Rapid Application from IAC

Telephonic Application Instructions for Group Health Plan Participants

Applying for your employer-sponsored health insurance
plan by telephone is quick and convenient with Rapid
Application.

1. Decide if you are going to apply for your employer’s
group health plan OR decline/waive coverage. All
eligible employees must speak with a Rapid
Application specialist regardless of whether they are
enrolling in the group plan or waiving coverage.

2. If you decide to apply for the group health plan, please
follow the instructions for “Applying in an Employer-
Sponsored Group Health Plan” as shown below. Be sure
to gather the information requested as soon as
possible. A Rapid Application specialist will be
contacting you within five business days.

3. If you decide to decline/waive coverage, please follow
the instructions for “Declining/Waiving Coverage” on the
next page.

APPLYING FOR YOUR EMPLOYER-
SPONSORED GROUP HEALTH PLAN

Expect a call from a Rapid Application specialist. The call
will take approximately 15-20 minutes, although it may
take longer if you and/or your dependents have
extensive health information to disclose. If you are
unavailable when the specialist calls, you can return the
call at (800) 403-5754 from 7 a.m. to 7 p.m. (CDT) Monday
through Friday. If you call before or after these hours, or if

all representatives are busy assisting other callers, leave a
message with your name, telephone number and
employer name. You will receive a call back within 24
hours.

During the call, you will be asked to provide this
information:

a) Date of Hire (full-time status)

b) Enroliment Information for Self and Dependents
(provide this information about yourself and each
dependent, if applicable, who is applying for coverage)

* Full name

* Sex

* Height

* Weight

* Dependent relationship to you

* Date of birth

* Student status (if applicable)

c) Coverage Requested (only if selected by your employer)
* Health and Life

* Employee Life Only

* Dental

* Vision

* Employee Choice

* Life Insurance Beneficiary

* PPO Network (only if multiple networks are available)



d) Prior Insurance Coverage (if you have had prior
coverage, you will need to provide the information below)
* Name and phone number of health insurance company
» Name and social security number of primary insured

* Plan number

* Individual or employer coverage

* Effective date

* Termination date (of prior coverage)

Note: In order to receive prior carrier deductible credit, you
will need to provide a Certificate of Prior Creditable
Coverage.

e) Health Questions (you will need to provide information
similar to the following about yourself and for each
dependent who is applying for coverage)

* Are you or any enrolling dependents receiving
treatment or been advised of a condition that will
require medical attention or the need for medical
test(s)? If yes, list names and explain.

IMPORTANT!

* When enrolling, you will be asked to provide this information about your or your dependents’ conditions:

* Are you or any enrolling dependents currently disabled,
confined to a hospital, medical facility or the home?

* Have you or any applying dependents incurred medical
expenses in excess of $10,000 in the last 12 months?

* Are you or your enrolling dependents currently taking
or have been prescribed medications within the past
12 months?

* Within the past five years, has any person to be insured
had any symptoms, diagnosis, consultation, treatment
or taken any medication or received counseling for:

- Circulatory System

- Cyst/Polyp/Tumor

- Endocrine Disorders

- Gastrointestinal Disorders

- Genito Urinary Disorders

- Nervous Disorders

- Respiratory Disorders

- Skeletal/Muscular Disorders
- Other Disorders

- Doctor's name and address for all conditions that required treatment and date of occurrence
- Prescriptions (have your prescription bottle(s) handy for exact name, dosage and number of times taken)

DECLINING/WAIVING COVERAGE

If you decide to decline/waive coverage, you will still be
contacted by a Rapid Application specialist. When you
receive the call, state that you have elected to
decline/waive coverage. You will then be asked to
complete a waiver of coverage by telephone. This call
should take approximately five minutes.

If you are unavailable when the specialist calls, you can
return the call at (800) 403-5754 from 7 a.m. to 7 p.m.
(CDT) Monday through Friday. If you call before or after
these hours, or if all representatives are busy assisting
other callers, leave a message with your name, telephone
number and employer name. You will receive a call back
within 24 hours.

During the call, you will be asked to answer questions
similar to the following:

|, or my dependents, decline* coverage because of the following:

Medical
* Have coverage under another health plan
* Currently choose not to have health plan coverage

Dental
* Have coverage under another group dental plan
* Currently choose not to have dental coverage

Vision
* Have coverage under another group vision plan
* Currently choose not to have vision coverage

*If you are declining coverage because you already have coverage
through a different plan, you will need to provide the name and
phone number of the insurance company, employer (if applicable)
and policy number.
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Acknowledgements -
Please Read Prior to Completing the Rapid Application Process

You will be required to acknowledge that you have read and understood the following information.

PRE-EXISTING CONDITION EXCLUSION PERIOD

This group health plan contains a pre-existing condition exclusion
period of 12 months (18 months for late enrollees. This exclusion
period can be reduced by the number of days of your prior
creditable coverage. When applying creditable coverage to the pre-
existing condition limitation, the plan will not take into account any
days of creditable coverage that precede a break in coverage of 63
days or more. To determine if any pre-existing condition limitation
will apply to you, you must submit your certificate(s) of prior
creditable coverage. Creditable coverage can include coverage
under another group health plan, an individual health policy, short-
term health plans, student health plans, Medicare, Medicaid, TriCare
(formally CHAMPUS), a medical health care program of the Indian
Health Service or tribal organization, a state health benefits risk
pool, any public health plan, a health plan issued under the Peace
Corp Act or an S-CHIP.

You may request a Certificate of Creditable Coverage from a
previous employer’s insurance company or Health Maintenance
Organization (HMO). If you submit a Certificate of Creditable
Coverage (or documentation of creditable coverage through other
means), then we will make a determination regarding the length of
any pre-existing condition exclusion that applies to you or your
dependents. If you cannot obtain a copy of your Certificate of
Creditable Coverage, you may contact the Plan Administrator for
assistance. We reserve the right to modify an initial determination
of creditable coverage if we determine that your claimed coverage
is in error, provided that we send you a notice of reconsideration.
Until the final determination is made, we will, for purpose of pre-
certification under the plan, act in a manner consistent with the
initial determination.

If applying for dental insurance, employees who are covered under
their employer’s group dental plan on the date immediately prior
to the effective date of coverage on this Plan will be given credit for
the satisfaction of any calendar year deductible amounts and
waiting periods under this new Plan.

WARNING: It is a crime to provide false or misleading information
to an insurer for the purpose of defrauding the insurer or any other
person. Penalties include imprisonment and/or fines. In addition,
an insurer may deny insurance benefits if false information
materially related to a claim was provided by the applicant.

PREMIUM PAYMENT: | authorize my employer to deduct the
requested premium contribution, if any, from my earnings.
FULL-TIME EMPLOYMENT: | understand that one of the
requirements for eligibility on the effective date and for continued
eligibility under the plan is that | am actively at work and employed
full-time (at least 30 hours per week) at my employer’s place of
business.

PRE-CERTIFICATION: | understand that failure to pre-certify
treatment results in reduced benefits pursuant to the terms of the
Group Master Policy.

BENEFIT AVAILABILITY: | understand that my benefits under this

plan begin with a specific effective date of coverage applicable to
me and coverage ends at the end of a month in which due
premium has not been paid. | understand if | attempt to utilize the
benefit plan or prescription drug card when coverage is no longer
effective under the plan, | will be personally responsible for those
expenses incurred and can be billed by the providers or insurance
company for those services.

AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize

any physician or medical practitioner, hospital, Optum®, Med-Valu,
Express Scripts, or other organization, institution or person that has
any medical information or knowledge of me or my family as to
diagnosis, treatment and prognosis regarding any physical, mental,
drug or alcohol condition or any and all such information to be
given to Standard Security Life or their authorized Administrator or
legal representative. Any information obtained will not be released
by the Insurance Company except to persons or organizations
performing business or legal services in connection with my
application or claim, including but not limited to Pre-certification of
hospital admissions, Continued Stay Review, On-Site Concurrent
Review or as may be otherwise lawfully required or as | further
authorize. (Photocopy of this authorization shall be valid as the
original and is valid for 30 months from the date shown below.)

U.S. RESIDENT: | understand that the coverage under this plan is

available for United States residents and benefits are not payable
for medical expenses outside of the United States except for
Emergency Care when traveling.

PRE-EXISTING CONDITIONS LIMITATION PROVISIONS: | understand
that my coverage and that of my dependents, if approved, may be
subject to pre-existing conditions limitation provisions regardless
of the medical conditions disclosed on the application pursuant to
the terms of the Group Master Policy.

MY ANSWERS ARE TRUE AND CORRECT: | have personally reviewed

all of my answers to the questions on this application and represent
that all of the information | have provided is true and complete. |
understand that it is my responsibility to provide truthful, complete
and accurate information and | represent | have fully understood all
questions asked. | understand that any intentional material
misstatements or failure to report information may be used as the
basis of rescission or termination of coverage for me or my
dependents. | understand that under no circumstances is any agent
allowed to (a) waive, alter or modify any questions; (b) permit me to
inaccurately answer any questions; or (c) instruct me not to disclose
any particular medical condition on the application. | understand
that no agent is authorized or has authority to alter the terms of the
Group Master Policy.

APPLICATION FOR GROUP: | understand that my employer agreed
to participate in the Group to which the Group Policy was issued,
and | am simultaneously applying for insurance to which |am now
or may be eligible for under the provisions of the Group Policy
issued to that Group by Standard Security Life Insurance Company
of New York. | understand that my insurance will not be in force
until the application is approved by Standard Security Life
Insurance Company of New York, or their authorized Administrator
in accordance with the underwriting guidelines in effect.
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Rapid APPI ication State Variations
For reS|dents of the following states, the state specific information which
differs from sections of Acknowledgements (on previous page) is provided
below, and supersedes the information provided on Acknowledgements (on
previous page). Sections not affected remain as they appear within
Acknowledgements provided on the previous page.

GEORGIA

The first paragraph of the section titled Pre-existing Condition Exclusion Period is
deleted and replaced with: This group health plan contains a pre-existing condition
exclusion period of 12 months (18 months for late enrollees including the 9-month
deferral period described in Section C). This exclusion period can be reduced by the
number of days of your prior creditable coverage. When applying creditable
coverage to the pre-existing condition limitation, the plan will not take into account any
days of creditable coverage that precede a break in coverage of 90 days or more.

The third sentence of the section titled MY ANSWERS ARE TRUE AND
CORRECT is deleted and replaced with: | understand that any intentional material
misstatements or failure to report information may be used as the basis to deny
claims for me or my dependents.

INDIANA

The first sentence of the section titled Pre-existing Condition Exclusion Period is
deleted and replaced with: This group health plan contains a pre-existing condition
exclusion period of 12 months (18 months for late enrollees including the 9-month
deferral period described in Section C).

The section titled WARNING is deleted and replaced with: A person who knowingly
and with intent to defraud an insurer files a statement of claim containing any
false, incomplete and misleading information commits a felony.

KANSAS

The first sentence of the section titled Pre-existing Condition Exclusion Period is
deleted and replaced with: This group health plan contains a pre-existing condition
exclusion period of 90 days.

The last sentence of the section titted AUTHORIZATION TO RELEASE
INFORMATION is deleted and replaced with: (Photocopy of this authorization shall
be valid as the original and is valid for 2 years from the date shown below.)

The last sentence of the section titled APPLICATION FOR GROUP is deleted and
replaced with: | understand that my insurance will not be in force until the
Group application is approved by Standard Security Life Insurance
Company of New York, or their authorized Administrator in accordance with
the underwriting guidelines in effect.

The section tiled WARNING is deleted and replaced with: Any person who, with
intent to defraud or knowing that he/she is facilitating a fraud act against an
insurer, submits an application or files a claim containing a false or deceptive
statement, may be guilty of insurance fraud as determined by a court of law.

NEW MEXICO

The first sentence of the section titled Pre-existing Condition Exclusion Period is
deleted and replaced with: This group health plan contains a pre-existing condition
exclusion period of 6 months (18 months for late enrollees including the 9-month
deferral period described in Section C).

The last sentence of the section tited AUTHORIZATION TO RELEASE
INFORMATION is deleted and replaced with: (Photocopy of this authorization shall be
valid as the original and is valid for twenty-four (24) months from the date shown below.)

OHIO

The first sentence of the section titled Pre-existing Condition Exclusion Period is
deleted and replaced with: This group health plan contains a pre-existing condition
exclusion period of 12 months (18 months for late enrollees including the 9-month
deferral period described in Section C).

The section tiled WARNING is deleted and replaced with: Any person who

knowingly and with intent to defraud any insurance company or other person
files an application for insurance containing any materially false information or
conceals, for the purpose of misleading, information concering any fact material
thereto commits a fraudulent insurance act, which is a crime.

OKLAHOMA

The first sentence of the section titled Pre-existing Condition Exclusion Period is
deleted and replaced with: This group health plan contains a pre-existing condition
exclusion period of 12 months (18 months for late enrollees including the 9-month
deferral period described in Section C).

The paragraph under the section titled FULL-TIME EMPLOYMENT is deleted and
replaced with: | understand that one of the requirements for eligibility on the effective date
and for continued eligibility under the plan is that | am actively at work and employed full-
time (at least twenty-four [24] hours per week) at my employer’s place of business.

The last sentence of the section titted AUTHORIZATION TO RELEASE
INFORMATION is deleted and replaced with: (Photocopy of this authorization shall
be valid as the original and is valid for twenty-four (24) months from the date shown
below.) | understand that | may revoke this authorization at any time.

The section titled WARNING is deleted and replaced with: A person who
knowingly, and with intent to injure, defraud or deceive any insurer, makes
any claims for the proceeds of an insurance policy containing any false,
incomplete or misleading information is guilty of a felony.

PENNSYLVANIA

The first sentence of the section fitled Pre-existing Condition Exclusion Period is
deleted and replaced with: This group health plan contains a pre-existing condition
exclusion period of 12 months (18 months for late enrollees including the 9-month
deferral period described in Section C).

The section titled WARNING is deleted and replaced with: A person who knowingly
and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false
information or conceals for the purpose of misleading, information conceming
any fact material thereto commits a fraudulent insurance act, which is a crime
and subjects such person to criminal and civil penalties.

The third sentence of the section titled MY ANSWERS ARE TRUE AND
CORRECT is deleted and replaced with: | understand that any intentional
misrepresentations of Fraud may be used as the basis of rescission or termination
of coverage for me or my dependents.

The following parenthetical is added to the end of the section titted APPLICATION
FOR GROUP: (For health insurance no health status related factor will be
taken into consideration in the approval process)

TEXAS

The second and third sentences of the first paragraph under the section titled Pre-
existing Condition Exclusion Period are deleted and replaced with; This exclusion
does not apply to any individual who was continuously covered for an aggregate
period of 12-months under creditable coverage that was in effect up to a date not
more than 63-days before your proposed effective date, excluding any waiting period.
This exclusion period can be reduced by the number of days you were covered under
creditable coverage if the prior coverage was in effect at any time during the 12-
months preceding your proposed effective date of coverage under this plan.

The section titted PRE-CERTIFICATION is deleted and replaced with: PRE-
AUTHORIZATION: | understand that failure to pre-authorize treatment results in
reduced benefits pursuant to the terms of the Group Master Policy.

The section titled U.S. RESIDENT is deleted and replaced with: WORKING IN
THE U.S.: | understand that the coverage under this plan is available for individuals
who are legally working in the United States and benefits are not payable for
medical expenses outside of the United States except when traveling.
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