Colonial products are a voluntary benefit.

Some guaranteed approval and some free benefits are available.

In 2013 Cumberland Heights will continue to fund the Employee’s cost of your
Medical Bridge (Hospital Confinement) $500 Colonial policy if you are enrolled in
either Option 1 or 2 of the Cumberland Heights Employee Medical Plan. This
basic coverage is guaranteed issue (no pre-existing conditions apply) for new employees
for the $500 level and it is also guaranteed issue for the employee if they buy up
to the $1000 level, but you must apply when first eligible and sign the application.

You may purchase Short Term Disability within your salary range and be
approved if you apply when first eligible. Just answer 4 questions noted below.
(All health questions need answered for the employee when applying for any other Colonial product, or if you are

applying as a late enrollee. All health questions for dependents must be answered when applying for any
dependent coverage .)

All employees electing either Medical Option 1 or 2 need to at least apply for
this Medical Bridge $500 policy on the Colonial form just to get this basic

Hospital Confinement coverage free - paid for by Cumberland Heights.

1. Review the material for all the Colonial plans.
2. Circle the pay period rates for the coverage you want to elect.
3. Fill in the Applicant Section

I will complete the Plan Section and enter the monthly cost.

4. Answer questions 2, 3, 4, 14a, and designate a beneficiary in the section
under question 15.
a. If you apply for coverage other than your own medical bridge or disability, you

need to answer all the health questions for that specific product.
5. Sign applicant and individual signature lines on page 6 and 7.
6. Please scan or fax to me all Colonial pages 1-7 with the rates circled for the
coverage you elect, along with your other benefits election form by the 30-
day deadline.

Coverage is effective when Colonial approves the application. The effective date is usually the
first pay day in the month after your other benefits begin. The first deduction for Colonial
products is the 2" pay day in that month. If you need help electing this coverage, please call
me.

Deb Wilburn, Benefits Administrator for Cumberland Heights
ePhone 615-687-2855 eThe Crichton Group efax 615-687-2856



You need to know that the Colonial Medical Bridge (Hospital
Confinement) policy you receive will be specific to the type
of medical coverage (option 1 or 2) which you elect.

if you elect Option 1 Medical, you are applying for the

Medical Bridge policy with outpatient procedure
reimbursement benefits as described in the Colonial
brochure.

Colonial brochure code: Medical Bridge 3000 Base/Plan 2

If you elect Option 2 Medical, you are applying for the

Medical Bridge policy with no outpatient procedure benefit .

To qualify for the Health Savings Account (HSA), you cannot
have a benefit that pays you, or pays for coverage before
you meet the high deductible (other than the preventive
coverage). The rate is lower because of this exclusion.

Colonial brochure code: Medical Bridge 3000 Base/Plan 1

(Don’t be confused, but just in case you’re trying to match things up, notice that
the Colonial Bridge plan 1 and 2 are numbered opposite to your medical option 1
and 2. Something that was done long before these plans were put together.)



Cumberland Heights Foundation: Voluntary Benefit Options from Colonial Life
Bi-Weekly Payroll Rates

Short Term Disability: payable after 2 weeks of disability, up to 3 months under doctor's orders not to work

"paycheck Insurance!™ This benefit provides income replacement to help you to continue to pay mortgage or rent, utility bills or other
expenses should you become disabled due to a covered off-the-job accident or illness. Design your own plan to fit your budget & financial
needs: select any monthly benefit amount listed up to the maximum shown for your salary range. Maternity covered after your policy is in
effect for 9 months (standard 6-8 weeks benefit, depending on childbirth). Pre-existing conditions apply during the 1st year of the policy.

Yearly Salary Disability Income Benefit Age 17-49 Age 50-69
$9,000-5$10,999 $500/month $4.27 $5.42
$11,000-512,599 $600/month $5.12 $6.51
$12,600-5$14,399 $700/month $5.98 $7.59
$14,400-516,199 $800/month $6.83 $8.68
$16,200-$17,999 . $900/month $7.68 $9.76
$18,000-$19,799 $1000/month $8.54 $10.85
$19,800-$21,599 $1100/month $9.39 $11.93
$21,600-$23,399 $1200/month $10.25 $13.02
$23,400-525,199 $1300/month $11.10 $14.10
$25,200-526,999 $1400/month $11.95 $15.18
$27,000-$28,799 $1500/month $12.81 $16.27
$28,800-530,599 $1600/month $13.66 $17.35
$30,600-532,399 $1700/month $14.52 $18.44
$32,400-534,199 $1800/month $15.37 $19.52
$34,200-$35,999 $1900/month $16.22 $20.61
$36,000-$37,799 $2000/month $17.08 $21.69
$37,800-539,599 $2100/month $17.93 $22.78
$39,600-$41,399 $2200/month $18.78 $23.86
$41,400-$43,199 $2300/month $19.64 ' $24.95
$43,200-$44,999 $2400/month $20.49 $26.03
$45,000-$46,799 $2500/month $21.35 $27.12
$46,800-$48,599 $2600/month $22.20 $28.20
$48,600-$50,399 $2700/month $23.05 $29.28
$50,400-$52,199 $2800/month $23.91 $30.37
$52,200-$53,999 $2900/month $24.76 $31.45
$54,000+ $3000/month $25.62 $32.54

Accident 1.0: On/Off Job Coverage, Preferred Plan

Helps offset unexpected medical expenses that can result from accidental injury. Includes lump-sum benefits for ER or Urgent Care
treatment, Surgery, Broken/Fractured Bones, Torn Ligaments, Concussions, Hospitalization, Physical Therapy & Devices, follow-up Doctor
visits, and Catastrophic Coverage for covered accidents. All benefits paid directly to you. Optional Spouse Disablifty Coverage Available

Employee EE + Spouse EE + Child{ren) Family
$8.77 $11.85 $14.09 $17.16

Cancer 1000: Level 2

Includes wellness benefits for screening tests & follow up. Coverage provides protection against out-of-pocket medical and "indirect" non-
medical expenses related to cancer, such as companion transportation, lodging, child care, experimental treatment, initial & reconstructive
surgery, hospitalization, chemotherapy & radiation. Rate includes $1,000 Initial Diagnosis, Progressive Payment & Specified Disease Riders.

Emplovee EE + Child(ren) Family
$12.18 $13.27 $20.19

This is a brief summary, see the Outline of Coverage for complete details of benefits, exclusions and limitations. This is not an application for coverage; you must
complete the required Enrollment Application and Forms. All applications must be approved by Underwriting.

Please See Reverse Side for Additional Benefits



Cumberland Heights Foundation: Voluntary Benefit Options from Colonial Life
Bi-Weekly Payroll Rates

Critical lllness*: Example $10,000 and $25,000 plans with Subsequent Diagnosis & Wellness Benefits

Complements your major medical coverage by providing a lump-sum benefit that you can use to pay the direct and indirect costs related to a
covered critical illness such as Heart Attack, Stroke, Major Organ Failure, End Stage Renal (Kidney) Failure, Permanent Paralysis due to a Covered
Accident, Coma, Blindness, or Occupational Infectious HIV or Hepatitis B, C or D which can often be expensive and lengthy. Spouse benefit on Family
Plan = 50% of base employee coverage, Dependent Benefit = 25% for each covered child. Plans are H.5.A.-Compliant.

$10,000 Benefit $25,000 Benefit
i-parent Family 2-parent Family 1-parent Family 2-parent Family
Non-Tob Tobacco Non-Tob Tobacco Non-Tob Tobacco Non-Tob Tobacco
Age 17-24  52.10 $2.56 $3.18 $3.92 Age 17-24 $3.76 $4.92 $5.68 $7.52
25-29  $2.47 $3.21 $3.78 $4.94 25-29 $4.68 $6.53 $7.18 $10.06
30-34 $2.93 54,18 $4.52 $6.46 30-34 $5.84 $8.95 $9.02 $13.87
35-39 $4.27 $6.07 $6.55 $9.28 35-39 $9.18 $13.68 $14.10 $20.91
40-44  55.05 $7.82 $7.75 $12.00 40-44 $11.15 $18.07 $17.10 $27.72
45-49 $6.62 $10.13 $10.20 $15.55 45-49  $15.07 $23.84 $23.22 $36.60
50-54 $8.75 §13.13 $13.48 $20.17 50-54 $20.38 $31.34 $31.41 $48.14
55-59 $10.92 $16.87 $16.75 $25.89 55-59 $25.80 $40.68 $39.60 $62.45
60-64 $13.87 $20.75 $21.32 $31.85 60-64 $33.18 $50.38 $51.02 $77.33
65-70 $15.67 $23.61 $24.05 $36.28 65-70 $37.68 $57.53 $57.83 $88.41

* premiums depend on Exact Age, Tobacco Status and Face Amount Desired, and any spouse or dependent riders you may choose to add.

Medical Bridge 3000: Deductible/Co-Insurance Help - Hospitalization, Rehabilitation, Wellness, Outpatient Surgery**
$500 or $1,000 Hospital Confinement benefit. Rehabilitation Unit: $100 per day up to 15 days per confinement as an inpatient in a rehabilitation
unit, 30-day maximum per covered person per calendar year. Wellness Benefit: 550 per year, yearly max is 2 on family plan. PPO MEDICAL ONLY :
Outpatient Surgical Procedure will pay $500-1,000, yearly max is $1,500. H.S.A. MEDICAL: compliant Medical Bridge plans do not have outpatient
surgery benefits.
CUMBERLAND HEIGHTS WILL PAY 100% OF THE COST FOR SINGLE COVERAGE ON THE $500 OPTION
IF YOU ARE ON THE COMPANY MEDICAL PLAN

BRIDGE PLAN #1 - H.S.A. MEDICAL [associated with CHF MEDICAL OPTIONZ]
EMPLOYEE EE + SPOUSE EE + CHILD‘REN[

FAMILY

On Med Plan No Med Plan On Med Plan No Med Plan On Med Plan No Med Plan On Med Plan No Med Plan
$500 Age 17-49 $0.00 $3.74 $4.26 $8.00 $2.65 $6.39 $6.00 $9.74
. 50-59 $0.00 $5.17 $5.90 $11.07 $2.54 $7.71 $7.38 $12.55
option 60-64 $0.00 $6.76 $7.91 $14.67 $2.75 $9.51 $9.23 $15.99
65-74 $0.00 $8.47 $9.90 $18.37 $3.41 $11.88 $11.56 $20.03
On Med Plan No Med Plan On Med Plan No Med Plan On Med Plan No Med Plan On Med Plan No Med Plan
$1,000 Age 17-49 $2.49 $6.23 $9.64 $13.38 $6.94 $10.68 $12.51 $16.25
] 50-59 $3.46 $8.63 $13.34 $18.51 $7.71 $12.88 $15.81 $20.98
option 60-64 $4.50 $11.26 $17.79 $24.55 $9.12 $15.88 $19.92 $26.68
65-74 $5.65 $14.12 $22.25 $30.72 $11.38 $19.85 $24.95 $33.42
BRIDGE PLAN #2 - PPO MEDICAL [associated with CHF MEDICAL OPTION 1]
EMPLOYEE EE + SPOUSE EE + CHILD(REN) EAMILY
On Med Plan No Med Plan On Med Plan No Med Plan On Med Plan No Med Plan On Med Plan No Med Plan
5500 Age 17-49 $0.00 $6.05 $6.87 $12.92 $4.22 $10.27 $9.62 $15.67
) 50-59 $0.00 $8.35 $9.47 $17.82 $4.07 $12.42 $11.88 $20.24
option 60-64 $0.00 $10.92 $12.76 $23.68 $4.31 $15.23 $14.81 $25.73
65-74 $0.00 $13.68 $16.00 $29.68 $5.40 $19.08 $18.53 $§32.22 -

On Med Plan No Med Plan On Med Plan No Med Plan On Med Plan No Med Plan On Med Plan No Med Plan

$1,000 Age 17-49 $2.49 $8.54 $12.25 $18.30 $8.51 $14.57 $16.13 $22.18
] 50-59 $3.47 $11.82 $16.89 §25.25 $9.23 $17.58 $20.31 $28.66
option 60-64 $4.50 §15.42 $22.63 $33.55 $10.68 $21.60 $25.50 $36.42
65-74 $5.65 $19.34 $28.34 $42.03 $13.37 $27.05 $31.92 $45.65

Please See Reverse Side for Additional Benefits N )\
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Application to: Colonial Life & Accident Insurance Company

PO Box 1365 Columbia, SC 29202

Applicant Section

Applicant’s Name (First, Ml, Last) Employee [ | Gender | Birthdate (mm/dd/yyyy) | Social Security No.
Spouse oM O
Dependent O | F O :
Home Address — Street City State Zip Code State of Employee ID/Payroll No.
Birth
Date Employed | Occupation/ Job Tifle Hrs. Worked/ | Annual Base Home Phone No.
Week Salary Business Phone No.

Billing Section

Payroll Deduction Employer Name

Employer Address (Street-City-State-Zip)

No.

Section/Dept.

Employee Class

Payer or Owner if other than Applicant

(Name, Address, Social Security No.)

CPayer OOwner OBoth

. Spouse and Dependent Section

Name of Spouse (First, Ml, Last) Gender MO Birthdate (mm/dd/yyyy) | Relationship Social Sécurity
F O No.
Employer’s Name for Spouse Date Employed | Occupation / Job Tiile Hours Worked/ | Annual Base
Week Salary

1. Are there any eligible dependent children applying for coverage? Yes 1 No Number Deps:
“Compléete Question 2 for all Produets : © -7 i -+ Applicant...| " 'Spousg .
2.A. Are you actively working? Yes L1 No [ Yes O No IO
2.B. Ii“No’, is your spouse disabled or unable to work? | REE

Plan Section

T) Transfer or (R} Rider Addition.

Indicate Tax Status (P) for pre-tax or (A

Indicate Type of Change (N) New for after tax
Product Type Coverage Type of | Policy | Units/ Rider | Rider | Rider | Rider | Tax Meonthly
Change | Plan Amount | Plan/ | Plan/ {Plan | Plan | Status | Premium
Code Units | Units | Code | Code
CAccident P O
A O
OHospital P O
Confinement A
Cancer PO
A O
Oint. Care P O
A O
HCritical P
liiness A O
CIDisability | Elim/Benefit period P O
/ A O

Total Monthly Premium $

Replacement Section — Complete for all Products

3. Will any health insurance, with this or any other company, be modified or discontinued if the coverage applied for | Yes
is issued? If yes, provide details. No 0O
Insured’s Name Insurance Company Type of Coverage Policy Number

"AlDS Section — Complete for all Products . . : ‘Applicant | Spouse | Dependent
4, Have you tested positive for the Human Immunodet‘ iciency Vlrus (HIV) or l‘rs Yes [ Yes O Yes I
antibodies, or received medical advice or sought treatment for Acquired Immune

Deficiency Syndrome (AIDS) or AlIDS-related complex (ARC)? No O No I No O
Simplified Issue Section — Disability and Hospital Confinement Applicant | Spouse
5. Have you previously purchased disability coverage that will remain in force which, when combined Yes 1 Yes O
with the coverage you are applying for, will exceed 70% of your gross annual income? This does not No O No O
include employer paid group disability coverage. '

8. Within the past 12 months, other than colds, flu or normal pregnancy, have you been off work

(vacation or sick leave) for 10 or more consecutive work days due fo anillness or injury, including Yes Yes O
back, neck, knee, joint or muscle? No O No O
AccHIth-TN 62403-2
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Simplified Issue Section - Disability. and Hospital Confinement - contmued

Applicant | Spouse.

7. Within the past 12 months, have you received medical advice or sought freatment (mcludmg

medication) for:

Heart Attack (MI) Blood Pressure Reading of 160/100 or Above Hepatitis B, C Yes Yes [
Heart Surgery Kidney Disease except Stones Cirrhosis

Congestive Heart Failure  Insulin Dependent Diabetes Hodgkin's Disease No [1 No O
Stroke Diabetes Diagnosed Prior to age 40 L eukemia

Transient Ischemic Attack  Cancer Other than Skin Cancer

Dependent Health Section - Hospital Confinement

8. Within the past 12 months, has any dependent been hospitalized for resplratory disorders, including asthma, Yes I
cystic fibrosis, diabetes, heart condition, cancer (other than skin cancer) or seizures? If yes, provide details.

Any dependent listed will not be covered under the Hospital Confinement policy to which a copy of the No O
application is affached.

Name (First, Ml, Last) Relationship Birthdate (mm/dd/yyyy) | Social Security No.

Simplified Issue Section - Critical lliness and Intensive Care . Applicant | Spouse | Dependent
9. Within the past 10 years, have you received medical advice or sought freatment

(including medication) for:

Heart Attack (M1} Hepatitis B, C Yes 1 Yes O Yes O
Heart Surgery Blood Pressure Reading of 160/100 or Above

Heart Disease Kidney Disease except Stones No O No O No O
Emphysema . Chronic'Obstructive Pulmonary Disease

Organ Transplant Cirrhosis or Liver Disease

Congestive Heart Failure Transient Ischemic Attack

Diabetes Cancer Other than Skin Cancer

Stroke Abnormal Catherization

[fyes to question 9 for any dependent, please provide details.

Any dependent listed will not be covered under the Intensive Care or Critical lliness policy fo which a copy of the

application is attached.

Name (First, Ml, Last) : Relationship Birthdate (mm/dd/yyyy) | Social Security No.
10. Within the past 12 months, have you used any tobacco products (cigarettes, cigars, Yes [

snuff, dip, chew, pipe) and/or any nicotine delivery systems? No

. Cancer Section - e o e ‘ “y ’ <. | Applicant | Spouse | Dependent”

11. Have you ever been dragnosed wuth or treated for Cancer of any type or form? Yes 1 Yes Yes [

If yes, please answer questions 12 and 13. No O No 1 No I
12. In the past 5 years, have you received medical advice or sought treatment for Yes [1 Yes Yes 1
cancer, other than skin cancer; or, in the past 12 months have you received preventive

Hormonal Therapy? If yes, you are not eligible for coverage. If no, please complete the No 1 No I No I

Cancer History form.

If yes to question 12 for any dependent, please provide detalils.

Any dependent [isted will not be covered under the Cancer policy to which a copy of the application is attached.

Name (First, Ml, Last) Relationship(s) Birthdate (mm/dd/yyyy) Social Security No.
13. Within the past 5 years, have you received medical advice or sought treatment for Yes O Yes [ Yes 1
Skin Cancer, including basal cell carcinoma, squamous cell carcmoma or melanoma

of Clark’s level | or 11? No [ No O No [

Other Section — Complete for all Products except Disability

14. Are you Medicare eligible?

Yes [ No [

15. Has the Important Notice to Persons on Medicare been provided?

Yes [ No

Applicant’s Beneficiary [nformation — Complete for all Products

Beneficiary’s Name (First, Ml, Last) Primary 0 | Age | Benefit % | Relationship to Applicant | Social Seéurity No.

Contingent O

Beneficiary’s Name (First, Ml, Last) Primary O | Age | Benefit % | Relationship to Applicant | Social Security No.

Contingent [

AccHlth-TN
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Height and Weight Section — Complete for ali products at Simplified Issue Level 1 amounts

Indicate Applicant’s Current: Height Weight

Indicate Spouse’s Current:  Height Weight

Medication Section - Complete for all products at Simplified Issue Level 1 amounts Applicant | Spouse

M1. Are you currently prescribed any medication? If yes, provide details in the Health Details Section. Yes O Yes O
No OO0 No O

Simplified Issue Level 1 Section — Disability : Applicant

D1. Within the past 5 years, have you received medical advice or sought treatment for any cancer, other than Yes O

skin cancer? No O

D2. Within the past 5 years, have you received medical advice or sought treatment (including medication) for:

Heart Attack (M) Transient Ischemic Attack Multiple Sclerosis Yes O

Heart Surgery End Stage Kidney (Renal) Disease Neurological Disorder es

Heart Disease Emphysema Chronic Fatigue Syndrome No [

Congestive Heart Failure Cirrhosis or Liver Disease Fibromyalgia .

Stroke Chronic Obstructive Pulmonary Disease

D3. Within the past 5 years, have you received medical advice or sought ireatment (including medication) for:

If yes, provide details in the Health Details Section.

Back Injury or lllness Joint Injury or lilness Diabetes Yes O

Knee Injury or liiness Muscular Injury or lllness - Hepatitis B, C

Neck Injury or lliness Carpal Tunnel Syndrome Blood Pressure Reading of 140/90 or Above No O

D4. Within the past 5 years, have you received medical advice, sought freatment, or had surgery or an abnormal Yes O

diagnostic test for any disease, mental or physical disorder (other than lacerations or broken bones not related to No O

a health condition) not listed on this application? If yes, provide details in the Health Details Section.

D5. Do you have any individual or group disability insurance now in force with any company, including Colonial Yes [

Life & Accident Insurance Company? If yes, provide details. No [

Insurance Company Monthly Disability Amount Elimination Period/Benefit Policy Number

Simplified Issue Level 1 Section - Hospital Confinement Applicant | Spouse

H1. Within the past 5 years, have you received medical advice, sought freatment, or had surgery or Yes I Yes 1

an abnormal diagnostic test for any disease, mental or physical disorder (other than lacerations or

broken bones not related to a health condition) not listed on this application? If yes, provide details in No O No O

the Health Details Section.

Simplified Issue Level 1 Section - Critical lliness Applicant

C1. Within the past 5 years, have you received medical advu:e sought treatment, or had surgery or an abnormal

diagnostic test for any disease or physical disorder (other than lacerations or broken bones notrelated to a Yes

health condition) not listed on this application? If yes, provide details in the Health Details Section. No [l

C2. Have you ever received medical advice or sought treatment for:

Heart Disease Lung Disease Kidney Disease Cirrhosis or Liver Disease Yes [

Hepatitis B, C  Circulatory Disease Respiratory Disease  Blood Pressure Reading of 140/90 or Above No O

If yes, provide details in the Health Details Section.

Health Defails Section

For yes answer, pravide details below.
For prescribed medication, indicate the condition it was prescribed for, medlcatxon name, dosage and date of onset.

Condition Name Medication Name/ | Dafe of Onset | Doctor/Hospital Name, Date of Type Treatment
Dosage and Recovery Address & Phone # Treatment Received
AccHIth-TN 62403-2
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Additional Data Section

| Agreement Section :

| understand that the policy applied for will not pay benefits for any loss incurred during the first 12 months after the issue date
for a disease or physical condition that | now have or have had in the past.

THE APPLICANT AGREES AS FOLLOWS:

itis a crime to knowingly provide false, incomplete or misleading information fo an insurance company for the purposes of
defrauding the company Penalties include imprisonment, fines and denial of coverage. To the best of my knowledge and
belief, the answers and statements above are true and complete. 1 understand that this application will not be binding upen
Colonial Life & Accident Insurance Company (Colonial) until both: 1) the policy is issued; and 2) the first premium is paid.
Items 1 and 2 must occur while any conditions affecting insurability are the same as described above. If applicable, | have
received an outline of coverage for the plan(s) applied for and | have been explained all exceptions and limitations pertaining
to the coverage(s) applied for, including any pertaining to pre-existing conditions, if applicable. I understand that any untrue
statement or material misrepresentation may result in claim denial or rescission of coverage. [f coverage is rescinded,
Colonial’s only obligation will be to refund all premiums paid. | certify under penaliies of perjury that the Social Security
number shown on this form is my correct TAXPAYER IDENTIFICATION NUMBER. If applicable, | have received and read a
copy of the Notice of Insurance Information Practices, (which includes MIB, Inc. Disclosure Notice). | hereby authorize
Colonial Life & Accident Insurance Company to release information fo the MIB. Yes 1 No O

REQUEST FOR TRANSFER/CANCELLATION: In conjunction with my application for the Policy indicated. | hereby request
cancellation

1 of my Colonial Policy Number(s) Transfer or cancellation of the base plan will also mean
cancellation of all attached riders.
3 of my rider only as of the effective date and hour of my new coverage.

If, for any reason the policy applied for above is not issued, this request for cancellation shall be null and void.

Signed at: (City) (State) (Date)
’ mm/ddlyyyy
Signature of Applicant Signature of Employee/Payer
| Agent Section
Agent's Name (if Present)
(please print) .
Do you have knowledge or reason to believe that the Applicant is intending fo replace any existing insurance?

Yes O No O
i have explained to the Applicant all exceptions and limitations pertaining to the coverage(s) applied for, including any
pertaining to pre-existing conditions, if applicable. | hereby certify that I know nothing affecting the insurability of the
Applicant, which is not fully set forth in this application. 1have not made, nor agreed to make, any rebate of premium for
insurance. |further certify that | am a licensed agent in the state where this application is being taken.

Date () ‘ License No. Code No.
mm/ddiyyyy Signature of Licensed Agent

AccHIth-TN 62403-2



Authorization for Colonial Life & Accident Insurance Company

For the purpose of evaluating my application(s) for insurance submitted during the current enroliment
and eligibility for benefits under any insurance issued including checking for and resolving any issues
that may arise regarding incomplete or incorrect information on my application(s), | hereby authorize the
disclosure of the following information about me and, if applicable, my dependents, from the sources
listed below to Colonial Life & Accident Insurance Company (Colonial) and its duly authorized
representatives.

Health information may be disclosed by any health care provider or institution, health plan or health
care clearinghouse that has any records or knowledge about me including prescription drug database or
pharmacy benefit manager, or ambulance or other medical transport service. Health information may
also be disclosed by any insurance company, Medicare or Medicaid agencies or the Medical Information
Bureau (MIB). Health information includes my entire medical record, but does not include
psychotherapy notes. Non-health information including eamings or employment history deemed
appropriate by Colonial to evaluate my application may be disclosed by any person or organization that
has these records about me, including my employer, employer representative and compensation
sources, insurance company, financial institution or governmental enfities including departments of
public safety and motor vehicle depariments.

Any information Colonial obtains pursuant to this authorization will be used for the purpose of
evaluating my application(s) for insurance or eligibility for benefits. Some information obtained may not
be protected by certain federal regulations governing the privacy of health information, but the
information is protected by state privacy laws and other applicable laws. Colonial will not disclose the
information unless permitted or required by those laws.

This authorization is valid for two (2) years from its execution and a copy is as valid as the original. A
copy will be included with my confraci(s) and | or my authorized representative may request access to
this information. This authorization may be revoked by me or my authorized representative at any time
except to the extent Colonial has relied on the authorization prior to notice of revocation or has a legal
right to contest coverage under the contraci(s) or the contract itself. If revoked, Colonial may not be able
to evaluate my application(s) for insurance or eligibility for benefits as necessary to issue my contract(s).
| may revoke this authorization by sending written notice to: Colonial Life & Accident Insurance
Company, Underwriting Department, P. O. Box 1365, Columbia, SC 29202.

You may refuse to sign this form; however, Colonial may not be able fo issue your coverage. | am
the individual to whom this authorization applies or that person's legal Guardian, Power of Attorney
Designee, or Conservator.

(Printed name of individual (Social Security (Signature) (Date Signed)
subject to this disclosure) Number)
If applicable, | signed on behalf of the proposed insured as (indicate

\

relationship). [f legal Guardian, Power of Attorney Designee, or Conservator.

(Printed name of legal representative)  (Signature of legal representative) (Date Signed)

UW Authorization @ 62891



DETACH AND LEAVE WITH APPLICANT

Notice of Insurance Information Practices

We collect Non Public Information (NPI) about our customers to provide them with insurance products and services. This
may include telephone number, address, date of birth, occupation, income and healih history. We may receive NP1 from
your applications and forms, medical providers, other insurers, employers, insurance support organizations, and service
providers.

We share the types of NPI described above primarily with people who perform insurance, business, and professional
services for us, such as helping us pay claims and detect fraud. We may share NP with medical providers for insurance
and treatment purposes. We may ‘share NP with an insurance support organization. The organization may retain the
NPI and disclose it to others for whom it performs services. In certain cases, we may share NP with group policyholders
for reporting and auditing purposes. We may share NP[ with parties fo a proposed or final sale of insurance business or
for study purposes. We may also share NPI when otherwise required or permitied by law, such as sharing with
governmental or other legal authorities. When legally necessary, we ask your permission before sharing NPl about you.
Our practices apply to our former, current and future customers.

Please be assured we do not share your health NP1 to market any product or service. We also do not share any NPI to
market non-financial products and services. For example, we do not sell your name o catalog companies.

The law allows us to share NPI as described above (except health information) will affiliates to market financial products
and services. The law does not allow you to restrict these disclosures. We may also share with companies that help us
market our insurarice products and services, such as vendors that provide mailing services to us. We may share with
other financial institutions fo jointly market financial products and services. When required by law, we ask your permission
before we share NPI for marketing purposes.

When other companies help us conduct business, we expect them to follow applicable privacy laws. We do not authorize
them to use or share NPI except when necessary fo conduct the work they are performing for us or to meet regulatory or
other governmental requirements.

Our affiliated companies, including insurers and insurance service providers, may share NPI about you with each other.
The NPI might not be directly related fo our transaction or experience with you. It may include financial or other personal
information such as employment history. Consistent with the Fair Credit Reporting Act, we ask your permission before
sharing NPI that is not directly related to our transaction or experience with you.

We have physical, electronic and procedural safeguards that protect the confidentiality and security of NPI. We give
access only to employees who need to know the NPI fo provide insurance products or services to you.

You may request access fo certain NPI we collect to provide you with insurance products and services. You must make
your request in writing and send it fo the address below. The letter should include your full name, address, telephone
number and policy number if we have issued a policy. If you request, we will send copies of the NP1 fo you. if the NPI
includes health information, we may provide the health information to you through a health care provider you designate.
We will also send you information related to disclosures. We may charge a reasonable fee to cover our copying costs.
This section applies to NPl we collect to provide you with coverage. It does not apply to NP1 we collect in anticipation of a
claim or civil or criminal proceeding.

If you believe NP1 we have about you is incorrect, please write us. You lefter should include your full name, address,
telephone number and policy number if we have issued a policy. Your letter should also explain why you believe the NPI
is inaccurate. If we agree with you, we will correct the NP1 and nofify you of the correction. We will also notify any person
who may have received the incorrect NPI from us in the past fwo years if you ask us to contact that person.

If we disagree with you, we will tell you we are not going to make the correction. We will give you the reason(s) for our
refusal. We will also tell you that you may submit a statement to us. Your statement should include the NPI you believe is
correct. It should also include the reason(s) why you disagree with our decision not to correct the NPl in our files. We will
file your statement with the disputed NPI. We will include your statement any iime we disclose the disputed NPI. We will
also give the statement o any person designated by you if we may have disclosed the disputed NP1 to that person in the
past two years.

If we decide not issued coverage fo you, we will provide you with the specific reason(s) for our decision. We will also tell
you how fo access and correct certain NPI.

To receive our complete privacy notice, including more information about cur information-sharing, access and correction
practices, write to our parent company: Privacy Officer, UnumProvident Corporation, 2211 Congress Street, M347,
Portland, Maine 04122, For additional information about our commitment to privacy, visit www.coloniallife.com.

NIP



DETACH AND LEAVE WITH APPLICANT.
DISCLOSURE NOTICE CONCERNING THE MEDICAL INFORMATION BUREAU.

Information regarding your insurability will be treated as confidential. Colonial or its reinsurer(s) may, however, make a
brief report thereon to the Medical Information Bureau, a non-profit membership organization of life insurance companies
which operates an information exchange on behalf of its members. If you apply to another Bureau member company for
life or health insurance coverage, or a claim for benefits is submitted to such company, the Bureau, upon request, will
supply such company with the information in its file.

Upon receipt of a request from you, the Bureau will arrange disclosure of any information it may have in your file. If you
question the accuracy of information in the Bureau's file, you may contact the Bureau and seek a correction in accordance
with the procedure set forth in the federal Fair Credit Reporting Act. The address of the Bureau’s information office is:

50 Braintree Hill Park, Suite 400, Brainiree, MA 02184-8734, telephone (617) 426-3660.

Colonial or its reinsurers may also release information in its file fo other life insurance companies to whom you may apply
for life or health insurance, or to whom a claim for benefits may be submitted.

MIB



