Transamerica Life Insurance Company (nsurer? CancerSelect®

TRANSMRICA Home Gffice: Cedar Repids, A Plus Employee

® LIFE INSURANCE COMPANY Adminlstrative Offica; P.C. Box 8063

Lite Rock, AR 72203-8063 Application
£ First Application 03 Add Dependents — Ceificate # £1 Change Plans — Cerificate #
Group Name P o o colt Coilego, Gowplmer 33358 Locaton /.7
Applicant 0 Male Soclal Security No. Date of birth Dale of marmiage
{Last, First, M.} E Female
Spouse 0O Male Soclal Security No. Dale of birth
{Last, First, M.1.) CdFemale
Date of hire Avg hours worked per waek Annual salary Qccupation Applicant ID
Home address Work phonefext.
Cily State Zip code Home phone
Child(ren) name Date of birth Child{ren) name Date of birth
| Payroli Mode: O Weekly L1 Bi-Weekly L3 Semi-Monthly L3 Monfhly L3 Other 7 |
| Am Applying For: [ Individual {3 Single Parent Family 0O Family Premium per pay period*
Cancer Only Insurance Pian {if applicabla) $
Ifincreasing coverage, enler the TOTAL new Premium, Tola! Pramium  §$

Ellqibility Questions
1. Are you actively at work fon a full fime basis] and able to perform the regular duties of your occupation? B Yes ONo
If*No", you and your dependents are not eligible for coverage.

2. Is any proposed insured covered by any Title XIX program {e.g. Medicald)? (1 Yes CJNo

it*Yes®, List name(s) » who will be excluded from coverage,

Evidence of Insurability Questions

3. Has any proposed insured had an actual diagnoss of or frealment by a member of the medical profession for Acquired Immune

Deficiency Syndrome (AIDS), AIDS Related Complax {ARC), or senually ransmitted disease? OYes O No
if<Yes", List nama(s) » who will be excluded from coverage,

unless Included by special endossement,

4. In the ten years prior to the application date, has any proposed insured been dlagnosed as having or been treated for any form of
Intemal cancer, or malignancy {excluding basal celt skin cancer} which includes leukemia, Hodgkin's Disease, careinoma, sarcoma,

lymphoma, or malignant lumers?
¥ *Yes", st name{s) » who will be excluded from coverage,

unless Included by special ndorsement.

OYes ONo

5. In the past 12 months, has any proposed insured been recommended for any mediczl reatment that has not yet been completed,
undergone a biopsy or other diagnostic test, or Is now scheduled for such to determine whether any form of cancer or malignancy

exlsts, other than a regular Pap Smear, Mammogram, Colonoscapy, or PSA lest? O Yes TINo

1i*Yes®, List name(s) » who will be excluded from coverage,
unless Included by special endorsement.
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APPLICANT'S STATEMENTS AND AGREEMENTS:

For residents of CA, MA, or MN only: _
Are all proposed Insureds covered under major medical, hospitel, or medical expense insurance, or an HMO contract? 3 Yes 01 No
If "No", list names , who Wil bs excluded from coverage.

Coverage will not be Issued to anyona who does not have comprehensive medical coverage. if applicant answers "No®, no coverage will be issued.

For residents of MA, MT, or NH only:
Did you recelve an Oulline of Coverage describing ihe insurance you are applying for, which is required? [1Yes O No

| have read or had read to ma the compleled application, 1 represent that all statements and answers made on or attached to this appfication are frus fo
(he best of my knowledge and belief, and realiza that any false statements hereln which materially affect the acceptance of the risk or the hazard assumed
may resul in loss of coverage under the policy/ceriificate to which this applicalion is alfached. | understand that any person who knowingly and with
Intent to defraud any insurance company or other person files an application for insurance or statement of clalm contalning any materlally
false Information ar conceals for the purpose of misleading, Information concerning any fact materlal thereto commits a fraudulent Insurance
act, which Is a crime and subjects stich person to criminal and civil penalties, | also understand thet coverage will become effective only after af
of the following conditions have been met: a) | must be a member of an eligible class; b) { must have safisfied the policyholder wailing period; ¢} ! must
satisfactorily answer all questions on this form; d} § must be actively at work on lhe effactive date {according to the insurer's rules); and ) the first moniths
premium must have been received by the underwiting company at its administralive office. Lastly, | understand that completion of this application In no way

implies that { will be accepted for lsuranee coverage.

Funderstand that the insurance ! am applying for contalns a Pre-Existing Condition Limitation and that pre-existing conditions will not be covered for
the period stated in the cerlificate,

| hereby atthorize any leensed physician, medical practtioner, hosplial, clinie or other medical or medically-related faciily, insurancs company, the Medical
Information Bureau®, or other organization, institulion or person, that has any records or knowledge of me or my health, to glve to Transamerica Lifa Insuranée
Company, or its reinstirers, any such Information, ) understand the information obtained by use of this Authorizaticn wii be used by Transamerica Life Insurance
Company to determine efigibiy for Insurance, Any information obtslned will not be released by Transamerica Life Insurance Company to any person o
organization except lo relnsuring companies, the Medical Information Burean®, or other persons of organizations perfurming business or lsgal senvices in
connection with my application, claim, or as may be othenwise lawfully requirad or as | autherize. | know that | may request to receive a copy of this Autherization. |
agree that a pholographle copy of this Authorization shal be as valid as the original. | agree that Ihis Authorizalion shall be valid for wo years from the date shown

below,
Signed In (Cliy/Stale) This Day of (MonthfYear)

Applicant's Signature Spouse's Signature {if applicable)

AGENT'S STATEMENTS AND AGREEMENTS:
1 hereby certify Ihat | have accurately recorded in tvis application all of the information supplied by the applicant. The applicant has read or had read to himher

the completed application,
Licensed Representative’s Name Br\ e Eu 4 ,’.L‘( A Licensed Representative's Signature Agent M_}_@_@

: 2
*information regarding your Insurability wil be treated as confidential. Transamerica Life Insurance Company, or its relnsurers, may, however, make a brief repad
thereon {o the Medical Information Burea, 2 non-profit membership organization of life insurance companies, which operales an Information exchange on behalf
of its members. If you apply lo encther Bureau member company for life or health insuranca coverage, or a cfaim for benefits is submitted to such a company, the
Bursau, upon request, will supply such company with the information in s fle. Upon recelpt of & request from you, the Bureat will amange disclosure of any -
information it may have in your fle. If you question the accuracy of information In the Bureau's fle, you may contatt the Bureau and seek a correction In
actordancs with the procedures set forth In the federal Falr Credit Reporting Act, The address of the Bureau's information office is 50 Braintree Hill Park, Suile
400, Brainlree, Massachusetls 02184-8734, telephone number (617) 426-3660. Transamerica Life Insurance Company, or ils reinsurers, may also release
information in its fle to cther life insurance companias fo whom you may apply for ffe of health insurance, or to whem & clzim for benefits may be submitted.
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