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Please read the instructions on the inside thoroughly before completing this
enrollment application/change form.

Dlue Cross and Blue Shield of linols, a Divislon of Heall Care Service Corporatlon, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Crass and 8lue Shield Assodiation

Life and Disabilly nstiance s underwilien by Deathain Life Insurance Company, 701 €. 22nd St Sulte 300, Lomhard, 1L 60148, Dearhorn Life nsurance Company Is an independent Blue Cross and Blue Shleld licensee.
BLUE CROSS,® BLUE SHIELD® and the Cross and Shield Symbols are reglstered servce marks of the Blue Cross and Blue Shield Assoclatlon, an assoclation of Independent Dlue Cross and Blue Shiekd Plans, 2323200018




ljiNROi.L‘IV‘IE_NT APPLICATION/CHANGE FORM INSTRUCTIONS

PLEASE READ THOROUGHLY BEFORE COMPLETING ENROLLMENT APPLICATION/CHANGE FORM. USE A BLACK OR BLUE BALLPOINT PEN ONLY. PRINT NEATLY, DO NOT ABBREVIATE.

"| Check all the bokes that apply to Indicate If you are a new enrollee or if you are requesting a change to your coverage, Indlcate the event and date, if applicable. Complete the
additional sections that carrespond to your selection,

| New Enrollee: Complete all sections where applicable.

| Add Dependent: Complete all sections where applicable.

* [Fyou are applying for coverage for a disabled dependent over the age limit of your employer's plan, please provide the additional Information requested In Section 5.
Additional documentation may be required as addressed In that section,

* IF your employer offers coverage for children and your chlldren are ellgible, your chlldren are ellglble for heatth and/or dental coverage Up to the dependent lImiting age
and may not be denled coverage due to marltal, student or employment status hefore age 26 (check with your employer for additional detalls regarding ellgihility
requirements). In addltion, ellgible milltary personnel may not be denled coverage before age 30 under lllinols law. If you are adding an efiglhte military personnel

: dependent who Is over the age limit of the: employer's plan, completion of a Defense Department Form (DD 214) Is requlred in addition to this application,

| Open Enrollment: The perlod of time offered on a regular basls during which you can elect to envoll In a speciic group health fnsurance plan or make changss to your

‘| current membership.

| Special Enrollment Event: If you qualify, special enrollment s any change to your current membershlp such as marriage®, divorce™*, adoption, sult for adoptlon or

| placement for adaption, leave/layoff, moving out of the service area, etc, This change may occur outslde of apen enrollment,

| Effective Date of Benefits: Fleld Is mandatory and should reflect your requested date,

Completion of Other Eligihility Requirements: Check this box only if your employer has eligibility requirements that you have met/complated prior to enrollment,

| such as measurement perlod or orlentation perlod.

| Cancel Enrallee/Cancel Dependent/Cancel Coverage: Complete Sections 1, 2, 4 (sip Section 4 F decllnlng coverage), 8 and 9. In Section 4 Include name, soclal
ecurlty number and date of birth of individual(s) canceling,

| Complete thls section with detalls about yourself even If you are declinlng coverage.

Complete alf portions related to the coverages for which you are applying, Please list the seven character plan 1D for your selected benefit design {example: $533PPQ) in the
plan # fleld. If you are unsure of your group slze or do not knaw your plan ID, please ask for guidance from your employer.,

{ IFyou are enrolling for life or disablllty insurance enter the information requested, When listing the beneficlary, provide both the first and last name and the relationship to
| you. Ust all beneficlarles that apply,

| Complete all areas that apply to you and each dependent,

| For HMO Plans Only:

4+ Those applying for HMO coverage are required to select a primary care physician/practitioner (PCP) for each covered individual, List the name of the physician/
practitioner and the provider number from the provider directory or Provider Finder® at bebsll.com, Be sure to check the appropriate box for a new patient,

* Ifyou selected HMO coverage, you must select a medical group/individual pracice assodiations (IPAs) and a primary care physlclan (PCP) for each person to he
covered,
You must also select a PCP withn the selected medical group/[PA for each person to be covered, You may choose a different medical group/IPA for each person, Care
received from a woman's principal health care provider (WPHCP) may be elfglble for coverage without referrals from your PCP, However, your PCP and your WPHCP
must be affifiated with or employed by your medical group/IPA In order for each person to be ellglble for coverage. Untll we recelve your selected medical group/IPA,
you may not be eliglle and your dalims may be denled. Be sure to enter the medical group/IPA number, name, PCP number and name,

* Ifyou are adding an ellgible military personnel dependent who Is over the age lmit of your employar's plan, completion of a Defense Department Form 214 (DD 214) is
required In addition to this application.

hange Primary Care Physiclan/Practitioner: Complete Sectlon 1 and check the "Other Change(s)" box; then, complete Sections 2, 3, 4and 9, In Section 4, please include
.| enrollee’s or dependent's name, soclal security number, date of birth, name and number of the new PCP and the name and number of the new IPA.
Change Address/Name: Complete Sectlon 1 and check the "Other Changa(s)” box; then, complete Sectlons 2 and 9,

A disabled dependent must be medically certified as disabled and dependent upon you or your spouse™**/domestic partner in arder to be constdered for coverage f
pendent coverage Is partof your employer's plan, The disabled dependent Is required to be covered prior to age 26 to be elighble for coverage over the dependent child

; age limit of your employer's plan. A Disabled Dependent Authorization and Disabled Dependent Physiclan Certification document must be completed and submilted with this
| enrollment application, If applicable,

| Complete this section If you or any dependent have ather group of Individual heaith and/or dental coverage (f applicable) that will not be canceled when the coverage under
| this application becomes effective,

| Complete this section If you or any of your dependents are covered by Medicare, Enter the start and end dates for the coverage that applies. Your Medicare HIC number must
.| be listed (It can be found on your Medicare ID card). Check the reason for your Medicare coverage,

| Complete this section if you are declining health coverage for yourself and your dependents. Anyone declining coverage for any reason should complete Section 8, not just

| those declining because of other coverage.

| IMPORTANT NOTICE: Ifyou are declining enrollment for yourself or your dependents (including your spouse) because of other health care coverage, you may, In the
future, be able to enroll yourself or your dependents In the plan If you request enrollment within 37 days after your other coverage ends. In addition, I You have a new

dependent as a result of a marilage, party to a chvll unfon, birth, adoption, becoming a party In a sult for adoption, or placement of a foster child In your home, you may be

able to enroll yourself and your dependents If you request enrollment within 31 days after the marrlage, blrth, adoption, suitfor adoption or placement for adoption, or
| placement of an efiglble foster child In your home,
CTIO

. -~ SIGN YOUR NAME AND DATE THE ENROLLIMENT APPLICATION IF YOU AGREE TO THE CONDITIONS SET FORTH IN THIS SECTION. YOUR ENROLLMENT APPLICATION SHOULD BE
COVERAGE CONDITIONS | SUBMITTED TO YOUR EMPLOYER'S
Vit | ENROULMENT DEPARTMENT, WHICH WALL THEN SUBMIT YOUR FORM TO CESIL,
A5 USED ON THE APPLICATION (UNLESS INDICATED OTHERWISE): THESE TERMS MAY BE USED IN A DIFFERENTWAY IN OTHER DOCUMENTS,
* THE TERM "MARRIAGE" INCLUDES LEGAL MARRIAGE AND THE ESTABLISHMENT OF A CIVIL UNION OR DOMESTIC PARTNERSHIP (COVERAGE SUBJECT TO YOUR EMPLOYER'S PLAN),
** THE TERM “DIVORCE" INCLUDES LEGAL DIVORCE AND THE COMPARABLE TERMINATION OF A CVIL UNION OR DOMESTIC PARTNERSHIP (COVERAGE SUBJECT TO YOUR EMPLOYER'S PLAN),
#++ THE TERM "SPOUSE INCLUDES A LEGAL SPOUSE AND A PARTY TO A CIVIL UNION OR DOMESTIC PARTNERSHIP (COVERAGE SUBJECT TO YOUR EMPLOYER'S PLAN).

CHANGES IN STATE OR FEDERAL LAW OR REGULATIONS, OR INTERPRETATIONS THEREOF, MAY CHANGE THE TERMS AND CONDITIONS OF COVERAGE,
IF YOU ARE A CURRENT MEMBER AND HAVE QUESTIONS, YOU MAY CALL THE CUSTOMER SERVICE NUMBER ON THE BACK OF YOUR IMEMBER ID CARD.

300919 hebsil.com




1) dechining complie G-CHN 4,837

LGRDUPH l SECTION o | SOC.SEC.# I ACCOUNT 4 | CATEGORY —|
4& SECTION 1 — ENROLEMENT' E\IENTS HELERSE CHECKALL THA L YOU ARI {AGE, COMP!
{1 NEW ENROLLEE ] Abp DEPENDENT ("] OPEN ENROLLMENT {71 OTHER CHANGES (1 CANCEL ENROLLEE [] CANCEL DEPENDENT
ARE YOU APPLYING AS A RESULT OF A SPECIAL ENROLLMENT EVENT? [ NO [T YES, EVENT DATE: CANCEL COVERAGE: [] HEALTH [Z] DENTAL
EVENT: ] NEW HIRE 1 MARRIAGE* [ BIRTH ] TERM LIFE ] DEPENDENT LIFE
(Z1 ADOPTION, PLACEMENT FOR ADOPTION OR SUIT FOR ADOPTION (PROVIDE LEGAL DOCUMENTS) [_] SHORT-TERM DISABILITY (2 LONG-TERM DISABILITY
(] COURT ORDER (PROVIDE COURT QRDER OR DECREE) LIST NAMES OF THOSE CANCELING 1N SECTION 4 BELOW
] LSS OF OTHER COVERAGE EVENT: {1 DIVORCE** [ DEATH
[] OTHER (EXPLAINY: [T TERMINATED EMPLOYMENT (] OTHER
EFFECTIVE DATE OF BENERITS: () COMPLETION OF OTHER ELIGIBILITY REQUIREMENTS | INDICATE EVENT DATE
LDECTION 2—PLEASE TELL US ABOUT YOURSELF
LASTNAME i MR |SUFFK
MAILING ADDRESS ~ STREET - APT i aw STATE 11P CODE
EMAIL ADDRESS HOME/CELL PHONE
CIMALE T FEMALE
NAME OF EMPLOYER 108 TME BUSINESS PHONE # EMPLOYMENT DATE {(MM/DDAYY) ON/NERAGE, HOW
}PFT‘EEK?ROEV)DUWORKT
EUIGIBILITY STATUS: [ ACTIVE EMPLOYEE  [] RETIRED EMPLOYEE - DATE OF RETIREMENT: [ COBRA COVERAGE START DATE PROJECTED END DATE

D ILLINOIS CONTINUATION (INSURED PLANS ONLY) START DATE PROJECTED END DATE

SECTION 3 — SELECT YOUR COVERAGE- ~ = -

| MALL:GROUP. PLANS (1-50 EMPLOYEES)"
AFFORDABLE CARE ACT PLANS GRANDFATHERED AND GRANDMOTHERED/TRANSITIONAL PLANS
] ppO CIOTHER [ BLUE ADVANTAGE ENTREPRENEUR PO [ BLUE ADVANTAGE HMO™
(] BLUE CHOICE PREFERRED PPOSH [ BLUE CHOICE SELECT ppQSH ] BLUE ADVANTAGE HMO VALUE CHOICE
[T BLUE OPTIONSSM [ BLUEEDGE SELECT HSA™ (] COMMUNITY PARTICIPATION ORGANIZATION (CPO)
1 BLUE PRECISION Hio™ 7] BLUEEDGE HsAs (71 CPO VALUE CHOICE
(] BLUECARE DIRECTS ] BLUEEDGE HCA DIRECT™ [ OTHER
P REQUIRED) 71 PPO VALUE dHoict PLAN # (REQUIRED)
ST MID-MARKET AND LARGE GROUP.STANDARD PLANS (51¥ EMPLOYEES) . 1 U PREVIOUS BCBSIL-OR HIO MERBERSHIP .~
MlD»MARKET& LARGE-GROUP STANDARD PLANS 51+ GRouPk i
CIpro e {71 BLUE CHOICE OPTIONS® [ BLUEEDGE SELECT HSAM SEcTioN A
£1 BLUE ADVANTAGE HMO™ -«~[:LLUE CHOICE SELECT ppos¥ [T PLAN 4 (REQUIRED) a
I:l BLUE ADVANTAGE HMO VALUE CHOICEsM I:] BLUEEDGE.HS_ASM I OTHER IDENTIFICATION i

e R T - LARGE GROUR.CUSTOM PLANS (151% EMPLOYEES) ~
EI TRADITIONAL [T BLUE ADVANTAGE HMO W]HGA 18Lue EDGE SELECT HSASM
C1rp0 [TBLUE CHOICE OPTIONS™ /& (] BLUE EDGE SELECT HCA DIRECT™
Cicpo : (] BLUE CHOICE SELECT pposi-~ DVlSION
[7 CPO VALUE CHOICE [] BLUEEDGE HCA-~ \mﬂ
LT HMO ILLINOIS® [T BLUEEDGE HSke m] D|CAR RRLEMENT
[T HMO LLINOIS® W/HCA _ IBITEEDGE HCA DIRECT (] OTHER \
[T OLUE ADVANTAGE HMO‘M / D BLUE EDGE SELECT HCASM

T I ~DENTAL" R R e AR P

D SLUECHRE DR PP / |:1 BLUECREDENTL O™ EI TRTPLOVEE NG PARY TOACVIL [ INDIVIDUAL/EMPLOYEE [ EMPLOYEE/SPOUSE
] DENTAL GROUP # UNION OR DOMESTIC PARTNER ] EMPLOYEE/CHILDREN I FAMILY
{IF DIFFERENT THAN MEDICAL GROUP POLICY #) [:] MALE D FEMALE
PRIMARY LANGUAGE \ -

_GROUP TERM LIFE \QIDENTAL DEATH AND DISMEMBERMENT (AD&D)AND DISABILITY INSURANCE

] TINGT APLTING FOR GROUPTERW LIFE, AD&D OR DISABILITY INSURANCE COVERAGE

EMPLOYEE OCCUPATION/JOB TITLE: / WAGE RATE $ PER [THOUR [ WEEK CTMONTH (T vEAR
GROUP BASICTERM LIFEAND AD&D  TTIDONOTAPPLY  [TTIDOAPPUY AMOUNT$ :

GROUP DEPENDENTS' LIFE CliooNoTAPPlY  CIIDOAPPY N,

GROUP SUPPLEMENTAL LIFE CIIDONOTAPPLY  [IIDOAPPLY  EMPWEE ELECTION: § SPOUSE ELECTION: § CHILD ELECTION: $

SHORT-TERM DISABILITY CII0oNOTAPPY  TIHDOAPPY " "\ [ LONG-TERM DISABILITY CJiDONOTAPPLY 11D APPLY

PRIMARY FIRST NAME INITIAL - CAST NAME TTONSHIP BIRTH DATE (MM/DOAYYY) SOCIAL SECORITY #

BENEFICIARY

CONTINGENT  TIST HAME JMNAME RELATIONSIP \ BIRTH DATE (MM/DOAYYY)  SOCIAL SECURITY #
BENEFICIARY

BB hebsil,com




Erm\me SOC. SEC.# GROUP 1

SECTION 4 — COVERAGE OPTIONS

MPLETION OF A DEFENS EPARTMENTEORM 2414 (DD 214719 REQUIRED'IN ADDITION TOTHIS: ABLICATIO

EMPLOYEE/

PCR NAME PANAME
ENROLLEE'S
NAME P P
WPHCP NEW PATIENT? HMO OB/GYN NAME (OPTIONAL) HMO OB/GH
NAME
VPHCP # CIves CINo
p(“ DEPENDENI'S NAME . DEPENDENT'S PCP NAME (Y] NEW PAIENT?
[_THUSBAND [J WIFE 1 DOMESTIC PARTNER (3 PARTY TO A CIVIL UNION CI¥es [ No
IPA NAME WPHCP HMO 0B/GH
HAME NAME (OPTIONAL)
m IPAK WPHCP # HMO QB/GYN #
ggtéwnem's BIRTH DATE (MM/DO/¥YYY) HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/LIP CODE
ouq SECURITY ¢
DEPENDENT'S NAME DEPENDENT'S PCP NAME oep NEW PATIENT?
[1SON  CIDAUGHTER  [Z] QTHER ELIGIBLE DEPENDENT C1ves I No
BIRTH DATE (MM/DD/YYYY) HOME ADDRESS (1F DIFFERENT) STREET/CITY/STATE/ZIP CODE

15 THIS DEPENDENT A NATURAL CHILD, STEPCHILD, | [F NOT YOUR ELIGIDLE NATURAL CHILD, STERCHILD, FOSTER CHILD,
FOSTER CHILD, ADORTED CHILD ORACHILD IN SUIT | ADOPTED CHILD OR CHILD IN SUIT FOR ADOPTION, ARE YOU (OR YOUR

FORADOPTION? (3 ¥eS [ O SPOUSE) RESPONSIBLE FORTHIS DEPENDENT? L1 ¥es 1 o
DEPENDENT'S IPANAME HMO 0B/GYN
SOCAL NAME (OPTIONAL)
SECURITY # PA HMO OB/GYN
DEPENDENTS NAME . DEPENDENT'S PCP NAME PP Y NEW PATIENT?
[C1SON  LIDAUGHTER [T OTHER ELIGIBLE DEPENDENT ) CI1¥es E1 N0
BIRTH DATE (MM/DDAY) HOME ADDRESS (|F DIFFERENT) STREET/CITY/STATE/ZiP CODE 1 THISDEPENDENT A ATURAL CHLD, STEPCHLD, | (40T YOUR EIGILE NATURAL CHL, STEPCHID. FOSTER CHID
FOSTER CHILD, ADOPTED CHILD ORACHILD INSUIT | ADOPTED CHILD OR CHILD IN SUIT FOR ADOPTION, AREYOU {0R YOUR
FORADOPTION? L1YES L1 NO SPOUSE) RESPONSIBLE FORTHIS OEPENDENT? L1 YES L1 No
prEenTs IPANAME HMO 0B/GYN
o B NAME (OPTIONAL)
HIMO 0B/GYN #
DEPENDENT'S NAME DEPENDENT'S PCP NAME pp# NEW PATIENT?
£150N  [CIDAUGHTER - [ OTHER ELIGIBLE DEPENDENT Cves I no
BIRTH DATE (MM/DDANYY) HOME ADDRESS {IF DIFFERENT) STREET/CITY/STATE/ZIP CODE 15 THIS OEPENDENT A NATURAL CHILD, (F NOT YOUR ELIGIBLE NATURAL CHILD, STEPCHILD, FDSTER CHILD,
STEPCHILD, FOSTER CHILD, ADOPTED CHILD ADOPTED CHILD OR CHILD IN SUST FOR ADOPTION, AREYGU (ORYOUR
ORACHILD [N SUIT FOR ADOPTION? L YES 1 NO | SPOUSE) RESPONSIBLE FOR THIS DEPENDENT) L1%s CIno
DEPENDENT'S HMO 0B/GYN

SOCIAL NAME (OPTIONAL)
SECURITY # HMOQ OB/GYN #

SECTION 5 — DISABLED DEPENDENT =~ .«

NAME QF DISABLED ATURE OF
DEPENDENT DisaBiLITY
NAME OF DISABLED NATURE OF
DEPENDENT DISABILITY

[FDISABLED CRILD IS VER THE DEPENDENT AGE LIMIT OF YOUR EMPLYER’S PLAN, PLEASE ATTACH A COMPLETED DISABLED DEPENDENT CERTIFICATION AND THE DISABLED DEPENDENT FHYSECIAN CERTIFICATION DOCUMENT,
SECTION 6 —OTHER COVERAGE INFORMATION PLEASE COM AB

COMPLETE THIS SECTION ONLY FYOL! OR ANY OF YOUR DEPENDENTS HAVE GTHER HEALTH AND/OR DENTAL COVERAGE THAT WILL NOT BE CANCELED WHENTHE COVERAGE UNDER THIS APPLICKTION
BECOMES EFFECTIVE, LIST NAMES OF EACH INDIVIDUAL COVERED:

4

GROUP COVERAGE INDIVIDUAL COVERAGE | NAME AND ADDRESS OF OTHER INSURANCE CARRIER EFFECTIVE DATE (MM/DD/YYYY) TVPE OF POLICY
Clves CINO | ¥Es IO CTEMPLOYEE ONLY L] EMPLOVEE/SPOUSE
L] EMPLOYEE/CHILOREN) [ FAMLY
NAME OF POLICYHOLDER BIRTH DATE (MM/DD/YYYY) RELATIONSHIP TO APPLICANT
CIMAE COFMALE | 551 [ $pouSE ] DEPENDENT
EMPLOYER'S NAME - EMPLOYMENT DATE (MM/DD/AYYYY) HEALTH GROUP # HEALTH D # DENTAL GROUP # DENTALID #

/A SECTION 7 MEDICARE COVERAGE INFORMATION B | ,
NAM OF PERSON COVERED: MEDICARE A (HOSPITAL) EFFECTIVE DATE: END DATE: ' MEDICARE HIC H(FROM MEDICARE CARD)

MEDICARE B (MEDICAL) EFFECTIVE DATE: END DATE:
MEDICARE D (DRUG) EFFECTIVE DATE; END DATE:
MEDICARE D (DRUG) CARRIER:
PLEASE INDICATE REASON FOR MEDICARE ELIGIBILITY; [T ENTITLED AGE [ ENTITLED DISABIITY [T END-STAGE RENAL DISFASE L] DISABILITY AND CURRENT RENAL DISEASE .
NAHE OF PERSON COVERED: MEDICARE A (HOSPITAL) EFFECTIVE DATE: END DATE: MEDICARE HIC I (FROK MEDICARE CARG)
MEDICARE B (MEDICAL) EFFECTIVE DATE: END DATE;
MEDICARE D (DRUG) EFFECTIVE DATE: END DATE;
MEDICARE D (DRUG) CARRIER:

PLENSEIVICHTE REASON FOR MEDICARE ELIGDILTY; L ENTTLED AGE_ L ENTITLED OISWOTY_ L END-STAGE RENAL DESESE 1 sl IV AND CURRENT RENAL DSEISE
BN bebsil.com 4




5T NAVE ' S0C. SECq GROUP T

SECTION 8:— DECLINATION OF COVERAGE ~ .+~ | ASE COMPLETE IF YOU ARE DECLINING COVERAGE
THIS IS TO CERTIFY THE AVAILABLE COVERAGE HAS BEEN EXPLAINED TO M, | HAVE BEEN GIVEN THE OPPORTUNITY TO APPLY FOR THE COVERAGE OFFERED TO ME AND MY ELIGIBLE
DEPENDENTS AND HAVE VOLUNTARILY ELECTED TO DECLINE THE COVERAGE AS INDICATED BELOW. IF | DESIRE TO APPLY FOR COVERAGE AT A LATER DATE, | UNDERSTAND THERE MAY BE

A DELAY IN THE EFFECTIVE DATE OF THE COVERAGE,

NAME T EMPLOYEE [ REASON FOR DECLINING HEALTH L_1 OTHER GROUP HEALTR COVERAGE — CARRIER; CIMEDICHE. T MEDIAD

[ THER INDIVIDUAL HEALTH COVERAGE - CARRIER; L1 OTHER (ERPLAINY

1140 NOT ENROLLED N ANY HEALTH INSURANCE PLAN, BUY DO NOTWANT THIS COVERAGE
NAME [T EMPLOYEE | RENSON FOR DECLINING DENTAL: L] OTHER GROUP DENTAL COVERAGE LIMEDICAID L1 INDIVIDUAL DENTAL COVERRGE

L1 OTHER (EXPLAN) (1 A NOTENROLLED IN ANY DENTAL INSURANCE PLAN, BUT DO NOTWANT THIS COVERAGE
AME 1 5POUSE | REASON FCR DECLINING: [ OTHER GROUP HEALTH COVERAGE L MEDICAD CTINDIVIDUAL HEALTH COVERAGE

1 QTHER (EXPLANY 211 AM NOT ENROLLED IN ANY HEALTH INSUBANCE PLAN, BUT DO NOTWANT THIS COVERAGE
NAME LT DEPENDENT | REASON FOR DECLINING: L OTHER GRQUP HEALTH COVERAGE L] MEDICAD LT INDIVIDUAL HEALTH COVERAGE

1T OTHER (B4PLAN) 1AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOTWANT THIS COVERAGE
NAVEE CTDEPENDENT | REASOR FOR DECLINING L] OTHER GROUP HERLTH COVERAGE LT MEDICAID T NDIVIDUAL HEALTH COVERAGE '

I OTHER (XPLAIN)

IZT1 AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE

SECTION 9 — COVERAGE CONDITIONS -

*|am an emplayee or a retire of the employer named In this enrollment application. | am eflgible to participate In the coverage(s) afforded by my employer's plan, which is elther undarwritten or
administered by Blue Cross and Biue Shield of linots or Dearborn Life Insurance Company. On behalf of myself and any dependents lsted on this enrofiment application, | apply for those coverage(s) for
which | am ellgble. | state that the nformatian given on this enrollment application I true and correct, | understand and agree that any Intentlonal misrepresentation of 2 materlal fact made by me wll
invalldate my coverage(s).

+ Only those coverage(s) and amounts for which | am eliglole will be avallable to me, | undarstand that If this enrollment application s accepted, the coverage(s) will become effective In accordance with the
provisions of the Contract(s)/Plan(s),

| agree that my employer acts as my agent. [authorlze necessary payroll deduction by my employer, If any, to cover the cost of my coverage(s).

+ | understand that my participatlon In the coverage(s) Is subject to any future amendment, | also understand that all notlces glven to my employer are applicable to me.

Any person who knowingly presents a false or fraudulent clalm for payment of a Joss or beneit or knowlngly presents false information In an application for tnsurance Is 8ullly of a crime and may be subject to
civll fines and criminal penalties,

APPLICANT'S SIGNATURE DATE

Blua Cross and Bhue Shiefd of Rlinots, a Divtslon of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Lcansee of the Blue Crass and e Shield Assodation

Life, Disabily, Cilcal liness, Accident, and Vislon products are ssued by Dearbom Life Insuranice Company, 701 €, 22nd S1, Sulle 300, Lombard, L 60148, Biua Cross and Blue Shiald of INnols s the trade name of Dearborn Ufe insurance Company, an Independent lcenses of the Blue
Cross and Dlue Shield Assoclallon, BLUE CROSS®, BLUE SHIELD® and he Cross and Shield Symbols aro regstered service marks of the Blue Cross and Blue Shield Assoclation, an assodlation of independent Blue Cross and Blue Shield Plans,

Medical, Pharmacy, nd Dental proclecs are ofered by Blue Cross and Blue Shield of linoks, 2 Divislon of Health Care Senvdce Corporation, a Mutual Legl Reserve Company, an Independent Licensee of the Biue Cross and Blue Shield Assodiation,

Health care coverage is important for everyone.

We provide free communication alds and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basls of race, color, national orlgin, sex, gender Identity, age or disability.

To recelve language or communication assistance free of charge, please call s at 855-710-6984,

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to flle a grievance,

Offlce of Civil Rights Coordinator Phone: 855-664-7270 (volcemal!)

300 E. Randolph St TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Emall; CMIRIghtsCoordinator@hcsc.net

You may file a civil rights complalnt with the U.S, Department of Health and Human Services, Office for Civl| Rights, at:

U.S. Dept, of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Roeom 509F, HHH Bullding 1019 Fax: 855-661-6960
Washington, DC 20201 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby jsf

Complaint Forms; http://www.hhs.gov/ocr/office/file/index.html

P bebstl.com



BlueCross BlueShield of Minois

If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

a...,\..l_)z.n G C}AM'.‘K:UJJ“"'“ &UMU Sae bl L,,.lc (_5_3.\.43.“ Qpé (_'éa.“ L-ﬂ.\“l‘é Al b.lnl.mﬁ‘)aa.».u' W tﬁﬂ _3\' gé&a.ﬂ (‘J\S ui

Arablc B85-710-6984 ¢l (ol aal cig )b o fia o Cisatli Ak &)

BRRGehr | AnSRAE, BGIE FE IO B i AR, SRR G B IS B AR R B AT .

Chinese | iRl — IR R, FHA AL SRAG 865-710-6964.

Frangals 81 vous, ou quelqu'un que vous &tes en traln d'alder, avez des questions, vous avez le drolt d'obtenir de

French 'aide et 'information dans votre langue & aucun codt. Pour parler & un interpréts, appelez 856-710-6984,

Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und

German Informationen In Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an, :

EMnvikd | Edv ecelg ) kdmolog Trou BonBdme £xete epuurrioeig, &xere To Sikalwyia va AGBeTe BorBela kol TAnomople

Greek om v)\(bécm oag xwpig xeéwon. Na va WAoETE at Evav Biepunvéa, kahéore 855-'?1 0-6984, naopes
%L Mol Yl N HEE 53 2@ slat vlell 516 olley callslol Ay ol UM, glelsy

%ﬁmﬂ cllel Yl Slat, Al clHol (dott WL, dHCﬁ QUL 36 v WAL Noelelloll 655 B,

J SEUMAL A, cllcl BRell ML Bl oltd? 856-710-6984 U Slet 83\,

: 1E; 3T, AT 3T TSITHT WFTIAT T G & B, 2w &, T ST =Y 3191 & on oo
MRSl | IO 1 TS STcr et 1 SRS 21 e So{aTeh <t T e} o S B 10,6084
Hindi W . :
taliano Se tu o qualcuno che stal alutando avete domande, hai Il dirltto dll ottenere aluto e Informazion! nella tua
[talian lingua gratuitamente. Per parlare con un interprete, puoi chiamare il numero 855-710-6984.

820 grok 6t = DI EE ARO| 20| RICHH 8l FEZ Y ESNNEE
Kore: 7ot HOE BE < U WDl USLICH S A2 Q81 A T 855-710-6984 =

orean | MatslalAlL.

Diné T44 ni, & doodago fa’da bika andnflwo*igfi, na’{ditkidgo, ts’{da bee nd ahdoti’i’ '44 niflk’e

Navajo nikd a’doolwot d66 bina’iditkidigif bee nit h odoonih. Ata’dahalne’igff bich’{’ hodiflnih kwe’é
855-710-6984.

Polski Jesli Ty lub osoba, ktdre] pomagasz, macle jakiekolwiek pytania, macle prawo do uzyskania

Polish bezplatng] informacii | pomocy we wlasnym jezyku. Aby porozmawia¢ z lumaczem, zadzwor pod

0 numer 855-710-6984. |
PycoKu Ecrun y Bac Urin 4enoseka, KOTopoMy Bbl TIOMOTa@Te, BOSHUKIA BOMPOGHI, Y BAC 6GTh NPABO Ha BecnnarHyio
Rﬁssian rloMOLLb U MHOPMALIIO, TIPELOCTABIIEHHYIO HA BalLIEM A3bike. UToBbl CESIATLCH C NPEBOUAKOM,

no3BoHWTE 1O TenegoHy 855-710-6984,
Espafiol Si usted o algulen a quien usted esté ayudando tiene preguntas, tiene derecho & obtener ayuda e
Spanish informacion en su idioma sin costo alguno. Para hablar con un Intérprete, llame al 855-710-5984.
Tagalog tﬂlxng ika:viv, 0 ang Isang taong iyonﬁj tinutulung?n aybmaydmga tanongidmay karapatain kang makakuha ng

ulong at impormasyon sa lyong wika nang walang bayad. Upang makipag-usap sa Isang tagasalin-wika,
Tagalod | imawag sa 855-710-6084, d

S| e e 5 (M 8l el o s s (A8 U 1008 90 Gl (S Gin K3l WS & T8

Urdu S Oy B855-770-6984 bt S S ey it xSl (B8 8 S Dl claglea gl 2
Tiéng Viet | Néu quy v, hosic ngudi ma quy vi gitip 46, ¢6 cAu hdi, thi quy vi c6 quydn duge gitp 48 va nhan thang tin
Viethamese | bang ngdn ng(k cla minh mién pht, E)g néi chuyén voi mdt thong dich vian, goi 8%5-710—6984. ¢

232320019
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Enrollment Application/Change/Cancellation Request UnitedHealthcare

AlnitedHoalth Group Company
(]

o UnltedHealthcare Insurance Company

o UnitedHealthcare Insurance Company of lllinols

o Hnitegﬂealtﬂcare ?f {lnols, Enc. fthe Rivar Vall

0 UnitedHealthcare Insurance Company of the River Valiay

o UnltedHealthcare Plan of the Rivar Vallay, Inc. L Enroll | O Address Change

_ ‘ . (J Cancel | O Name Change
- To Be Completed By Employer =~ . LI Change | Date of Change____/__/

—

ATTENTION EMPLOYER REPRESENTATIVE: To ensure accurate processing of application, 1) please raview all sactions and confirm the
employee completed the appropriate Information, 2) complete the Information in this section and  3) provide your signature and
taday’s date. )f the employse s waiving coverage, do not submit the application hut retain it for your records.

Gompany Nams Group # Department #
Plan Variation Reporting Code Benefit Level/Class Code, if applicable
Madical Vislon Medical Viston Life/AD&D Suppl. Life
Dental Llife Dantal Life Spousg Life Suppl. AD&D
UnitedHealthcare Overture Package (A-S) Dap. Life Critlcal lliness
o New Enrollment/Additions: (Check one) O Cancellations: Last Date of Employment ___/__/
Date of Hire ___/__/__ Requested Date of Coverage ___/_ / Requested Effectlve Date of Cancellation ___ /___ [
0 New Hire 0 Status Change (PT to FT) 0 Cancel all coverage
o Return from Leave/Layoft O Cancel all listed below — Section B
O Birth O Marrlage/Civil Unlon @ Adoption Reason: (check one) .
0 Gourt orderad dependant O Death 0 Employee Terminated o Divorce
0 Other (describe) O Moved out of service area
o COBRA/State Continuation start date stop date O Dependent reached dependent max age
O Annual Open Enroliment  Requested Effective Date of Enrollment ___/_ /| O Other (describe)
Employee Type o Union o Non-unlon | 0 Salarisd 0 Hourly | 0 Active o Retire Date o COBRA/State Cont,
Signature Date
_ ,A.'-Emplnve'e lninrinainH SRS Erployer Posltion Phone Number.
\NLast Name First Name L Ml | Social Sacurity Number Home Phone
Work Phone
Address Apt# | City State Zlp Code Email Address
Date of Birth Sex Physlcian™ (Flrst & Last Name) / Physiclan’s ID Number Primary Care Dentist Number*
/ / oM oOF
Marital Status Race ~ Check all that apply (Optional)**
I Single [ Marrled Spouse 0 Amerlcan Indlan/Alaska Native 0 Asian o1 Black/African-American O Hispanic/Latino
O Divorced @ Givll Unfon Spouse o Native Hawallan/Pacific Islander 0 White
O Widowed © Domestic Partner O Other—Please specify

*IMPORTANT: Please ses employer representative as some plans require a Primary Physiclan (Primary Care) and/or a Primary Cars Dentist
(PGD) selection.

**Data collected will be used only to help communicate with enrolises and inform them of specific programs to enhance thelr well-belng and
not for eligibility or claim payment determination.

Coverage provided by "UnitedHealthcare and Afflliates" :
Medical coverage provided by UnitedHealthcare Insurance Company, UnitedHealthcare Insurance Company of [llinols, UnitedHealthcare of
lilinais, Inc., UnitedHealthcare Insurance Company of the River Valley, or UnitedHealthcare Plan of the River Valley, Inc,

Dental coverage provided by UnitedHealthcare Insurance Company, Unimerica [nsurance Company, or Dental Benefit Providers of [llinois, Inc.
Life, Short-Term Disabllity (STD), Long-Term Disabillty (LTD) Insurance coverage provided by UnitedHealthcare Insurance Company or
Unimerica Insurance Company

Vislon Goverage provided by UnitedHealthcare Insurance Company or Unimerica Insurance Company

LGEEJOIL 9/11 Page 1 of 4 230-6044 2712
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o)

‘ 4\ C. Product Selection

‘B. Family Information - .

List All Enrolling/Changing/Cancelling (Attach sheet If necessary)

Check Last Name First Name M - ; Physiclan*(First and Last Na
lat Sex |Relationshi Birthdate me)

gg?(mprae Soclal Security Number P Physician's 1D Number

o Enrall Spouse

£1 Cancel /Domestic

OChange| = | =, , , , F Partner

00 American Indian/Alaska Native O Aslan O Black/African-American 0 Hispanic/Latino Y urmber

o Native Hawailan/Pacific Islander 0 White 1 Other-Please specify ___

o Enroll M

o Cancel Dependent

oohange | |\ 7y oy Ty F

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

Primary Care Dentist Number*

O American Indlan/Alaska Native 00 Aslan 0 Black/African-American o Hispanic/Latino
O Native Hawaiian/Paclfic Islander 0 White O Other—Please specify

D Enrolt M

O Cancel Dependent

© Ghange F

- -
] 1 L1 1 &

|

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

Primary Care Dentist Number*

00 American Indian/Alaska Native D Aslan O Black/African-American  © Hispanic/Latino
oI Native Hawaiian/Pacific Islander = White I Other-Please specify

£1 Enroll

O Cance] M Dependent

oChange | o 17y v 0 T 1 F

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

Primary Cars Dentist Number*

& American Indian/Alaska Native 1 Aslan 0 Black/Afrlcan-American O Hispanlc/Latino
oI Natlve Hawallan/Paclfic Islander = White 0 Other—Please specify

a Enrol}

o1 Gancel M Dependent

o Changa 1 F

[T T PN TOR IV M
Race — Chec all that apply (Optlonal)***
d American Indian/Alaska Native D0 Aslan
0 Native Hawailan/Paclfic islander 00 White

0 Black/African-American
1 Other-Please specify

& Hispanic/Latino

Primary Care Dentist Number*

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

Dentist (PCD) selection,

** For some cases, such as Qualified Medical Ghild Support, additional documentation ma

for more information,

y be required. Please see employer representative

*** Data collected will be used only to help communicate with enrollees and inform them of speclflc programs to enhance thelr wall-haing
and not for eligibllity or claim payment determination.

) Please check all that apply. Beneflt offerings are dependent upon employer selection,

Dual Option Plan

Parson Medlcﬂ Dental [ Vislon Life/Amount | Sup LIfeISup AD&D | STD LTD Selected
Employee O O O o$
Spouse - (W] -
/Domeastlc
Partner
Dependents O ( C

. Salary

/ Required only if Life

Plan basad on salary

LIfe Insurance Beneficiary's Full Name and Address

Ralationship

Page 2 of 4
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D LR Ths section must he completed. (Attach sheet If necessary.)

On the day this coverage begins, will you, your spouse or any of your dependents bs covered under any other medical health plan or policy,
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 Madical Covarags [nformation Typs Effective Date | End Date Name and dats of birth of policyholder

(only list those covered by other plan) (B/S/F)* for other coverage
Spouse Name: i
Dapendant Name:

Dapendent Name:
Depandent Name:

*B.Enter ‘B" when this dependent is covered under both you and your spouse’s insurance plan (married)
§.Enter ‘" If you are the parent awarded custody of this dependent and no other Individual is required to pay for this dependent’s medical axpenses,
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,

Medicare ~ Employee Information: If enrolled In Madlcare, please attach a copy of your Medicare ID card.

O Enrolled In Part A: Effective Date ___ O Ineligible for Part A* a1 Not Enrolled In Part A (chose not to enroll)
O Enrolled In Part B: Effective Date ___ O Ineligible for Part B* 0 Not Enrolled in Part B (chose not to enroll)
D Enrolled In Part D: Effective Date ____________ 01 naliglble for Part D* o Not Enrolled in Part D (chose not to enroll)
Reason for Medicare sligibility: = Over 65 O Kidney Disease O Disabled 0 Disabled but actively at work

Medicare — Spousa/Dependent Name:

o Enrolled In Part A: Effective Date _____ D [naligible for Part A* o Not Enrolled in Part A (chose not to enrol|)
o Enrolled in Part B: Effective Date __ m'[neligible for Part B* 0 Not Enrotled in Part B (chose not to enroll)
0 Enrolled in Part D: Effective Date a Ineligible for Part D* 0 Not Enrolled in Part D (choss not to enroll)

Reason for Medicare eligibility: © Over 65 O Kidney Disease o Disabled O Disabled but actively at work
*QOnly check “Ineligible” i you have received documentation from your Soclal Securlty bensflts that indicate that you are not eligible for Medicare.

TR AN CHCSE Doclining coverags due to existence of other coverage: | | understand that by waiving coverage at this tims,

| decline coverage for: 0 Spouse’s Employer's Plan 0 Individual Plan | will not be allowed to participate unless | qualify at

o Myself o Covered by Medicare 2 Medicaid a special enroliment period or as a late enrolles, if

o Spouse o GOBRA from Prlor Employer T VA Eligibility applicable, or at the next open enroliment perlod,

o Dependant Children o1 Tri-Care I acknowledge that | have received the “Important
Information” statement

o Myself and all dependents [ | {(we) have no other coverage af this time which Is Included Employee Inias TDare

t1 Other

with this form.

[ confirm that the information | have provided on this form is complete and accurate.

 understand that the health benefit plan that | have selected provides relmbursement for certain medical costs, which are mors fully described
fin the current Certificate of Coverage. | understand there may be instances whare treatment decisions made by my physiclan or me or medical
expenses which | have incurred may not be coverad by my health benefit 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 otherwlse as permitted by law. | understand that you may combina that informatlon with
other Information so that it Is no longer Individually Identifiable and use It for commerclal and other purposes.

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

Date Employee Signature for all applylng and walving Spouse Slgnature (If applying for coverage)

Primary Language Spoken O English O Spanish [ Other

Page 3 of 4 230-5044 212




_IMPORTANT INFORMATION

In order to make choices about your health care coverage and treatment, we belleve that It is important for you to undarstand 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 enrolliment, your Certificate of Coverage or other materials do not answer your questlons. Further information is avallable
at www.myuhe.com or at the toll-free Customer Gare number located on the back of your Identiflcation card or on other plan materlals.

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

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

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

3. We may use individually Identifiable information about you to Identify for you (and you alona) procadures, products, and services that
you may find valuable,

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

5. Physiclans and other providers n our networks are independent contractors and are not our employees or agents. We do not control
nor do we have a tlght to control your provider’s treatment or plan.

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

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

8. We will use Individually identiflable Information about you as permitted by law, Including in our operations and in our research. We will
use anonymous data for commerclal purposes including research,

Statement of affirmation and authorization to. obtain and disclose information in connection with eligiility for coverage,

| (we) request the Indicated group coverage for mysalf and, If the plan provides, for my dependents. | authorize any required pramium
contributions to be deducted from earnings. :

I (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)
authorlze the HMO/insurance company(les) to use this Informatlon to determine eligibllity for health coverage and eligibility for benefits
under an existing policy.

| (we) also authorize the HMO/insurance company(ies) to give this information to Its (thelr) representatives or to any other organization for
the reason notified above. 1 (we) agree that this authorization Is valld for 30 months from the date helow. | (we) know that | (we) havs the
right to ask for and to receive a copy of this authorization.

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

| (we) have not glven the agent or any other persons any health Informatlon not included on the Request for Coverags. | (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.

Page 4 of 4 230-5044 2/12
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Colonial Life. Winning Wheels
Open Enrollment 2022

Winning

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.

[1 critical liness- 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.

] 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.

[ ] 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 meeting 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.

https://bit.ly/30ISOWM the link to the video if you would like to watch it again.




T fam Yo Ay T saunco Plan

...... 1

<‘-’ Winols
: secure Choice
EMPLOYEE OPT OUT FORM Rotlrament Savings Program

ilinols Secure Cholce Is a completely voluntary program. You can o[at out at any time online, by phone, or by completing this form. If you do
not opt out your employer will send payroll conttibutions ta your lilinols Secure Cholce account, Amounts you save In this account are always
your money, Your account Is In your control and goes with you from jab to job In accordance with the llinols Secura Cholce Program terms.
Evary little bit you save now can potentlally make a difference In retirement. To opt out of payroll conttbutions to linols Secure Cholce for
mora than ona employer you must submit & separate form for each employer.

To verlfy your Information, please provide elther the last four digits of your Soclal Security Number/Taxpayar Idantification Number, or your
accass code and date of birth, The access code can be found In the emall or fetter you recelvad from lllinols Secura Cholce,

I o OO OO

Legal Name (First) (7N,

Il EEEEEEEEEEEEEE R e RN

Lagal Name (Last)

N o

Address

0000000000000 00 CO000-0000
ity ale ip Code

OO -] ]

Telephone Number (In case we have a question) heﬁ;cn Fbo(#r Dights of Soclal Securlty Number or Taxpayer Identification

IO L -C I -CE

Access Coda Bitth Date (mmidcliyyyy)

E® opT oUT REASON

[ 1 domt qualify for a Roth IRA due to ty Income L1 1 don‘t trust the financial markets

[:l | would prefer a Tradltional IRA D I'm not satisfled with the Investment optlons

|:] | have my own retirement plan D I'm not interested In contrlbuting through this-employer

[ 1 can't afford to save at this ime D other| . |

ENVIPLOYER INFORMATION

e

Employer Name
[ sicnaturs
[ do not wish to h)artlclpate In the lllinols Secure Cholce Program at thils time, | understand that | can change my mind at any time and begln

participating In linois Secure Cholce at a later date, subject to and in accordance with the terms of the lllinols Secure Cholce Program, If |
dadlde to opt back In, | can contact linols Sacure Cholce,

LI -

Slgnature of Employee Data (mmiddlyyyy)

32717 Minols Sacura Chalce (Rav, 8/2018) ®2018 Ascensus, LLC




To ervol) \n Y TL 2auings Plan

rsmiuinois
Secure Cholge
IRA ACCOUNT MAINTENANCE FORM xf‘""”‘““““'"“" Progtam

Complete this form to change your name, permanent and/or malling address, phone number, emall address, contribution rate, annual Incr
b ¢ , @ ncr "
or bank information, You may also update thls Informatlon online by logglngllnto your account at saver lisacurecholce.com, aase

If you are changlng your legal name, your slgnature with your old name and your slgnatura with your new name are required to be Me

g{gnature guaranfeed In Sﬁctlor%hs by ?ln aLilthorlloze?tofﬂIcer %f Ia bank% E)roker, 1or otﬁr qualifled financlal institutlon, In glace of a Medalﬂgwon
gnature Guarantee, you nave the optlon to submit a slgned letter of Instruction with supporting legal documentation (L.e.

court ordet, divorce documentatlon) for this change. Praring & . fhe. martage certficate,

me ;.lpdates/changes on this form ovarrlde all previous electlons for this IRA, Contact the Cllent Service team if you need asslstance completing
s form,

If you are updating your informatlon, entet the Informatlon that Is currently on file In this section and the new Information in Section 3.

ElERERERE N

Account Number
I O O O 0
IRA Owner Legal Name (First) (If you are changing your name, enter the hame you have on file in this sectlon,) (M.1.)

O I

IRA Owner Legal Name (Last)

LI -CIC -0 ]

Talaphone Number (In case we have a question about your Account. If you are updating your phone number, entar th
file In this section and the new number In Section 3.) Y peatihg yourp © fumber you have on

N I

Employer Name (if you contrlbute through more than one employer and-want to change your contribution rate or autornatic annual ncrease
election, you must submit a separate form for each employer,)

@R ACCOUNT UPDATES OR CHANGES

Chack the box(es) to Indicate which sectlon(s) you plan to update or change,
D IRA Dwner Information ~ Section 3

D Bank Information ~ Section 4

D Contribution Rata ~ Section 5

D Automatic Annual Increase ~ Sactlon 6

IRA Aceount Malntenanca - fliinols Secura Cholcs (4/2018) v ©201 g 2&2112«1? EL'?:




UPDATE IRA OWNER INFORMATION

If you are changing your name and/or contact Information, provide the new Information exactly as you would Iike It to appear on your Ninols
Secure Cholce [RA.

ff you are changlng your name, you must also provide a Medalllon Signature Guarantee balow or legal document(s) verifylng the name change.

IO OO OO OO0 0o

IRA Owner Lagal Name (First) M.l)

S

IRA Owner Legal Name (Last)

N

Ernall Address

L e O O OO

Physlcal Address (We cannot accept a PO Box)

QDDDDDDDDDDDDDDEIHIIII}DDDD

State Zip Code

AR

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

OOCOOO0O0000 0 00000
OO -

Telephone Number

Medalllon Sighature Guarantee — REQUIRED FOR NAME CHANGES TO THE ACCOUNT OWNER OF AN EXISTING
ACCOUNT ONLY

» You must provide the following Informatlon as underwritten cartification that the new signature Is ganuine,

» You can obtaln a Medalllon Signature Guarantee from an authorized officer of a bank, broker, or other qualified flnanclal Institution, A
notary publlc cannot provide a Medalllon Slgnature Guarantee, nor can you guarantee your own signature,

* Do not sign below untll you ata in the presence of the authotized offlcer providing the signatura guarantee.
By signing here | certify that the informatlon provided herein Is true and complete In all respects,

Authorized Officer to Place Stamp Here

Former Slghature of Account Owner (For name change only)

Current Signature of Account Owner

Slgnature of Guarantor

| |
Tltla .

| | |
Name of Instiution

=L

Date (mm/ddiyyyy)
Page 2 of 3
IRA Account Malntanance « llinols Secura Cholea (4/2018) ©2018 Ascansus, LLE




[l UPDATE BANK INFORMATION

Important: By signing this form, you agree and confirm that your ACH transaction will not Involve the branches of offices of a bank or other
financlal servicas company located outside the terrftorlal Jurisdiction of the Unfted States.

D Add D Delete Bank Information Indicated Below l:] Delete All Current Bank Information and Add New Bank Information Below

O O OO O

Financlal Organlzatlon Name

LTI ] I

Financlal Organlzatlon Routing Number FInanclal Organization Account Number
ACCOUNT TYPE (Select one)
] Checking [ Savings

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

[:l Add D Delete Bank Information Indicated Below [:I Pelete All Current Bank Information and Add New Bank Infarmation Below

e O

ACCOUNT TYPE (Selact one)
[:I Chacking |:| 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. .

ﬂ UPDATE CONTRIBUTION RATE

If you wish to change your contribution rate, enter the percentage of your pay chack you wish to contrlbute as a whole number. Note: Your
gontrlbutllor}s 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 5904
ar more Information,

New Contributlon Rate DDD %

E AUTOMATIC ANNUAL INCREASE

Contrlbutions for accounts open at least 180 days will automatically lncrease by 1% on lanuary 1 of each year, with the flrst increase scheduled
for January 1, 2019,

[:] [ wish to have my contribution rate automatically increased by 1% each year untll It reaches 10%.
[:] [ DO NOT wish to have my contribution rate automatically Increased each year.

SIGNATURE .

| cartlfy that | am the account owner and verify the Information above Is accurate. | assume rasponslbility for any consequences that may result
from these changes and | agrea that llinols Secure Cholce, the custodian, or the program administrator are not responsible for any
consequences that may arlse from exacuting the changes outined In this form,.

L =L -CI00

Signature of IRA Ownar Date (mm/ddlyyyy)

Page 3 of
IRA Account Malntenance - lincls Secure Cholca (4/2018) onlh Ag:ensus, El?:
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United Vision Benefit Card ' Vo
é @J IHealtheare o United P
:' o Healthcare Do
' Winnlng Wheels, Ing o o
i Capays HY o myuhovislon.com P
' Exam(y) $10.00 i1 Hlidncvislon.com .
i Eyaglasses 425,00 Retinal Screantng & 39,00 i P
i Conkacts $25.00 i1 Oustomer Servics & Provider Looator: (800) 6383420 | 5
5 i1 TDD for Hearlng Impalred: (877) 735-2920 -
'\ Powersdlly UnlocHealtisars Viston Network =. ;

To print a parsonallzed I card, pleass log on to our
wehslte and seloct 'Group/Plan' then soloct 'Print 1)
card' from the membar benefits page.

Cortal B Huotth Corde Wi e mowed, thare 1o o

0 cord for Vision =0 T eyplain that 4 e Hum)
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