage provided by "UnitadHealthcare and Affiliates”

Medlcal coverage provided by UnitedHealthcare Insurance Company, UnltedHealthcare Insurance Company of [llinols, UnltedHealthcare of
[lfinals, Inc., UnitedHealthcare Insurance Company of the River Valley, or UnitedHealthcare Plan of the River Vallay, Inc.

Dental coverage provided by UnitedHsalthcare Insurance Company, Unimerica Insurance Gompany, or Dental Bensflt Providers of lllinois, Inc.
Life, Short-Term Disabillty (STD), Long-Term Disabllity (LTD) Insurance coverage provided by UnitedHealthcare Insurance Company or
Unimerica Insurance Gompany

Vislan Coverage provided by UnitedHealthcare Insurance Gompany or Unimerica Insurance Company
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B. Family Informalion :
Check Last Name First Name

L List Al Enrolling/Changing/Gancelling (Attach sheet If necessary)

Mi

. " . Physiclan*(First and Last Name)
Sex |Relationshi Birthdate
gggmprme Social Security Number P Physiclan's 1D Number
o Enroll M Spouse
o Cancel /Domestic
o Change - F Partner

Race — Gheck all that apply (Optional)***

1 Hispanic/Latino

Primary Care Dentlst Number*

0 American Indian/Alaska Natlve O Aslan O Black/African-American
© Native Hawallan/Paclfic islander 1 White & Other—Please specify

o Enroll M

o1 Cancel Dependent
Glhange | | | = | - F

Race - Check all that apply (Optlonal)***

O Hispanic/Latino

Primary Care Dentist Numbsr*

0 American Indlan/Alaska Native O Aslan O Black/African-American
o Natlve Hawallan/Paclfic Islander 00 White 01 Other—Please specify
1 Enroll M

o Gancel Dependent
obhange| |, |\ = F

Race — Check all that apply (Optional)* **

Primary Care Dentlst Number*

O Amerlcan Indian/Alaska Native D Aslan 01 Black/African-American @ Hispanic/Latino
0O Native Hawailan/Paclfic Islander O White O Other—Pleasa spacify

1 Enroll M

t1 Cangel Dependent

Change) ¢ | =) v 17y ) F

Race ~ Gheck all that apply (Optional)***

Primary Care Dentist Number*

o American Indian/Alaska Native T Aslan 01 Black/African-American O Hispanic/Latino
O Native Hawallan/Pacific Islander 0 White 01 Other-Please specify

o Enroll

o Cancel M Dependent

o Change ! L F

(TR N M R S TR |
Race — Check all that apply (Optlonal)***

11 American Indlan/Alaska Native

t1 Natlve Hawalian/Paclfic Islander 0O White 01 Other—Please specify

o Aslan

1 Black/Afrlcan-American

0 Hispanic/Latino

Primary Care Dentist Number*

* IMPORTANT: Please see employer reprgsentative as some plans require a Primary Physiclan (Primary Care) and/or a Primary Care

Dentist (PCD) selection.

** For some cases, such as Qualified Medical Ghild Support, additional documentation may be required. Please see employer representative

for more information.

*** Data collected will be used only to help communicate with enrolless and Inform them of spacific programs to enhance thair well-being
and not for eligibility or claim payment determination,

C. Product Selection Please check all that apply. Benefit offerings are dependent upon employer selection,

Dual Option Plan

Person Medical | Dental | Vision Life/Amount | Sup Life|Sup AD&D | STD | LTD Selected
Employes O ] O 0$ - [ O O
Spouse O O O O R
/Domestlc
Partner
Dapendents O a [ O
Salary
Required only If Life
Plan hased on salary

Life Insurance Bensficlary’s Full Name and Address

Relatlonhl
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D. Other Medical Coverage Information

This section must be completed. (Attach sheet if necessary.)

On the day this coverage begins, will you, your spouse or any of your depsndents be covered under any other medlcal health plan or pollcy,
including another UnitedHealthcare plan or Medicare? o YES (continue completing this section) © NO (skip the rest of this section)

Name of other carrier

Other Group Medical Coverage Information
(only list those covered by other plan)

Type Effactive Date

(B/S/F)*

Spouse Name;

End Date

Name and date of birth of policyholder
for other coverage

Dependent Name:

Dependent Name:

Dependent Name:

*B.Enter B" when this dependent Is coverad under both you and your spouse’s insurance plan {married)
§.Enter ‘S’ If you are the parent awarded custody of this dependant and no other individual is required to pay for this dependent’s medical expenses.
F. Enter 'F' If this dependent Is covered by another Individual (not a member of your household) required to pay for this dependent’s medical expenses.

Medlcare — Employes Information;
1 Enrolled In Part A: Effective Date
D Enrolled In Part B: Effactive Date
O Enrolled In Part D: Effective Date
Reason for Medicare eligibility: o Over 65

O Ineligible for Part A*
O (nellgible for Part B*
1 Ineligible for Part D*
O Kidney Disease 1 Disabled

If enrolled In Madicare, please attach a copy of your Medicars 1D card.

0 Not Enrolled in Part A (chose not to enroll)

(3 Not Enrolled in Part B (chose not to enroll)

o Not Enrolled In Part D (chase not to enroll)
O Disabled but actively at work

Madicars — Spouse/Dependent Name:
D Enrolled In Part A: Effactive Date
O Enrolled In Part B: Effactive Date
0 Enrolled In Part D: Effective Date
Reason for Medicare ellgibility: 0 Over 65

i1 Ineligible for Part A*
0 Ineliglble for Part B*
i nsligible for Part D*
o Kidney Disease = Disablad

0 Not Enrolled in Part A (chose not to enroll)

01 Not Enrolied in Part B (chose not to enrolf)

0 Not Enrolled in Part D (chose not to enroll)
1 Disabled but actively at work

*Only check “Inelgible” if you have recelived documentation from your Soclal Security banefits that indicate that you are not eligibte for Medlcare,

E. Waiver of Coverage
I decline coverage for:
o Myself
o Spouse
0 Dependent Chlldren
o Myself and all dependents

In the current Certificate of Coverage. | understand there may be Instances wher

Daclining coverage due to existence of other coverage:
O 8pouse’s Employer's Plan O Individual Plan

o Covered by Medicare &1 Medicaid

0 GOBRA from Prior Employer 01 VA Eligibility

0 Tri-Care

ng have no other coverage at this time which Is Includad Employes Iials
with this form.

| understand that by waiving coverage at this time,

| will not be allowed to participate unless | qualify at
a special enrollment period or as a late enrollee, If
applicable, or at the next open enrollment perlod.

I acknowledge that | have recelved the “Important
Information” statement

Date

I confirm that the Information | have provided on this form is complete and accurate.
I'understand that the health bensfit plan that | have selected provides reimbursement for certain medical costs, which are mare fully described

expenses which | have Incurred may not be covered by my health beneflt plan.

| understand that information collected In connection with administration of the benefit plan may be used to bring to my attention health
products or services that might be valuable to me and otherwise as permitted by law. | understand that you may combine that information with
other informatlon so that it Is no longer individually Identifiable and use it for commercial and other purposes.

| acknowledge that | have received the “Important Information” statement which Is Included on the back of this form.

8 treatment decisions made by my physiclan or me or medical

Date

Employee Signature for all applying and walving

Spouse Signature (If applying for coverage)

Primary Language Spoken

O English OO Spanish [ Other
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IMPORTANT INFORMATION '

In order to make cholces about your health care coverage and treatment, we belleve that it Is important for you to understand how your
plan operates and how It may affect you. In an ever-changing environment, the Information can never be complete and we urge you to
contact us if, after enrollment, your Certlficate of Coverage or other materials do not answer your questlons. Further information is avallable
at www.myuhe.com or at the toll-free Gustomer Care number located on the back of your identification card or on other plan materiais.

1. We do not provide health care services or make treatment decisions, We help finance and/or adminlster the health bensfit plan in which
you are enrolled. That means:

* We make decislons about whether the health benefit plan you chose will reimburse you for care that you may recelve.
* We do not decide what care you need or will receive. You and your provider make those decislons.

2. We may enter Into arrangements where another entity carries out some of our duties, but those entities must operate conslstently with
our commltment to your plan.

3. We may use Individually identifiable Information about you to identify for you (and you alone) procedures, products, and services that
you may find valuable,

4. We contract with networks of physiclans and other providers. Our credentialing process confirms publlc information about the
providers’ licenses and other credentlals, but does not assure the quality of the services provided.

5, Physiclans and other praviders in our networks are Independent contractors and are not our employees or agents. We do not control
nor do we have a right to control your provider’s treatment or plan.

6. We may enter Into agreements with your physiclan or other provider to share in the cost savings that our approach may generate. We
encourage providers In our network to disclose the nature of those arrangements with you. If they do not, we encourage you to talk to
your provider about these arrangements.

7. We encourage physicians and other providers to talk with you about care you or your provider think might be valuable.

8. We will use Individually identifiable information about you as permitted by law, including in our operations and In our research. We will
use anonymous data for commetrclal purposes including research,

Statement of affirmation and autharization to-oblain and disclose information in connection with eligibility for coverage.

I (we) request-the Indicated group coverage for myself and, If the plan provides, for my dependents. | authorize any required premium
contributions to be deducted from earnings.

 (we) authorize all providers of health services or supplies and any of thelr representatives to give the following to the HMO/insurance
company(les): any avallable Information about the health history, condition, or treatment of any persons named In this request, | (we)
authorize the HMO/Insurance company(ies) to use this information to determine eligibllity for health coverage and eligibility for benefits
under an existing policy.

Hwe=)=a|se=au%her4%e=the=HM@ﬁnsuﬁaﬁ@e=eempanyfies=)=t@=give%h@iﬂfmmtmﬁwﬁv(thwmwmﬂ%ﬁﬁﬂﬁﬁthwmﬁﬁﬁﬁ
the reason notified above. | (we) agree that this authorizatlon s valid for 30 months from the date below. | (we) know that | {we) have the
right to ask for and to receive a copy of this authorization.

| understand that the Gertificate of Coverage and other documents, notices, and communications regarding my health benefit plan may be
transmitted electronically.

I {(we) have not given the agent or any other persons any health information not Included on the Request for Coverage. | (we) understand
that the HMO/Insurance company(ies) is not bound by any statements | (we) have made to any agent or to any other persons, if those
statements are not written or printed on this Request for Coverage and any attachments,
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Beneficiary Form !BJ : .
Group Term Life Insurance UnitedHealthcare

Important Note: This Beneficiary Designation cancels any prior bensficiary designation and shall be sffective
on the date received by the Company

Policyholder:

Individual Covered Person SSN# and DOB: Phonet
Street Address (please include apartment # as | City State Zip
applicable)

THE BENEFICIARY FOR THE POLICY SHALL BE:

In the event, and only in the event, that all Primary Beneficiaries predecease me, then the proceeds shall be
payable to the following Contingent Beneficlaries

SEEETED

i

Insured’s Signature:
Insured’s Printed Name:
Date:

In case | name more than one person in a group of beneficlarles, whether as the Primary beneficiaries or as the
Contingent beneficiaries, then unless | otherwise direct in writing above, each designated beneficiary In a group shall
share equally in the amount to be paid under the covering policy. In the event any designated beneficiary (ies) in a
group predeceases me, then the remalning beneficiary (les) in that group of beneficiaries shall share equally In the life
insurance proceeds to be paid under the policy.

100-12711 -




United Vision Benefit Card i ¢

lJJ Healthcare L .J United
% Healthcare

Winning Wheels, Inc L
Copays ' myuhcvision.com
Exam(s) $10.00 Vi
Eyeglasses $25.00 Retinal Screening  $ 39.00 . :
Contacts $25.00 = . Customer Service & Provider Locator: (800) 638-3120

TDD for Hearing Impaired: (877) 735-2929

Powered by UnitedHealthcare Vision Network

To print a personalized ID card, please log on to our
website and select 'Group/Plan’ then select 'Print ID
card’ from the member benefits page.




Jolt?,
Colonial Llfe Winning Wheels
Open Enroliment 2022

Everyone’s benefit needs are different. That’s why it’s important to choose the benefits that are right
for your personal situation. Complete this page and bring it to your personal, 1-to-1 benefits counseling
session. At the session, you'll learn how these products fit into your overall benefits package and how
they can help protect what you’ve worked so hard to build.

|:| Accident- Helps offset unexpected medical expenses, such as emergency room fees, deductibles
and co-payments that can result from fracture, dislocations, or other covered accidental injury.

[ ] shortTerm Disability — Helps replace a portion of your income to help make ends meet if you
become disabled from a covered accident or covered sickness.

|:| Critical lliness- Supplements your major medical coverage by providing a lump-sum benefit you
can use to pay the direct and indirect costs related to a covered critical illness, which can often be
expensive and lengthy.

D Medical Bridge- Provides a lump-sum benefit for a covered hospital confinement or a covered
outpatient surgery to help with co-payments and deductibles that are not covered by most major
medical plans.

D Life Insurance- Enables you to tailor coverage for our individual needs and helps provide financial
security for your family members.

Use this sheet as a reference point for your meeting with the benefits counselor.

Please scan the QR code below or call 217-408-4728 to schedule your meetmg with the benefits
counselor. If you have any questions, please feel to reach out to
vickioffice.lynn@coloniallifesales

All meetings with the Benefits Counselor will be done via phone/internet.




Y Ylinois
Secure Cholce

EMPLOYEE OPT OUT FORM L\,I_ietlrement Savings Program

Ilinois Secure Choice is a completely voluntary program. You can opt out at any time online, by phone, or by completing this form. If you do
not opt out your employer will send payroll contributions to your lllinois Secure Choice account. Amounts you save In this account are always
your money. Your account is In your control and goes with you from Job to joh in accordance with the Hllinois Secure Choice Program terms,
Evety little bit you save now can potentially make a difference In retirement. To opt out of payroll contributions to lliinois Secure Choice for
more than one employer you must submit a separate form for each employer.

BN EmPLOYEE INFORMATION (Al frelds required)

To verlfy your information, please provide either the last four digits of your Social Security Number/Taxpayer Identification Number, or your
access code and date of birth, The access code can be found in the email or letter you received from illinois Secure Choice.

O e e e e e e e e e e e O

Legal Name (First) M.l)

I e e e e e e e e

Legal Name (Last)

L e e e e

Address .

0 e
ity ate ip Code

- -] O]

Telephone Number (In case we have a question) IL\IauSrgw I;)c;l#r Digits of Social Security Number or Taxpayer Identification

L] O -]

Access Code Birth Date (mm/ddfyyyy)

OPT OUT REASON

D I don't qualify for a Rofh IRA due to my income L__] I don’t trust the financial markets

|:] [ would prefer a Tradltional IRA D I'm not satisfied with the investment options

|:| | have my own retirement plan E:I I'm not interested in contributing through this employer

D | can't afford to save at this time D Other| |

H EMPLOYER INFORMATION

I O O O I

Employer Name
B8 sianaTure
I do not wish to participate in the lllinois Secure Choice Program at this. time. | understand that | can change my mind at any time and begin

participating in lllinois Secure Choice at a later date, subject to and in accordance with the terms of the lllinols Secure Choice Program. If |
decide to opt back in, I can contact lllinois Secure Choice.

-]

Signature of Employee Date (mm/ddlyyyy)

32717 lllinols Secure Choice (Rev. 8/2018) ©2018 Ascensus, LLC




Tllinois
\1 Secure Choice
IRA ACCOUNT MAINTENANCE FORM et savings Prostam

Complete this form to change your name, permanent and/or mailing address, phone number, emall address, contribution rate, annual Increase,
or bank information. You may also update this information online by logging into your account at saver.ilsecurechoice.com.

If you are changing your legal name, your signature with your old name and your signature with your new name are required to be Medallion
Signature Guaranteed in Section 3 by an authorlzed officer of a bank, broker, or other qualified financial institution. In place of a Medallion
Slgnature Guarantee, you have the option to submit a signed letter of instruction with supporting legal documentatlon (l.e. marriage certificate,
court order, divorce documentation) for this change.

The updates/changes on this form override all previous elections for this IRA. Contact the Client Service team If you need assistance completing
this form.

n IRA OWNER INFORMATION (A/l fields required)

If you are updating your information, enter the information that is currently on file in this section and the new information in Section 3.

L e

Account Number

HlEEEEEEEEEEEEEEEE e

IRA Owner Legal Name (First) (If you are changing your name, enter the hame you have on file in this section.) M.1.)

LI I O e A IO

IRA Owner Legal Name (Last)

I

Telephone Number (In case we have a question about your Account. If you are updating your phone number, enter the number you have on
file in this section and the new number in Section 3.)

N I

Employer Name (If you contribute through more than one employer and-want to change your contribution rate or automatic annual increase
election, you must submit a separate form for each employer.)

ACCOUNT UPDATES OR CHANGES

Check the box(es) to indicate which section(s) you plan to update or change.
D IRA Owner Information ~ Section 3

D Bank Information ~ Section 4

D Contribution Rate — Section 5

D Automatic Annual Increase - Section 6

Page 1 of 3
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EHl UPDATE IRA OWNER INFORMATION

If you are changing your name and/or contact information, provide the new information exactly as you would like it to appear on your lllinois
Secure Choice [RA.

If you are changing your name, you must also provide a Medallion Signature Guarantee below or legal document(s) verifying the name change.

I

IRA Owner Legal Name (First) M.1)

IR I I

IRA Owner Legal Name (Last)

I O e O OO OO0

Emall Address

IlEEEEEEEEEEEEEEEEE R

Physical Address (We cannot accept a PO Box)

e o I S

City State Zip Code

A I

Malling Address if different from above (This address will be used as the address of record and for all matlings)

I I eI Ce IO -Cred

City State Zip Code

T I

Telephone Number

Medallion Signature Guarantee — REQUIRED FOR NAME CHANGES TO THE ACCOUNT OWNER OF AN EXISTING
ACCOUNT ONLY

* You must provide the following Information as underwritten certification that the new signature Is genuine.

» You can obtain a Medallion Signature Guarantee from an authorized officer of a bank, broker, or other qualified finandial institution. A
notary public cannot provide a Medallion Signature Guarantee, nor can you guarantee your own signature,

* Do not sign below until you are in the presence of the authorized officer providing the signature guarantee.
By signing here | certify that the information provided herein is true and complete In all respects,

Authorized Officer to Place Stamp Here

Former Signature of Account Owner (For name change only)

Current Signature of Account Owner

Signature of Guarantor

Title

| ]

Name of Institution

T

Date (mm/ddf
yyyy) Page 2 of 3
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m UPDATE BANK INFORMATION

Important: By signing this form, you agree and confirm that your ACH transaction will not involve the branches or offices of a bank or other
financial services company located outside the territorial jurisdiction of the United States.

D Add D Delete Bank Information Indicated Below D Delete All Current Bank Information and Add New Bank Information Below

I I I e

Financial Organization Name

LI EREENEEEE NN

Financial Organization Routing Number Finandial Organization Account Number
ACCOUNT TYPE (Select one)
|:| Checking D Savings

Note: The routing number is usually located on the bottom left comer of your checks. You can also ask your financial organization for the
routing number.

D Add l:l Delete Bank Information Indicated Below L—_| Delete All Current Bank Information and Add New Bank Information Below

I I e I A A e

b e e 1]

ACCOUNT TYPE (Select one)
D Checking |:| Savings

Note: The routing number is usually located on the bottom left corner of your checks. You can also ask your financial organization for the
routing number. .

E UPDATE CONTRIBUTION RATE

If you wish to change your contribution rate, enter the percentage of your pay check you wish to contribute as a whole number, Note: Your
contributions to all of your Roth IRA are limited to $5,500 ($6,500 if 50 or older) for 2018 depending on your income. See IRS Publication 590A
for more information.

New Contribution Rate DDD %

ﬂ AUTOMATIC ANNUAL INCREASE

Contributions for accounts open at least 180 days will automatically increase by 1% on January 1 of each year, with the first increase scheduled
for January 1, 2019.

D 1 wish to have my contribution rate automatically increased by 1% each year until it reaches 10%.
|:| | DO NOT wish to have my contribution rate automatically increased each year.

SIGNATURE _

| certify that | am the account owner and verify the information above is accurate. | assume responsibility for any consequences that may result
from these changes and [ agree that lllinois Secure Choice, the custodian, or the program administrator are not responsible for any
consequences that may arlse from executing the changes outlined in this form.

L - -]

Signature of IRA Owner Date (mm/ddlyyyy)
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