Pima County Open Enroliment- Life Insurance Changes

If you are not making any changes to your Voluntary Supplemental Life
Insurance coverage or to your Dependent Life Insurance coverage, you
do not need to do anything.

If you are increasing your Voluntary Supplemental Life Insurance
coverage, or adding a Spouse/Domestic Partner to your Dependent Life
Insurance coverage, please complete the Humana Enroliment Form and
Humana (EOI) Evidence of Insurability Form. If you are adding a
Spouse/Domestic Partner, their signature is required on the EOI
Form as well. Please submit these forms to: pimaeoi@humana.com, or
fax to 1-888-235-3260.

You will also need to update your enroliment changes in Pima
County’s ADP/HR Benefit Solution website.

If you are only adding a Dependent Child, you do not need to complete
any Humana forms; you simply need to update the enroliment change in
Pima County’s ADP/HR Benefit Solution website.



Humana EOI Cover page

Employee Name:
Humana Group Number 561416

If there are questions regarding your application

Best phone number to confact you:

If you would prefer contact via email:

If you are covering dependents please provide:

Spouse name Dateof Birth __ / [/
Child name Dateof Birth /[
Child name Date of Birth __ / /[
Child name Dateof Birth /[
Child name Date of Birth__ / [/
Child name Dateof Bith /[
Child name Dateof Birth /[

Email OR fax this form with the Humana EOI form to:

Email: PimaEOI@humana.com
Fax: 1-888-235-3260



V:s;t us at Www.iumana.com or www. humanadental com

The c;ffermg companyties) listed below, severally or collectively, as the content may require, are referred to In this. appllcatlon as "Humana”,

Life and Vision plans insured or administared by Humana insurarice’ Company. Dental Prepaid plans underwritten by Employers Dental Services., Al other
Dentat plans Instred or administered by HumanaDental insurance Cormpany or Humana Inswrance Company. CompBenefits Vision plan insured and
administered by CompBenefits Insurance Company.

Please print clearly and fill in each applicable circle,
; Company name Pima County
v ol Enroliment informati

Q7_101 12012 _
State A7
VERZTI000°8) 312008

Proposed effective date:
| Company cty Tucson

Disablee?

| Helght : Weight | Full-time
Relationship| _ Last name, First name M} iy 4 dbs) iGender| student? | Date of birth | If ves, indicate reason.
.: ™y r .
Employee / :3’ ;f; R 3 Ql Reason:
Spouse / ! ; :\{ Na | o g ? Reason:
Child / 8 ;;1 8 ti C 8 {q Reason:
Child / 8 ;,n 3 f;! P g 35 Reason:
Child / 8 iﬁ g \f{\' s g {:J Reason:
Other (specifyk: of | oy o  |Reason:
i ! ’ DM O fond QY
b, ENPLO HOURS WORKED PER WEEK: O RETIREE |DATE OF FULL-TIMEHIRE: __ /[ [
SN Street address - APT Suite / Box
City State Zip code Phone # ( )

Email address

Language: Q English O Spanish

..‘.uu‘

O Employee qnd spouse . O Employee and child(ran}

foyue only
QNG COVERAGE fcomplete waiver)

Plan niame eI i

Prior dental coverage dui
Prior dental insurance casrier name

onths {mdmdual or other group caverage 2

coverage typer  [Effecy

TPolicy &

Prior orthodontia coverage in the past 12
months? ONOY

Pﬂmary beneficiary hay

Prior carrier phone # ( }

%Eanda{y beneficiary name (Last,

-+ A2-72000-BL: 312008

e i p{owde you

Annual salary {if applicable)
]

Basic dependentlife? O N O v -

m ormat}on if needed)

voluntary ep{yee life
coverage? O W O ¥ 1Y

T Amount (i $ 15,0000

Prirary beneficiary name {Last, First Mi)

i no, complete waiver section,

Secondaly beneficiary name (Last, Fiest Mi) I

Voluntary spouse life
cuverage" O N &Y

Amount (min. $5,400)
ONHOY

Voluntary chiid{ren) life coverage?

Annual employee salafy (if applicable) ‘
¥

Q Employee anl

Cnverage type

:'57{"[;?“-;_:1.173}-:,-‘-.‘ R

N HLANOVS 312008

(NF)AZ-72000  3/2008

Reorderft  AZ-51340-HD 372008



[ Last name: _ | {First name:

endents fpsh

F acknowtedf
I

was hot pressured or fo i
dependents, my signature is evidence of 1Y

I hereby waive coverage for {check all that apply):
Dental for; O Myself O My spouse O My dyy
Basic Life for: G Myse O My spoy '
vision for: O Mysgl e

the apparunity 16 2pply Tor group coverage avaliable 1 me and my dep
Geriling agant, or Humana inth waiving idedming? Coverage. |

e offered to me or my

r group coverage because of:

g child{zen) Q Medicard
My dependent child(ren) | O indiidual coverage
O Coverage under another carrier's plan
O Other: '

B oyer

312008

. AZT2000-A8

True and complete acknowliedgement

| undferstand, agree and represent; :

o | have read his gocument or it has been read 1o me and answers provided are trve and complste to the best of my knawledge and belief.

» Heither my employer nor the agent can waive any question, determine coverage of insurabitity, alter any contract o waive any of Humana's other rights
and requirements,

* 1f this appfication for coverage is accapted, coverage will be effective on the date specified by Hurana on the certificate of coveragercertificate of insurance.
i  have a new dependent as a result of a qualifying event, | may in the future be able Lo envoll myself or my dependents provided | request enrollsent within 31
days after the qualifying event, ‘ .

* In the event that 1 should decide to apply for coverage haereafter, that subsequent application shall be subject to the applicable terms and corditions of the
raster group contractis) or plan provisions which may require additienal limitations and waiting pericds.

* | may be required to furnish, at my awn expense, evidence of health status satisfaciory to Humana.

» {1 am declining coverage for myself or my dependents fincluding my spouse) because of other coverage, | may in the juture be able to enref! myself or my
dependants provided that 1 request enroliment within 31 days after my other coverage ends,

* Humana seserves the right to delay medical coverage andfor deny fife or dental coverage with any future application for coverage.

« if any deductions are required for this coverane, | authorize those deductions from my earnings. i sefecting the Health Savings Account (H3A), | authorize
Humana of its banking pariners to provide my account number 10 my employer for the purposes of depositing any contributions.

s Any missepresentation contained herein vefied on by Humana may be used to reduce or deny a ciaims or void the contract within the conestable perfod if such
misrepresentation materialiy affected the acceptance of the risk,

Authorization

( slsthorize any third party to have information regarding mysell. This includes any medical or non-medical information and te share any and all such information

with Humana, its reinsurer or its legal representatives, and its affiiates.

My dependents and | understand and agree:

o The information abiained by use of this autherization may be used by Humana 10 make claims determinations, determine efigibility for coverage, eligibifity for
benefits under an existing policy and plan administration.

« Any information obtalned will rot be released by Humana te any person or organization except to reinsuring corpariies, the Medical Information Bureau, Inc. or
other persons or organizations performing health care operations of business or legal services in connection with an application, claim or as may be otherwise
fawfully required, or as | {we) may further aushorlze, Once personal and health (Inchuding medical, denta and pharmacy} information is distlased puesuant to this
authorization, the reciplent may redisclose it and the information may not be protected by federal and state privacy requirements.

© A photographlc copy of this authorization shall be as valid as the original,

» This aul'hofrizaiion shall be valid for two years from the date shown below and | hava the right to revoke this autharization at any time by writing to Humana’s
Privacy Office.

This document, together with any supplements, will form part of any contract and be the basis for any certificate of coverage/certificate of insurance Issued.

Signature o GroUT COV AZ-72000:
If you decide not to sign this authorization, Humana cannot complete your plan earoliment or determine your premhim rate due to the
Inability to obtain the necessary information.

Employee or legal representative signature:! Date:
Name and relationship of legal representative:”

(MF) AZ-72000  3/2008 2 Reorderd#  AZ-51340-HD  3/Z008



iGroup manber, |1 Last name: i |§i¥stname;
o |He[ght Weight |Disabled?
Relationship Last name, First name M1 i fdin) L (bey | M ves indicate reason, SSN #
> N jReason:
Employee ; / Oy |
i O N {Reason:
Spouse ; / e
i 1 O N jReason: :
Child ! Sy ;
i O N 1Reasom:
Child ¥ Sy
. N iReason:
Chitd / "’
Other (specify): @ N [Reason:
/ oY

This information should not be submitted more than 60 days prior to the effective date.
Complete this section for appi ficants r@qw:,imq Lnée insurance over the guarantee issue amount zEFTd alf late enrol!ees applying for Life coverage.

1. Are you or any dependent currentiy under any treat

scribed medications?

[ ONoY

2. Within the past 5 years, have youl of any eligible dépendent o be covered been diagnosed with, counseled, consulted or

treated by a doctor for any of the following: ‘
oronary artery disease, chest pain, or any disease of the [O N Diabetes; liver or thyroid disease; or enlargement ofthe 1O N
reries o1 blood vessels; phiebltis; high blood pressure? 1O ¥ lymph nodes? O
arvous, mental or emgtional disorder; convulsions; O N Stomach, gall bladder, intastinal or colon disorders? O N
pitensy; unconsciousness? oy QY
sthma or other disease of lungs or respiratery organs? QG N Rheumatoid arthrits or back disorders? O N
QY QY
idney stones; disease of kidney, bladder, male or female [O N Paralysis, or any other physical impairment or deformity? |O K
rgans; of infertility? . QY Q.
ancer, andior Cancerous wmor? O N coholism or drisg habiz, or been a member of Alcoholics (O N
tete type & pari of body in details section below) QY Anonymous? QY
3, Have you or any dependent been diagnosed or received treatment for an immune system diserder (i.e. Lupus, 1P}, AIDS ONOY
or an AlDS-refated complex?
4. Duting the past 5 years, have you or any dependent had hospitalization or surgery scheduled or completed, had any ONOY
injury, illness, medical attention or medical advice or reatment for any reason not already mentioned?
5. Are you or any dependent (v be covered pregnant? QNQY

if you answered “yes” 1o any of the questions above, please provide details below and specify the question #.
Attach additional signed and dated sheeis if necessary,

Question # & letter 3Pt=rsor; tneated (ldsl farme, F;rst name) ' |
Conditior '

Treatments received B

Medications prescribed Current or future treatments or medications

Date diagnosed __f_ _/ Date last seen by a doctor _ _/_ _/

Question # & leuer

Person treated {Last name, First name)
T

iTreatments received

Medications prescribed Current or future treatments or medications

Date diagnosed AR

" iate fast seen by a doctor _ /1.

If you decide not to sign this authorizatfon, Humana cannot complete your plan enrollment or determine your premium rate due to the
inahility to obtain the necessary information.

- Employee or legal representative signature: Date:
Name and relationship of tegal representative:
Spouse sighature: Date:

{Only if selecting Life coverage over the guarsites issus amount,)

GN-72000-HS  7/2008 Rearderf# GN-51340-HS  11/2008



