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COMPLETA-GF APPLYINBORLIFEINSURANGEBOVEHEGUARANTEEBDVERAGAMOUNT (MPLETA-KIF: (1) YOUAREAPPLYINBORLIFEINSURANCE
MORETHAN31 DAY \FTER'OUARENITIALLYELIGIBLE(2) YOUAREELECTINGOINCREASEHECOVERAGEIOUNT) YOUHAVEUNDER HEPRIORLIFE
INSURANGEANOR(3) YOUWERELIGIBLBUTDID NOTENROLEORNSURANGENDER HEPRIORIFEINSURANGEAN

Spouse/
During the last five years, has the proposed insured been diagnosed with or received treatment pyffiiyea nﬁ%ﬁpergp{t@nd/ren
medical profession for any of the conditions listed in questions below? Yes No| Yes No | Yes No

A. Cysts, moles, warts, polyps, cancer or tumor?
B. High blood pressure, heart attack, pain or pressure in chest, shortness of breath, irregular heartbeats, heart murmur,
varicose veins or any other disease or disorder of the heart or circulatory system?
C. Enlarged glands, goiter, diabetes, thyroid disorder, any disease or disorder of the stomach, intestines, liver, gallbladder,
kidneys, or any disease or disorder of the gastrointestinal or urinary tract, asthma, emphysema, [tuberculosis,
pneumonia, or disease of the throat, lungs, or other disease or disorder of the respiratory tract?
Any alcohol and/or drug addiction and/or substance abuse; mental, emotional or any other nervous disorders?
Is there a current use of prescribed medications by the proposed insured?
Ever been diagnosed with or been treated for AIDS-Related Complex (ARC) or Acquired Immune Deficiency Syndrome
(AIDS) or tested positive for antibodies to the AIDS (Human Immunodeficiency) Virus?
Any illness, injury, birth or congenital defect, disease or disorder not mentioned in questions A through F?
Stroke, paralysis, epilepsy, fainting, headaches, seizures, dizziness, or other disease/disorder of the|nervous system?
Gout, arthritis, rheumatism, neck or back strain/sprain/injury, any deformity or loss of limb, or any other disease|or
disorder of the back, spine, muscles, bones or joints?
Any surgical operation performed or been advised to have any performed?
Ever been in a hospital or sanitarium for rest, treatment, observation or diagnosis; undergone any special examinations
or laboratory tests, such as x-rays, electrocardiograms, biopsies, blood or urine tests; or had any medical advice,
examination, consultation or treatment not mentioned in questions A through J?

Use the space below to provide details for "Yes" answers given above and/or medical impairments listed in questions A-ke Col
and attach a separate sheet of paper if additional space is required. Please sign and date the attachment.
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Name of Employee/Spouse/ Medical Date Duration/ Curr
Domestic Partner/Child(ren) Condition Occurred Treatment Received St
AGREEMENTS |

To the best of my knowledge and belief, all written, telephonic and electronic information | providésbisitrderatahddhmgiléte ihaurance | have s
for myself will begin on the effective date, provided | am actively at work on that date. If | am npgrteneffectiveadatcasiwell as dependent ¢
will be delayed until | am actively at work. Also, if any one of my dependents to be insured is not pétiesmimgthe effalotiaiydate, that covers
be delayed until the date the dependent resumes normal daily activities. | understand that insurancessugujecetinsedaatejaestigany app!
and additional medical information, including blood work, may be required to approve such insuranceadusitié $teneqhtintitd Hra nesurance corr
any change in my health prior to my coverage effective date, and that no coverage will be effectiveompasyOsehteewigingmequirements
effective date.

* Normal Daily Activitiesfor a spouse/domestic partner and child are defined as follows: A spouse/domestic partner or child eélinootiz d
tasks if he or she: a) is a patient in a hospital; or b) is confined at home under the care of a docteconaschad$soirjaryevel of activity signi
reduced so that he or she requires human supervision or assistance to perform any of the followingdkulityitiearcff@aihg L feleding, dressir
toileting, which another person of the same age could normally perform; or d) is receiving any disalbdéydbertefimjreiokaegsou injury.

Caution: Any person who, knowingly and with intent to defraud any insurance company or other person: (1) files &
insurance or statement of claim containing any materially false information; or (2) conceals for the purposemiatsiea
concerning any fact material thereto, commits a fraudulent insurance act.

Authorization: | hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical oy, imsdicaiberetatgzhiacitl
Medical Information Bureau (MIB), or other organization, institution or person that has any records or kttbvitegiye ahyewarinirgfoamation tc
Insurance Company of North America and its authorized representatives and reinsurers, for use in thef pnycassitg o avélelidibiiity for
or disability insurance coverage. This authorization extends to and includes information or recordsdpegtainaigaioop sipehfastory.

This authorization shall be valid for a period of 30 months from the date signed, and a photograpHitecopyishill baderstditbabat my authc
representative or | have the right to receive a copy of the authorization upon request. | understang teatehiskedtpoviddtdrsoch revocatiol
writing. However, such revocation will not affect any action taken in reliance on the authorizationtHifustinéonzdacstasndeirag given as a cor
of obtaining insurance, and that any revocation does not affect the insurerOs right to use this authbe zatneshaf@ciactiar ofithe policy in accc
with applicable law.

Information provided pursuant to this authorization may be redisclosed by the recipient and no longsrafubgetid¢althdmzotanterPortability

Accountability Act. (The insurance companies are subject to the Gramm-Leach-Bliley Act and state gs&/acy lpreseateidofoondisch exce
permitted by those laws.)

. / / |
Please Sign Here EmployeeOs Signature Date Spouse/Domestic PartnerOs Signature
(If applying for insurance for your spouse/domestic partner)

TL-006069 (5/97)

NoticePersonal information may be collected from persons other than those proposed for coverage. Informatipannes/ \biitisityse
authorization as permitted by law. You have the right to access and correct all personal informatiomedidettdah A doktiosaleviO pri
practices is available upon request.

Detach top copy. Fold and staple this copy to conceal health questions. Return both copies
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