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Welcome

Welcome to Voya™ Financial Employee Benefits. This manual is designed as a reference tool
for the State of Washington Payroll/Personnel/Benefits Offices to address questions you may
have about the administration of your employee benefits plan. If you do not find the answers you
need in this manual or if you prefer to talk to a Voya Financial Employee Benefits associate,
please call your Account Executive identified in the Quick Plan Reference. We look forward to
serving the benefit needs of you and your employees.

About Voya Financial Employee Benefits

The term life insurance policy is issued by ReliaStar Life Insurance Company (Home Office:
Minneapolis, Minnesota), a member of the Voya family of companies.

-
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Quick Plan Reference

Group Name: Washington State Health Care Authority

Your Group Benefit Plan Number is: 12373-1 Please use it on all correspondence and when requested on
forms.

Your Account Number is: 10 — Two year colleges, The Evergreen State College

20 — State agencies
30 — participating K-12 agencies
40 — political sub-divisions/employer groups
200 — University of Washington
300 — Washington State University
400 — Western Washington University
500 — Central Washington University
600 — Eastern Washington University
Please use it on all correspondence and when requested on forms.

Your Group Anniversary Date is: January 1

- \
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Quick Plan Reference continued.

Administration and
billing questions:
-General policy and
coverage questions
-Service type requests

Mary Perreault, Account Executive (local)
Voya Financial Employee Benefits Regional
Office — Seattle

Phone: 206-676-6105

FAX: 860-580-0882

Email: Mary.Perreault@voya.com

Rebecca Winters, National Accounts Manager
Voya Financial Employee Benefits — Home Office
Phone: 612-342-3226

Email: Rebecca.Winters@voya.com

Voya Financial Employee
Benefits Regional Office — Seattle
520 Pike Street, Suite 2510
Seattle, WA 98101

Voya Financial Employee
Benefits — Home Office
P.O. Box 20
Route 2-N
Minneapolis, MN 55440-0020

Enrollment
administration questions:

-Conversion Requests
-Change of Beneficiary
Requests

Customer Service:
Dedicated Phone: 866-689-6990

ReliaStar Life Insurance Company
20 Washington Ave South
Route 4-N
Minneapolis, MN 55440-0020

Enrollment and Evidence
of Insurability forms
questions

Medical Underwriting:
Phone: 612-342-7262
FAX for EOls & MUW inquiries: 612-342-3913

ReliaStar Life Insurance Company
20 Washington Ave South
Route 4-S
Minneapolis, MN 55401

To file a claim and/or
discuss claim procedures
for:
-Life
-Accidental Death
and Dismemberment
-Accelerated Death
Benefit claims
-Waiver of Premium

Voya Life Claims:
Toll-Free Phone: 1-888-238-4840
Fax: 612-492-0662

Voya Financial Life Claims
PO Box 1548
Minneapolis, MN 55440

Outreach and Training at
The Health Care
Authority:

-Questions regarding
keying or computer
system problems

Phone: 360-725-0440

Phone: 1-800-700-1555 TOLL FREE

FAX: 360-725-0771

Email:www fuzeqna.com/perspay/consumer/quest

10Nn.asp.

Washington State Health Care
Authority
P.O. Box 42684
Olympia, WA 98504-2684

Agency Contact Changes

If the agency contact changes, please send an
email to The Health Care Authority through
fuze email and to the Account Executive listed
above.
Please include the following information:

e Your Name, Title

e Agency Name

e Address

e Telephone Number and Fax Number

e Email Address
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Ordering Supplies

1. You may go on-line to the HCA website at www.hca.wa.gov/perspay to order supplies, print

forms or you may call your Account Executive listed in the Quick Plan Reference section of

this manual, if you have questions.

Supplies you may need to request:
Term Life & Accidental Death & Dismemberment Insurance
Program booklet (Certificate of Coverage)
Conversion of Your PEBB Group Life Policy Form
Port Choice Group Life Portability Policy Form
Beneficiary Designation
Life and Accidental Death & Dismemberment (AD&D)
Insurance Enrollment/Change Form

Life Insurance Evidence of Insurability Form

Domestic Partnership — Declaration of Tax Status Form
Amendment to Original Application (nontobacco-user
certification)

Absolute Assignment of Group Life Insurance

Death Claim
Trust Verification

Accelerated Benefit Claim
Accelerated Benefit Disclosure Statement
Attending Physician’s Statement of Terminal Condition
Authorization for Release of Health-Related Information
Consumer Privacy Notice

Accidental Dismemberment Claim
Attending Physician’s Statement of Dismemberment
Authorization for Release of Health-Related Information
Consumer Privacy Notice

Waiver of Premium Disability Claim
Attending Physician’s Statement of Disability
Authorization for Release of Health-Related Information
Consumer Privacy Notice

Voya Financial Life Claims Return Envelopes

*indicates that a pdf version of this form is available.

HCA 50-126*

147077*
GATPORTO06
114834*
161989 WA***

165180 WA***

HCA 50-704*
117064*

114865*

See Website*
142020*
121583*
44539WA*
121489*
127182*
116249*
116486*
116150*
127182*
116249*
115591*
115754*
127182*
116249*

115727**

**Voya Financial Employee Benefits envelopes are available through the HCA warehouse.
***also available in the back of the Term Life & Accidental Death & Dismemberment Program booklet,

HCA 50-126.
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Enrollment

Enrollment Period — Newly Eligible Employees

Newly eligible employees have 60 days from the date they become eligible to apply for benefits
to complete a Life and Accidental Death & Dismemberment (AD&D) Insurance
Enrollment/Change Form, and a Life Insurance Evidence of Insurability Form, if applicable.

An employee is eligible to apply for coverage on the date he or she becomes eligible for benefits.
For example, an employee hired on February 8 is eligible to apply for insurance coverage on
February 8. The 60-day enrollment period would begin on February 8.

The enrollment form must be completed, signed and received by the personnel, payroll or
benefits office no later than 60 days after the employee becomes eligible to qualify for the
guaranteed issue amounts without underwriting.

- Guaranteed issue amounts include:
=  Employee Supplemental —
e For employee’s under the age of 60 — up to $250,000 in $10,000 increments
e For employee’s age 60 or older — up to $100,000 in $10,000 increments
= Spouse and Dependent Basic — $2,500 per person

= Spouse Supplemental — up to $50,000 in $5,000 increments (Not to exceed 50% of
requested employee supplemental)

= Accidental Death & Dismemberment — up to $250,000 in $25,000 increments

Enrollment forms that involve guaranteed issue coverage only do not require evidence of
insurability when applied for no later than 60 days after the date of eligibility.

Eligible employees must be actively at work as defined in the Term Life and Accidental Death &
Dismemberment Insurance Program booklet.

Enrollment Period — Employees Regaining Eligibility

RETIREMENT | INVESTMENTS | INSURANCE ' e

Employees who regain eligibility upon returning from an approved leave must complete a Life
and Accidental Death and Dismemberment (AD&D) Insurance form no later than 31 days after
regaining eligibility.

If the employee self-paid their supplemental life insurance, the level of coverage self-paid is
reinstated without evidence of insurability.

If the employee chose not to self-pay their supplemental life insurance while on leave, the
employee must submit a Life Insurance Evidence of Insurability form to ReliaStar for carrier
approval to reinstate supplemental life insurance.

Employees, who do not submit the required forms within 31 days of regaining eligibility, enroll
the employee in basic life insurance only. Dependents will not be enrolled.
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Enrollment Process

Follow these steps to enroll the employee:

1.
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Employees may access the New Employee Enrollment Guide on the PEBB

website: www.hca.wa.gov/public-employee-benefits. If the employee does not have internet
access provide a New Employee Enrollment Guide to any insurance-eligible employee
immediately. The New Employee Enrollment Guide includes information about life and
accidental death & dismemberment insurance and the Life and Accidental Death &
Dismemberment (AD&D) Insurance Enrollment/Change Form. The guide will direct
employees to the PEBB website or their personnel, payroll, or benefits office for a copy of
the Term Life and Accidental Death & Dismemberment Insurance Program booklet.

Have the employee complete the Life and Accidental Death & Dismemberment (AD&D)
Insurance Enrollment/Change Form and return it to you. If no coverage is requested, the
employee still needs to complete the form to designate a beneficiary for basic life insurance
coverage.

Note: If there are religious reasons why the employee must waive basic life insurance
benefits, please have the employee submit a signed statement in writing and place the
statement in the employee’s file.

Review the enrollment form for accuracy and completeness (see appendix for sample form).
Make sure that a beneficiary has been designated and that the form has been signed and
dated. The employee should refer to examples in the Term Life and Accidental Death &
Dismemberment Insurance Program booklet or on the Beneficiary Designation form.
Agencies must complete Section 1 of the enroliment form.

Review the enrollment form to determine if underwriting by the insurance company is
required.

If underwriting is required, provide the employee with a copy of the Evidence of Insurability
form. Personnel, payroll or benefits office should complete the following parts of the form
prior to providing the EOI form to the employee. Complete section A. Complete the
employee name in section B. Complete section C, column B. Sign and Date the Confirmation
at the bottom of section C. (refer to page 19)

Underwriting is required under the following conditions:
i.  When applying within 60 days of eligibility and requesting an amount in excess of the

guaranteed issue amount (listed in the previous section) for employee supplemental.
Only the amount in excess of the guaranteed issue amount requires approval.

ii. When requesting any amount of employee supplemental after the initial 60 days of
eligibility.

iii. When applying within 60 days of eligibility or the date of marriage or registration of the
partnership and requesting an amount in excess of the guaranteed issue amount for

spouse supplemental. Only the amount in excess of the guaranteed issue amount requires
approval.

iv. When requesting basic spouse more than 60 days after the initial date of eligibility or the

o |

k.
’ FINANCIAL™

(v. 08/16/2016) 8


http://www.hca.wa.gov/pebb

Enrollment cont.

6.
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date of marriage or registration of a domestic partnership.
v. When requesting any amount of spouse supplemental more than 60 days after the initial

date of eligibility or the date of marriage or registration of a domestic partnership.

*NOTE: Basic dependent child and supplemental AD&D coverage do not require approval.

If underwriting is required, the employer does not need to submit a copy of the enrollment
form to Voya Financial Employee Benefits; however, they should make sure that they
complete the employer portion on both the enrollment and evidence of insurability forms.
The employer can submit the Evidence of Insurability form to Voya Financial Employee
Benefits, however for confidentiality reasons; the employee may want to complete the
Evidence of Insurability form after the employer has completed their portion of the form and
then submit the form directly to Voya Financial Employee Benefits. The address for form
submission is on the form. (refer to page 19)

Retain the original enrollment form in your files. The employee may elect to send the
Evidence of Insurability (EOI) Form directly to Voya Financial Employee Benefits.
State agencies — Key the enrollment/changes in the insurance system.

Note: If the employee applies for more than the guaranteed issue amount(s), in the insurance
system key the guaranteed issue first. After the guaranteed issue amount moves to ““current
coverage”, then key the additional amount(s) that require underwriting. Contact HCA if you
have any questions.

Higher education institutions — Key the enrollment/changes in your payroll system.
Employer groups —
(a) Who key in the insurance system — Key the enrollment/changes in the insurance system

and adjust the premiums in your payroll system.

(b) Who don’t key in the insurance system — Send a copy of the forms to HCA for keying
in the insurance system and adjust the premiums in your payroll system.

A Final Action Notice (FAN) is the document that is sent out by VVoya Financial) Employee

Benefits Medical Underwriting Department to indicate the status of an application for

coverage: approved, denied, or closed.

Note: For employees being underwritten, do not begin payroll deductions for any coverage
which requires approval until receiving a Final Action Notice (FAN) from the insurance
company indicating approval of coverage.

Key the approval, denial, or closure in the insurance system upon receipt.

Transferring Life Insurance — When both spouses or registered domestic partners receive
PEBB benefits and one terminates coverage, any in-force employee supplemental life insurance
can be transferred, without carrier approval, to the remaining insured employee’s spouse
supplemental. The combined spouse supplemental coverage may not exceed one-half of the
insured employee’s supplemental coverage.

o |
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Likewise, any in-force spouse supplemental coverage can be transferred, without carrier approval,
to the remaining employee’s supplemental coverage, up to the maximum allowed. Spouse basic
may be added without carrier approval if spouse coverage is being transferred.

In the event that the terminated employee cannot transfer all of the coverage to their spouse
or registered domestic partner’s account due to plan maximums, the terminated employee and
their dependents may keep the remaining basic and/or supplemental coverage by applying for
the Portability Choice Life coverage or by converting the life insurance no later than 31 days
after termination. (If the termination is due to retirement, the employee may also be eligible
for Retiree Life Insurance.) The employee’s application for Portability Choice is subject to
approval by Voya Financial Employee Benefits (ReliaStar)

If the employee’s application for Portability Choice Life coverage is denied, the employee
may convert the remaining balance no later than 31 days after the application has been
denied. Only the amount of terminated life coverage may be converted no later than 31 days
after the termination date or denial of Portability Choice. Any transfer of coverage under this
provision must be immediate and without lapse in coverage. Contact HCA to determine the
amount of coverage the spouse or registered domestic partner has at the time of termination.

Example of Guaranteed Issue Transfer:

Type of Coverage Terminating Still Employed
Employee’s Employee’s Amount Amount After
Amount of of Coverage Transfer
Coverage
Spouse Supplemental $50,000 —_| _—»$50,000 $150,000
Employee Supplemental $150,000 250,000 $300,000

RETIREMENT | INVESTMENTS | INSURANCE ' e

The terminating employee’s spouse supplemental coverage may be transferred to the active
employees’ employee supplemental coverage, up to the maximum allowed. In the example
above, the terminating employee has $50,000 in spouse supplemental coverage which is
transferred to the active employee’s employee supplemental coverage for a total of $300,000
in employee supplemental.

The terminating employee’s employee supplemental may be transferred to the active
employee’s spouse supplemental coverage up to the maximum allowed and must be in
increments of $10,000. The maximum spouse supplemental allowed is one-half of the
employee’s employee supplemental and must be in increments of $5,000. In the example, the
terminating employee had $150,000 in employee supplemental. The active employee, after
transferring $50,000 has $300,000 in employee supplemental coverage; therefore, spouse
supplemental can be a maximum of $150,000. The active employee currently has $50,000 in
spouse supplemental. The terminating employee can transfer $100,000 to the active
employee’s spouse supplemental ($50k + $100k = $150k).

The terminating employee may apply for Portability Choice or convert the remaining
$50,000.
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Effective Dates

Employer-provided Basic Employee Life (employer pays 100% cost of coverage):

“Coverage begins on the first day of the month following the date an employee becomes eligible. If
the employee becomes eligible on the first working day of a month, then insurance coverage begins
on that day (Eligibility for employees of participating Employer Groups is based on the Employer
Group’s contract with HCA).”

Employee-paid Employee Supplemental Life (employee pays the full cost of coverage):

A. For guaranteed issue coverage requested no later than 60 days after the eligibility date, coverage
is effective the first of the month following the signature date on the form. Note: Coverage may
not begin prior to the first day of employment.

e Guaranteed issue amounts include: employee supplemental (up to $250,000 for employees
under the age of 60 and up to $100,000 for employees age 60 or older), basic spouse and
basic child ($2,500 per person), spouse supplemental (up to $50,000), and supplemental
AD&D (up to $250,000).

B. If underwriting is required and coverage is approved, the effective date for the approved coverage
will be the first of the month following the approval date on the Final Action Notice received
from the insurance company. For agencies that key in the insurance system, key the Final Action
Notice. All agencies — make any necessary adjustments to your payroll system.

If you enroll your dependents in Basic Life insurance within 60 days of becoming newly eligible,
coverage begins on the first day of the month following the day you become eligible. If you become
eligible on the first working day of a month, then insurance coverage begins on that date.”

If the employee enrolls in basic children life or supplemental AD&D after the initial 60 days of
eligibility, the coverage becomes effective the first of the month following the signature date on the
enrollment/change form. Basic children and supplemental AD&D do not require approval.

~ A
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" Enroliment — Dependents

Evidence of Insurability (also known as underwriting)

Registered Domestic Partner Coverage
The same levels of coverage and underwriting requirements apply to an employee’s registered
domestic partner (and their children) as apply to the spouse of an employee.

The employee and registered domestic partner must complete a Declaration of Tax Status form,
which will be filed along with the employee’s enrollment form. If the employee and registered
domestic partner have already completed this form for the medical insurance, a separate form will
not be required for the life insurance. A copy of this form will be required along with enrollment
information when a death claim on the registered domestic partner is submitted.

Enrolling a Spouse/Registered Domestic Partner without Evidence of Insurability

If the employee requests spouse/ registered domestic partner coverage when the employee enrolls in
the plan no later than 60 days after the initial date of eligibility, no underwriting is necessary for the
dependent coverage, unless the employee requests more than the $50,000 supplemental spouse
guaranteed issue amount (not to exceed 50% of employee supplemental). The employee indicates
election of dependent coverage on the enrollment form for each type of desired coverage. If the
employee doesn’t want a particular coverage, such as spouse supplemental, the employee should
leave it blank.

Note: The request for spouse/ registered domestic partner coverage in supplemental spouse cannot
exceed 50% of the amount of coverage in employee supplemental. For example, if the employee has
$50,000 in employee supplemental; the amount of coverage requested in spouse supplemental cannot
exceed $25,000.

If a covered employee wants to add dependent coverage no later than 60 days after a qualifying event
(marriage, registration of a domestic partnership, new dependent of the registered domestic partner,
birth, or adoption), no underwriting is required for the new dependent(s). Basic dependent life
(children) never requires approval. Employees must submit a Declaration of Tax Status Form for
their registered domestic partner and any non-tax qualified dependents.

The Life and Accidental Death and Dismemberment (AD&D) Insurance Enrollment/Change Form is
used when a newly eligible employee is enrolling in life insurance no later than 60 days after their
date of eligibility. An Evidence of Insurability Form is required for amounts in excess of the
guaranteed issue amounts listed above.

If the employee is enrolling after the first 60 days of eligibility or making a change to their coverage,
the employee must submit the Life and Accidental Death & Dismemberment (AD&D) Insurance
Enrollment/Change form. An Evidence of Insurability Form may also be required.

Follow these steps to add dependent coverage after the initial 60 days of eligibility:

1. The employer completes Section 1 Agency/Policy Holder Information of the enrollment/change
form.

o |
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Enrollment — Dependents cont.

2. The employee completes section 2 Employee Information, Section 3 Employee Life Insurance,
Section 4 Spouse/Dependent Life Insurance, Section 5 Supplemental AD&D, Section 6
Beneficiaries, and Section 7 Signature.

3. Review the forms for accuracy and completeness. (see appendix for sample form)

4. Provide the employee with a photocopy of the form. Attach the original to the employee’s benefit
enrollment form in your file.

5. State agencies — Key the enrollment/changes in the insurance system.

Higher education institutions — Key the enrollment/changes in your payroll system.
Employer groups —

(a) Who key in the insurance system — Key the enrollment/changes in the insurance system
and adjust the premiums in your payroll system.

(b) Who don’t key in the insurance system — Send a copy of the forms to HCA for keying in
the insurance system and adjust the premiums in your payroll system.

For Underwritten Spouse/ Registered Domestic Partner Coverage

After receiving a Final Action Notice (FAN) from the insurance company indicating approval of
coverage for the dependent(s), file the FAN with the employee’s enrollment form or permanent
records. For agencies that key in the insurance system, key the Final Action Notice. All agencies
make any necessary adjustments to your payroll system.

Terminating Dependent Benefits

If the employee wishes to cancel dependent benefits, follow steps 1 and 2 above. The employee
needs to complete a Life and Accidental Death and Dismemberment (AD&D) Insurance
Enrollment/Change Form indicating the coverage to be continued and the coverage to be terminated.
Carrier approval is not required to cancel coverage. For agencies that key in the insurance system,
key the change with an effective date of the last day of the month in which the employee signed the
form. For employers who do not key in the insurance system, send the forms to HCA for keying. All
agencies make any necessary adjustments to your payroll system.

The Following Special Requirement May Apply to Term Life:

Supplemental spouse coverage may not exceed 50% of the employee coverage in employee
supplemental. Refer to the Term Life and Accidental Death & Dismemberment Insurance Program
booklet for the specifics of the plan or contact your Account Executive listed in the Quick Plan
Reference section of this manual.

o |
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Enrollment — Dependents cont.

Dependents eligible to apply for coverage under basic spouse and dependent, supplemental
spouse, and supplemental AD&D include:

1. The employee’s lawful spouse.
2. The employee’s registered domestic partner.

3. Children 14 days or older, but under 26 years of age, who meet the definition of dependent as
defined in WAC 182-12-260(3).

- \
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Evidence of Insurability — Underwriting

Situations Requiring Evidence of Insurability

If the application falls into one of the situations listed below, an Evidence of Insurability (EOI) form

must be submitted to VVoya Financial Employee Benefits. Coverage can only be made effective if

approved by the insurance company.

B Application for employee and/or dependent coverage is signed more than 60 days after becoming
eligible, or reinstatement is desired after coverage has been terminated. Basic dependent
(children) and supplemental AD&D never requires approval.

B Applicant applies for more employee or spouse/ registered domestic partner coverage than the
plan’s guaranteed issue life coverage amount within 60 days of eligibility or within 60 days of
marriage or registration of a domestic partnership.

B Applicant wishes to increase the amount of employee or spouse/ registered domestic partner
coverage currently in force.

B The employee was previously on LWOP (leave without pay) and did not self-pay for his/her
coverage.

B Anemployee is re-hired and coverage was converted when employment was previously
terminated.

If coverage needs to be underwritten, payroll deduction for this coverage should not begin until a

Final Action Notice (FAN) from VVoya Financial Employee Benefits has been received indicating

approval of the coverage. Any coverage that requires approval should be pended in the insurance

system. All agencies should make any necessary adjustments to your payroll system.

Evidence of Insurability
The Evidence of Insurability form is available on the PEBB website: www.hca.wa.gov/public-
employee-benefits or through the HCA Warehouse.

The employer should provide the employee with a copy of the form with section A, section B
employee name and section C, column B completed. Sign and date the Confirmation at the bottom of
section C.

Instruct the employee to do one of the following with the completed EOI form:
e Send the completed EOI form directly to Voya Financial Employee Benefits (the address is
on the form).

e Return the completed EOI form to his/her personnel/payroll/benefits office. The
personnel/payroll/benefits office must forward the EOI to Voya Financial Employee Benefits
(the address is on the form).

The employee should keep a copy of the completed EOI form for his/her records.

If you have questions regarding the EOI form, contact your Account Executive listed in the Quick
Plan Reference Section of this manual.

~ A

RETIREMENT | INVESTMENTS | INSURANCE ' -
k4
’FINANCIAL‘“'

(v. 08/16/2016) 15


http://www.hca.wa.gov/pebb
http://www.hca.wa.gov/pebb

Evidence of Insurability cont.

IMPORTANT!

The amount to be underwritten is the dollar amount of coverage for which the applicant must
show proof of good health (i.e. be medically underwritten for). The amount to be underwritten
does not include coverage that can be issued Guaranteed Issue and does not include
coverage already in force or already approved.

The employer must complete section 1 of the enrollment/change form. The employer
must also determine if evidence of insurability is necessary. If it is needed, complete
section A, the employee name in Section B and verify the appropriate amounts are
entered into section C, column B of the Evidence of Insurability form, then date and sign
the form.

The “Current Coverage” is the dollar amount of coverage that the applicant already has in
force and/or can be issued without medical underwriting (guaranteed issue coverage).

The amount in Section 3, 4, and 5 of the enroliment/change form should always be entered as
a dollar amount.

Each form supersedes all prior enrollment/change forms.

It is important that the amounts indicated on the evidence of insurability form are
correct in order to prevent the requesting of unnecessary underwriting requirements
such as exams, blood profiles, EKG’s, etc.

- 4
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Evidence of Insurability cont.
The Underwriting Process
Voya Financial

Employee Benefits Medical Underwriting Department may take action based only on the information
found on the EOI form or may do the following:

e Request an applicant’s medical records directly from the applicant’s physician or other health
care provider.

e Write directly to the applicant requesting additional information.
e Request a physical examination and/or urinalysis, blood profile, EKG, etc.

The applicant will be notified if additional underwriting requirements are needed to process the
application.

Final action will be determined provided the EOI is complete and accurate, and no additional
requirements are necessary. Depending on the amount of coverage applied for, complexity of the
applicant’s medical history, and/or delays over which Voya Financial

Employee Benefits has no control, processing time may vary.
The Final Action Notice (FAN) is the document prepared by Voya Financial

Employee Benefits showing approval, denial, or closure of the coverage. (see appendix for a sample
FAN)

e A FAN will be sent to the employee’s Agency.
e A FAN will also be sent to the employee.

¢ Due to confidentiality issues, if an employee is declined for coverage or their file is being
closed because medical underwriting requirements were not completed, a FAN will always
be sent to the employee indicating the reason(s) for the decline or closeout action. A FAN
will also be sent to the agency but the reason(s) for decline or closeout for this employee will
not be indicated on the FAN.

o If the employee is declined or his/her file is closed out (because underwriting
requirements were not completed), coverage cannot be made effective.

~ A
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Evidence of Insurability cont.
Closed Files

Each applicant’s file is assigned a closeout date (when the file will be closed if underwriting
requirements are not received). The file will be closed if the requested information is not received.
Coverage in a closed file cannot be made effective unless a ““Change of Action” Final Action Notice
is received at a later date.

If the necessary underwriting requirements are received after the file has been closed, based on the
situation, one of the following will occur:

e An underwriting decision will be made at that time.
e The file will be re-opened and additional underwriting requirements will be ordered.

o If there has been a significant time delay, a new Life and Accidental Death &
Dismemberment (AD&D) Insurance Enrollment/Change Form and Evidence of Insurability
Form will be requested.

For questions or problems related to specific underwriting cases, you may call (612) 342-7262 or
(800) 955-7736. Ext 7262.

If you wish to see an activity report regarding employees in your plan currently being underwritten,
please contact your local Account Executive listed in the Quick Plan Reference section of this
manual.

~ A
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Evidence of Insurability cont.

Create a Digital ID for the Life Insurance Evidence of
Insurability form

You will need to create a digital signature the first time you sign the EOI form electronically. After
that your digital signature will be available for use when signing the EOI form.

1.

3. The “Add Digital ID” wizard opens. You will see one of two “Add Dig

RETIREMENT | INVESTMENTS | INSURANCE / : ) / \

Open the Life Insurance Evidence of Insurability form on the PEBB Life Insurance page or the
PersPay Forms page.

Complete section A, Employee Name in section B, and column B of section C. At the bottom of
section C, click in the signature field.

C. INSURANCE DETAILS (Complete this table based only on the coverage you have through this plan.)

Are you completing this form due to a Family Status Change (Marriage, Divorce, Birth, Adoption, etc.)? [ ]Yes [No

(A) (B) (€) (A) - (B) - (C) = Amount
Coverage Type Total Amount Desired Current Amount Guaranteed Issue Amount To Be Underwritten
(Agency to Complete)

%Employee Supplemental Life § § 50,000 $ $

Spouse / State-Registered 5 § 50,000 5 $

Domestic Partner Basic Life
[Spouse / State-Registered Domestic 5 5 $ $

Partner Supplemental Life

e After signing you may select eMail or Print. > | Email | Print |
Agency confirmation completed by (Agency / Policyholder Contact) Today’s Date

)" screens.

(a) Add Digital 1D s (b) Add Digital ID
4dd or create adighsl ID to sign and encrypt documents. The certificate that comes with your
Twant to sign this document using: digital ID is sent to others so that they can verify your signature,
My existing digital ID fram: () Browse for an existing digital ID file
A file

(C Configure aroaming ID for use on this computer

A roaming digital ID stored on a server

. . Create a self-signed digital ID for use with Acrobat
A device connected to this computer @ o 9

(2 Look for newly inserted hardware tokens

i @) A new digltal ID I want to create now |

I Cancel Rack | Next>

If you see screen (a) above, select the “A new digital ID | want to create now” option. If you see
screen (b) above select the “Create a self-signed digital ID for use with Acrobat” option.

FINANCIAL™
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4. Select “Next”. A new screen will open to select where you would like to store your digital ID.
Select the first option: “New PKCS#12 digital ID file”.

Add Digital ID x
wWhere would vou like o store your self-signed digital ID?
(%) New PKCS#12 digital ID file
Creates a new password protected digital ID file that uses the standard PKCS#12 Format. This
common digital ID File Farmat is supported by most security software applications, including
major web browsers, PKCS#12 Files have a .pfx or .p12 file extension,

() Windows Certificate Store

‘our digital ID will be stored in the Windows Certificate Store where it will also be available to
ather Windows applications, The digital ID will be protected by vour Windows login,

5. Select “Next”. Enter your name, organizational unit, organizational name, and email address in
the fields provided.

Add Digital ID X

Enter wour identity information ko be used when generating the self-signed certificate.

Organizational Unit;  |Mational Accounts

Organization Mame:

Email Address:

Country fRegion: | US - UMITED STATES “ ‘

[[] Enable Unicode Suppart
Key elgorithm: | 1024-bit RSA v
Use digital ID For: | Digital Signatures and Data Encryption - ‘

RETIREMENT | INVESTMENTS | INSURANCE , : J /
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6. Select “Next”. Create and confirm your password. You will need the password to sign documents

with your digital ID in the future so make it something you can remember.
X]

Add Digital ID

Enter a file location and password For your new digital ID file, You will need the password when you
use the digital ID to sign or decrypt documents, You should make a note of the file location so that

you can copy this file for backup or other purposes. You can later change options for this file using
the Security Settings dialog.

File: Mame:
_ Brovss
Password:

sttt

Confirm Password:

g

7. Select “Finish”. The “Sign Document” window opens. Enter your password in the field provided.

Sign Document g

oiaie o [ - ©

Appearance: | Standard Text w | @

Digital Identification

Sign transaction, Encrypt documant

2018/02/19 12:45:10 000"

ReFreshIDs] I Sign ] [ Cancel

RETIREMENT |
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RETIREMENT |

8. Select “Sign”. The “Save As” window opens.

=] Save As

o= m

Date modified T -

Save in: 8I3NSCG1 -

Name

b

Recent Places

Desktop

=/l
Libraries

Save as type:

[Adobe PDF Fies (o) [ cancal |

™)

9. Enter a name for your signature file. Select “Save”. The signature is placed in the signature field

on the EOI form. Enter the date in the date field.

10. Select the “Email” or “Print” button on the form.

C. INSURANCE DETAILS (Complete this table based only on the coverage you have through this plan.)

Are you completing this form due to a Family Status Change (Marriage, Divorce, Birth, Adoption, etc.)? [ Yes

INo

(A) (B) © (A) - (B) - (C) = Amount
Coverage Type Total Amount Desired Current Amount Guaranteed Issue Amount To Be Underwritten
(Agency to Complete)
Employee Supplemental Life $ $ 50,000 $ 3
Spouse / State-Registered 5 $ 50,000 $ $
Domestic Partner Basic Life !
[]Spouse / State-Registered Domestic 5 5 $ 5
Partner Supplemental Life

oday's Date 09/15/2014

After signing you may select eMail or Print, > [IEC i IR0
Agency confirmation completed by (Agency / Policyholder Conf@ct)h

INVESTMENTS | INSURANCE

(v. 08/16/2016)

/

-
S

\

¥
’ FINANCIAL™

22



Certificate Booklets

The Life Insurance Certificate of Coverage booklet is the insured’s written record of coverage. The
employer will distribute a Certificate of Coverage upon request from the insured. Please refer to the
certificate booklet for plan design and coverage details.

Supply of Certificate Booklets

Certificates are available on the PersPay website at www.hca.wa.gov/perspay for employers, the
PEBB website at www.hca.wa.gov/public-employee-benefits for employees, and through the HCA
warehouse.

Distributing Certificate Booklets

The booklets are “No Name/No Effective Date” certification booklets. This means that it is not
necessary to identify the insured’s name and the effective date of coverage inside the certificate
booklet.

If there are riders indicating changes to the coverage or additional provisions for specific classes of
employees, attach the appropriate rider to the certificate booklet prior to distribution. HCA or Voya
Financial Employee Benefits will provide them to you so that you may attach the appropriate rider to
the certificate booklet.

Additional Stickers and/or Notices

You may receive supplies of stickers and/or notices that are applicable to residents of certain states.
Stickers must be attached to the front of each certificate booklet and the notices must be distributed
along with each certificate booklet to residents of those states.

-
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Coverage Cancellation by Insured

The insured may request cancellation or reduction of supplemental life coverage at any time.
Processing a request for Cancellation

1. The insured or assignee (if applicable) completes a new Life and Accidental Death &
Dismemberment (AD&D) Insurance Enrollment/Change Form. The form must be dated and
signed. (See Assignment section on page 30.)

2. State agencies — Key the enrollment/changes in the insurance system.

Higher education institutions — Key the enrollment/changes in your payroll system.
Employer groups —
(2) Who key in the insurance system — Key the enrollment/changes in the insurance system
and adjust the premiums in your payroll system.

(b) Who don’t key in the insurance system — Send a copy of the forms to HCA for keying
in the insurance system and adjust the premiums in your payroll system.

3. The agency/employer should keep the original enrollment/change form in the employee’s file and
give a copy to the insured/assignee (see page 30).

4. The employer should make any premium adjustments necessary. Refunds cannot exceed 12
months.

If you have questions, contact PEBB Outreach and Training, listed in the Quick Plan Reference
section of this manual.

~ A
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Changes

The Life and Accidental Death & Dismemberment (AD&D) Insurance Enrollment/Change form is
required when an employee enrolls in supplemental coverage after the initial 60 days of eligibility,
adds a spouse/registered domestic partner, and/or child, removes a spouse/ registered domestic
partner, and/or child, changes coverage amounts, transfers life insurance to a spouse/ registered
domestic partner, or chooses to reinstate supplemental coverage that was not self-paid during a leave
of absence.

See the Evidence of Insurability — Underwriting section of this manual for a list of when an Evidence
of Insurability Form must also be submitted by the employee.

Name Change
There are several reasons for name changes, such as:

Marriage

Divorce

Court Order

Name entered on the form originally was incorrect

Requirements when processing a name change:

1. The insured completes a Life and Accidental Death & Dismemberment (AD&D) Insurance
Enrollment/Change Form. The form must be dated and signed. The agency may request a copy
of the court order. Indicate “name change only” at the top of the change form.

2. Attach it to the insured’s most recent life enrollment/change form and place in the employee’s
file.

3. IfaLife and Accidental Death & Dismemberment (AD&D) Insurance Enrollment/Change Form
is completed indicating “name change only”, it does not supersede the prior enrollment/change
form.

Change of Address
Follow these steps when processing a change of address:

1. The completion of Life and Accidental Death & Dismemberment (AD&D) Insurance
Enrollment/Change Form, is optional, and if completed, should be clearly marked “address
change only” at the top of the form.

2. The employer should attach the form to the insured’s most recent life enrollment/change form.

3. IfaLife and Accidental Death & Dismemberment (AD&D) Insurance Enrollment/Change Form,
is completed indicating “address change only”, it does not supersede the prior enrollment or
change form.

If you have questions, contact PEBB Outreach and Training, listed in the Quick Plan Reference
section of this manual.

~ A

RETIREMENT | INVESTMENTS | INSURANCE ' -

¥
’ FINANCIAL™

(v. 08/16/2016) 25



Changes cont.

Non-Tobacco User

An Amendment to Original Application form is available to request a change from tobacco-user to
non-tobacco user rates. This form must be used to amend the original enrollment form or application.
This change does not require underwriting.

New employees or employees who are changing their coverage need to complete the tobacco
products questions in Section 2 of the enrollment/change form.

If the employee is already insured and only wants to change his/her tobacco status, the employee
needs to complete the Amendment to Original Application.

The nontobacco-user rate should become effective the first of the month following the signature
date on the Amendment to Original Application form.

Follow these steps to make this change:

1. Give the employee the Amendment to Original Application to be completed, dated and signed.
(see appendix for sample form)

Note: To qualify for the nontobacco-user discount, the employee and his/her spouse/ registered domestic
partner (if he or she is covered under spouse supplemental) must not have used “tobacco products” within
the past 2 months. This includes at least cigars, cigarettes, chewing tobacco, snuff, and other tobacco
products. “Tobacco products” does not include US Food and Drug Administration (FDA) approved quit
aids or e-cigarettes until their tobacco related status is determined by the FDA. Tobacco use does not
include the religious use of tobacco.

2. State agencies — Key the change in the insurance system.
Higher education institutions — Key the change in your payroll system and adjust the premiums

in your payroll system.

Employer groups -
Who key in the insurance system — Key the change in the insurance system and adjust the
premiums in your payroll system.
Who don’t key in the insurance system — Send a copy of the forms to HCA for keying in
the insurance system and adjust the premiums in your payroll system.

3. The employer should attach the form to the insured’s most recent life enrollment/change form
and place in the employee’s file.

4. The effective date is the first of the month following the signature date on the Amendment to
Original Application. This date may not be earlier than the current coverage effective date.

5. Make any necessary premium adjustments.

If you have questions, contact PEBB Outreach and Training, listed in the Quick Plan Reference
section of this manual.

o |
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Beneficiaries

A beneficiary is the individual or entity designated to receive proceeds from the life coverage upon
the insured’s death.

The insured designates beneficiaries when completing the initial enrollment form for coverage. If
there is not enough room on the enrollment form to list all beneficiaries, additional beneficiaries
can be named on a separate piece of paper. The insured should list his/her own full name, date of
birth, social security number, and group plan number on the sheet of paper, sign and date it, and
attach it to the enrollment/change form.

Beneficiary designations should be kept up to date and reviewed when changes in status occur, such

as:
e Marriage e Birth or adoption of a child e Death in family
e Name change e Divorce

e Registration of domestic partnership ¢ Dissolution of domestic partnership

*Advise employees that beneficiaries should be updated after a divorce or dissolution of a
partnership. Unless the dissolution, declaration of invalidity or other court order requires that the
former spouse/ registered domestic partner remains the beneficiary, no claim may be paid to a
former spouse/ registered domestic partner. (RCW 11.07.010)

Beneficiary Designations = The plan/policyholder cannot be named as beneficiary.

Not Allowed = An organization or endowment should not be named as
beneficiary unless it is certain that such an organization or
endowment is a legal entity (i.e. it has a recognized legal
existence such as a corporation, trust or partnership).

Dependent Life Standard = The beneficiary for dependent coverage is always the insured, if
Designation living, to whose policy/certificate the dependent coverage is
attached. The beneficiary cannot change.

Other Beneficiary Designations

W Trust If a trust is named as beneficiary, the name of the trust, trustee, and date the
trust was formed must be included on the form. At the time a claim is filed
Voya Financial Employee Benefits will request a copy of the trust and a
statement from the trustee indicating the trust is in effect and the trustee is
willing to act as a trustee. If the named trustee isn’t willing to act as the
trustee, then the trust can’t be the named beneficiary.

B Charity If a charity or other organization is named as beneficiary, the city and state
of charity or organization must be included.

Before naming an organization as beneficiary, it should be verified as a
recognized legal entity (refer to paragraph, Beneficiary Designations Not
Allowed).

~ A
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Beneficiaries cont.

B Irrevocable An irrevocable beneficiary is one whose interest in the policy cannot be
changed or reduced without his/her consent. The wording of the beneficiary
designation must stipulate ‘irrevocable’. If an irrevocable beneficiary has
been named at the time the insured enrolls in the life plan, both the insured
and irrevocable beneficiary must sign the enrollment form. To change the
beneficiary will require both signatures.

B Secondary A secondary beneficiary is the person designated to receive life insurance
policy proceeds if the primary beneficiary should die before the insured dies.
Secondary beneficiaries may be listed on the enrollment/change form. The
insured should select the “Secondary” checkbox next to each secondary
beneficiary named.

Spousal/Registered Domestic Partner Consent

Voya Financial Employee Benefits does not require spousal/registered domestic partner consent for a
beneficiary designation. This includes enrollment/change forms, and beneficiary designation forms
for all states.

If the insured resides in a community property state and changes the beneficiary from the spouse/
registered domestic partner to another person or entity, then it is suggested in these situations that
spousal/ registered domestic partner consent be obtained. However, VVoya Financial Employee
Benefits will not refuse a beneficiary designation that doesn’t show spousal/registered domestic
partner consent.

The community property states are Arizona, California, ldaho, Louisiana, Nevada, New Mexico,
Texas, Washington, and Wisconsin.

Change of Beneficiary
If an insured wants to change his/her beneficiary(ies), follow these steps:

1. The insured completes a Beneficiary Designation form. The form must be completed, dated and
signed. For each individual named as a beneficiary, the following information should be
included: full name, date of birth, Social Security Number, relationship to insured, address, and
phone number.

Note: Refer to the backside of the Beneficiary Designation form for suggested beneficiary

designation examples.

2. The employer should process the form as follows:
a) Verify that the form has been completed properly. (see appendix for sample form)

b) Verify the beneficiary is a standard designation (refer to paragraph titled Non-Standard
Designations).

3. The employer should attach the original beneficiary form to the employee’s enroliment form and
provide the insured with a photocopy.

~ A
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Beneficiaries cont.

Non-Standard Designations

The Request for Change of Beneficiary form must be sent to Voya Financial

Employee Benefits for approval in the following situations:

e The wording used in the request differs from the examples given on the reverse side of the
Request for Change of Beneficiary form.

e The certificate has been assigned. See Assignment section on page 31.

e The previous beneficiary is irrevocable. An irrevocable beneficiary would typically be used when
a divorce occurs where a life insurance benefit is awarded as part of the divorce decree. An
irrevocable beneficiary could be changed if the beneficiary dies, at which time we would request
proof of death, or if the irrevocable beneficiary agrees to the change.

e The employee is on Waiver of Premium claim.

Submitting a request for Change of Beneficiary form for Approval (for Non-Standard

Designations only)

1. Give the insured a Beneficiary Designation form. Request that the form be completed, dated and
signed.

2. Send the form to Voya Financial
Employee Benefits for approval.

4. Send copies of all enroliment/change forms, signed letters, previous absolute assignments, and
beneficiary changes to the policy.

5. Send all required documents to:
A" Voya Financial
A0 Employee Benefits
Customer Service Route 6971

PO Box 20
Minneapolis, MN 55440-0020

6. When approved, the form will be returned to the employer. The employer should attach the
original beneficiary form to the employee’s enrollment form and provide the insured with a
photocopy.

Exception: If coverage is assigned, the assignee receives the original.

If you have any questions, call the Customer Service Representatives at VVoya Financial Employee
Benefits (1-866-689-6990) listed in the Quick Plan reference section of this manual.

~ A
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Assighment

An assignment is the legal transfer of all of one person’s interest in a life insurance policy to another
person. The original policy owner transfers (assigns) his or her right to any benefits from a policy to
another person (the assignee).

Absolute assignments, which transfer ownership of a life insurance policy, are the only type of
assignment allowed for group life policies.

Collateral assignments, which are used to secure a loan, are not allowed.

IMPORTANT

B Once an assignment has been made, only the assignee can make beneficiary changes, assignments or
apply for conversion. Both the insured and assignee must sign any re-enrollment forms.

B If the assignee dies before the insured, please contact VVoya Financial Employee Benefits Customer
Service for instructions (1-866-689-6990).

B The assignment does not change or revoke the beneficiary currently in effect. The assignee may
change the beneficiary by completing a Beneficiary Designation form. If an irrevocable beneficiary
is named, both the assignee and beneficiary must sign the Beneficiary Designation form.

B The assignment cannot be released, but a new assignment can be made by the current assignee.

B Assignments will be accepted only as provided in the group policy.

~ A
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Assignment cont.

How to process an Absolute Assignment
Follow these steps when processing the Absolute Assignment of Group Life Insurance form:

1. Have the Absolute Assignment form completed, dated and signed by the insured and the
assignee.

2. Mail the Absolute Assignment form to VVoya Financial Employee Benefits for approval. Include
copies of all enrollment /change forms, signed letters, previous absolute assignments and
beneficiary changes related to the policy.

3. Send all required documents to:

A0 Voya Financial Employee Benefits
Customer Service Route 6971

PO Box 20
Minneapolis, MN 55440-0020

4. When approved, Voya Financial Employee Benefits will return the approved Absolute
Assignment form to the employer. The employer should make a photocopy for their records
and forward the original Absolute Assignment form to the assignee.

Important:  In the event of filing a claim, a copy of the Absolute Assignment form must be
submitted to Voya Financial Life Claims. Refer to the Quick Plan Reference section
of this manual.

If you have questions, call the Customer Service Representatives at Voya Financial Employee
Benefits (1-866-689-6990) listed in the Quick Plan Reference section of this manual.

~ A
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Portability Choice

The portability option allows participating employees to keep their basic and/or supplemental life
coverage (up to a maximum amount outlined in the certificate, if any) if the participating employee
leaves his/her employer, reduces hours at work, or retires. The employee’s application for portability
IS subject to approval by the insurance company.

Portability Life coverage may also include the employee’s Dependent Life coverage, if any (up to
age 70 and up to the maximum amount outlined in the certificate). Employee must apply and be
approved for portability life in order for the dependents to apply and be approved. The contract
provisions will remain the same with the exception of premium rates. Life Insurance coverage will
terminate when the employee attains age 70.

AD&D coverage is not eligible for portability.

Employees must apply for portability no later than 31 days after employment termination (60 days
for persons retiring), reduction in work hours, or retirement and before age 69. Coverage not eligible
for portability may be converted or all coverage may be converted if the employee does not elect
portability or is declined for portability. See page 35 for information on life conversions. (If the
termination is due to retirement, the employee may also be eligible for Retiree Life Insurance.)

In the event the employer terminates the basic life plan with portability and/or the supplemental life
plan with portability, the following conditions apply to the insureds under the terminated plan.

1. If the employer replaces our life plan with another term life plan, the life coverage for active
insureds will terminate and they will not be given the option of portability coverage.

2. If the employer does not replace our life plan with another term life plan, active insureds will be
given the option for portability life coverage via direct payment to the insurance company,
subject to approval of their application.

3. Coverage will continue for insureds who were previously approved for portability, provided that
all premiums are paid.

In the event a terminated employee is rehired and had previously ported coverage:

1. The employee must disclose the previously ported coverage upon rehire. If the previously ported
coverage is not disclosed and application for additional coverage as an employee is submitted,
the coverage amount would be decreased at the time of claim.

2. The re-hired employee would have the option to port their coverage a second time when they
terminate; assuming they do not have any undisclosed ported coverage from previous
employment.

If you have questions about terminating your plan, call your Account Executive listed in the Quick
Plan Reference section of this manual.

o |
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Portability Choice cont.
Procedure to Apply for Portability
1. The employer completes and signs the employer section of the Group Life Portability

Application. (see appendix for sample form) The form is available on the PersPay
website, www.hca.wa.gov/perspay.

2. Send the form to the employee. Include copies of original enroliment form(s), (documenting
increases and decreases in coverage), and all documents attached to the enrollment form, i.e.
absolute assignment, beneficiary change.

3. The employee completes the remainder of the form and mails it to Voya Financial Employee
Benefits per mailing instructions on the form. The copy of the enroliment form(s) and attached
documents must be included.

4. If an applicant answers unfavorably to any of the health questions, coverage will be declined. If a
question is not answered, it will be considered an unfavorable answer and coverage will be
declined. The employee can revise the form and resubmit the application within the initial 31
days.

5. If the application is declined, the insurance company will notify the employee and send
conversion information.

If approved, the insured will be directly billed at home on a quarterly basis for premium due. A
billing charge of $3.50 will be added to each quarterly bill.

If you have questions about the process of portability coverage, you may contact your Account
Executive listed in the Quick Plan Reference section of this manual or call our Customer Service
Department at 1-800-955-7736.
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Life Conversion

Our group life policies contain a conversion privilege which permits covered employees, covered
spouses/registered domestic partners and eligible dependents to convert his/her life coverage to an
individual policy. The conversion must be applied for no later than 31 days after the employee has
terminated or been denied portability. Persons retiring and their dependents are allowed 60 days for
conversion. A conversion is made without evidence of insurability. (If the termination is due to
retirement, the employee may also be eligible for Retiree Life Insurance.)

Please refer to the Life Conversion Information Request Form and the Certificate of Coverage
(booklet) for further details about the conversion privilege. Both are available on the PersPay
(www.hca.wa.gov/perspay) and PEBB (www.hca.wa.gov/public-employee-benefits) websites.

Note: If the employee or his/her insured dependents have been insured for less than five years
on the date of discontinuance of the Group Policy, the employee or insured dependent will not
be entitled to an individual policy of Life Insurance under the Conversion of Life Insurance
provision.

Follow this procedure to process a life conversion:

1. Complete the top portion of the Life Conversion Information Request Form (see appendix for
sample form). Give to the employee or eligible dependent upon loss of coverage.

e Life Conversion Information Request Form
e Premium Rates for Whole Life Conversion Policies (page 2 of the form)
e Conversion of Your Group Life Insurance Coverage brochure

Make a photocopy of the Life Conversion Information Request Form to be retained in your files.

2. The previously covered participant is responsible for completing the bottom portion of the form
and mailing it to Voya Financial Employee Benefits at the address indicated on the bottom of the
form. The form must be received by Voya Financial Employee Benefits no later than 31 days
after termination of group coverage, denial of portability, or no later than 60 days after retiring
(including their dependents).

Voya Financial Employee Benefits will send the appropriate information and application directly
to the insured or eligible dependent. From this point on, the insured will deal directly with Voya
Financial Employee Benefits.

If you have questions, call the Customer Service Representative at Voya Financial Employee
Benefits (1-866-689-6990) listed in the Quick Plan Reference section of this manual.
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Claims

Voya Financial Employee Benefits strives for the prompt payment of all insurance benefits. To
assist us in the timely processing of claim payments, we greatly appreciate your cooperation in
making sure all claim forms are completed properly before mailing to Voya Financial
Employee Benefits. Incomplete and unassigned forms will delay processing.

Payments are mailed directly to the beneficiary, insured, or legal representative with an Explanation
of Benefits. The employer will receive a copy of the Explanation of Benefits showing the date and
amount of payment.

If you have questions, call the Customer Service Representative at VVoya Financial Employee
Benefits (1-866-689-6990) listed in the Quick Plan Reference section of this manual.

Voya Financial Personal Transition Account

If the total amount payable to a claimant is $5,000 or greater, a VVoya Financial Personal Transition
Account will generally be issued for the insurance policy funds unless another settlement option is
elected. It is a secure account that earns a competitive interest rate. The funds are accessed by using
drafts from a draftbook provided to the claimant.

A check, rather than the Voya Financial Personal Transition Account, is issued under the following
circumstances:

If the proceeds are less than $5,000

If the beneficiary resides in a foreign country

If the claim is for dismemberment

If the beneficiary resides in a state where the VVoya Financial Personal Transition Account is not
available

Claim Forms

Because some states require specific wording on claim forms, the appropriate claim forms must be
used. Please refer to the Voya Financial Employee Benefits website (see below) to select the correct
claim form(s).

The Administrative Forms Library is also helpful with locating forms such as the Amendment to
Original Application, Beneficiary Designation form, and more. Claim forms are also available in the
Claims Forms Library.
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Claims cont.

Requirements to File a Death Claim

1. Employer completes Form #171880 (Death Claim for Group Life Plans); claimant completes
Form # 131001 (Proof of Death — Claimant’s Statement). (see appendix for sample form)

Note: The date last worked and the status of the employee at the date of death are also needed to
verify eligibility for benefits on dependent claims. The dependent claim section should be
completed only in the case of death of a dependent.

2. Provide the beneficiary with the Supplemental Contract as included with the appropriate claim
form on the Voya Financial Employee Benefits website. The Supplemental Contract is required
unless the death benefit is less than $5,000 or the beneficiary resides in Alaska, 1llinois, Kansas,
Nevada, or North Carolina.

Each enrollment form or Beneficiary Designation form supersedes the previous enrollment form
or Beneficiary Designation form, so the named beneficiary is the person(s) that is listed on the
most recent form.

If there is no beneficiary designation, refer to the Beneficiary section of the Life Insurance
Certificate of Coverage.

3. Have the beneficiary complete, date and sign all applicable sections of the Death Claim form.
When completing the Beneficiary Statement section, if more are needed, print or copy additional
statements and attach to the form. Under the Tax Residency Information and Taxpayer
Certification (W-9) sections, if the beneficiary is not a U.S. citizen or organization, please contact
Voya Financial Life Claims for more information.

4. Obtain an original certified copy of the official Certificate of Death issued by the Bureau of Vital
Statistics.

5. Submit copies of all enroliment/change forms, signed letters, absolute assignments, and
beneficiary changes related to the insured’s coverage.

6. If newspaper clippings of the death are available, please send them with the required forms. A
clipping can often speed claim payment since it may adequately answer questions that would
otherwise require correspondence.

7. Ifatrust is named as the beneficiary, the Trust Verification form must be completed by the
trustee of the trust.

8. If the beneficiary is a minor, a certified copy of the Letters of Guardianship for the minor’s estate
may be required under some circumstances. Payment is made to the legal guardian. If this
situation arises, contact Voya Financial Life Claims. Please refer to the Life Certificate of
Coverage, Beneficiary section.

9. If the employee did not name a beneficiary, or if the named beneficiary predeceased the
employee, payment will be made in accordance with the terms of the group policy. If this
situation arises, contact VVoya Financial Life Claims.
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Death Claim cont.

10. Send required documents to:

@M Voya Financial Life Claims
PO Box 1548

Minneapolis, MN 55440

This includes:

Form #171880 (Death Claim for Group Life Plans);
Form # 131001 (Proof of Death — Claimant’s Statement).A copy of all Life and Accidental
Death and Dismemberment (AD&D) Insurance Enrollment/Change Forms
A copy of all Beneficiary Designation Forms
A copy of all Amendment to Original Application (formerly Nonsmoker Certification forms)
A copy of any Absolute Assignment
An original Certificate of Death
Any newspaper clippings regarding the death, if available
Trust Verification form completed by the trustee of the trust, if applicable
A certified copy of the Letters of Guardianship for the minor’s estate, if applicable

To view frequently asked questions regarding a death claim, see the Frequently Asked Questions for
Group Life Death Claims (Form #Death Form FAQ-EB) on VVoya’s website:
https://claimscenter.voya.com/static/claimscenter/form-library/
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Claims cont.

Requirements to File an Accelerated Benefit Claim

Note: The accelerated benefit may be payable if an insured has a terminal condition and a life

expectancy of no more than two years (24 months). Refer to your Life Insurance certificate for

complete details.

1. Verify eligibility: the insured must have at least $10,000 of term life coverage. The applicant
must request this benefit in writing.

2. Employers and employees use Form #121583 (Accelerated Benefit Claim); employees also use
Forms #121489 (Attending Physician’s Statement), 127182 (Authorization for Release of Health-
Related Information), and 44539 (Disclosure Statement)

3. Complete the Employer’s Statement section of the Accelerated Benefit Claim form. The
Employer Certification section must be signed by an authorized agency representative. (see
appendix for sample form)

4. Give the following to the insured:

Accelerated Benefit Claim form

Accelerated Benefit Disclosure Statement form

Authorization for Release of Health-Related Information form
Consumer Privacy Notice

Attending Physician’s Statement of Terminal Condition form
Two Voya Financial Life Claims return envelopes

Have the insured complete and sign the Insured’s Statement section of the Accelerated Benefit
Claim form, and the Tax Residency Information and Taxpayer Certification (W-9) sections, and
the Authorization for Release of Health-Related Information form. The insured can send these
forms directly to VVoya Financial Life Claims.

The Attending Physician’s Statement of Terminal Condition form must be completed and signed
by the insured’s attending physician. The insured will provide a return envelope to the attending
physician who will send the Attending Physician’s Statement of Terminal Condition form directly
to Voya Financial Life Claims.

5. Ifthere is an irrevocable beneficiary or assignee on the policy, or if the insured resides in a
community property state, the appropriate releases on the back of the claim form must also be
completed and signed.

6. Submit copies of all enrollment/change forms, signed letters, absolute assignments and
beneficiary changes related to the insured’s coverage with a photocopy of the Accelerated Benefit
Claim form. Send all required documents to:

@a" Voya Financial Life Claims
PO Box 1548

Minneapolis, MN 55440

This includes:

A copy of the Accelerated Benefit Claim form
A copy of all Life Insurance Enrollment/Change Forms

A copy of all signed letters regarding the insured’s life insurance coverage
- |
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Accelarated Benefit Claim cont.

A copy of all beneficiary changes
A copy of all Amendment to Original Application (formerly Nonsmoker Certification forms)

Requirements to File an Accidental Dismemberment Benefit Claim

Note: This dismemberment benefit may be payable to an insured who suffers a covered loss as the
result of an accidental injury. For a complete listing of the conditions that constitute dismemberment,
see the Life Insurance certificate.

1. Verify the insured has the AD&D benefit on his/her coverage and request any accident reports
that are available.

2. Employers use Form #171881 (Accidental Dismemberment Claim — Employer); employees use
Forms #171882 (Accidental Dismemberment Claim — Employee), 116150 (Attending
Physician’s Statement of Dismemberment), and 127182 (Authorization of Release of Health-
Related Information)Give the following to the insured:

Accidental Dismemberment Claim form

Authorization for Release of Health-Related Information form
Consumer Privacy Notice

Attending Physician’s Statement of Dismemberment form
Two Voya Financial Life Claims return envelopes

Have the insured complete and sign the Insured’s Statement section of the Accidental
Dismemberment Claim form and the Authorization for Release of Health-Related Information
form. The insured can send these two forms directly to VVoya Financial Life Claims.

3. The Attending Physician’s Statement of Dismemberment form must be completed and signed by
the insured’s attending physician. The insured will provide a return envelope to the attending
physician so the physician can send the form directly to Voya Financial Life Claims.

4. Submit copies of the accident reports or newspaper clippings that are available. However, do not
delay submitting the claim if this information is not available.

5. Submit copies of all enrollment/change forms, signed letters, and absolute assignments related to
the insured’s coverage. Send all required documents to:

A Voya Financial Life Claims
PO Box 1548

Minneapolis, MN 55440

This includes:

A copy of the Accidental Dismemberment Claim form

A copy of all Life Insurance Enrollment/Change Forms

A copy of all Request for Change of Beneficiary Forms

A copy of all Amendment to Original Application (formerly Nonsmoker Certification forms)
A copy of any Absolute Assignment related to the insured’s coverage

A copy of any signed letters relating to the insured’s life insurance coverage

A copy of any accident report or newspaper clippings that is available regarding the accident
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Accidental Dismemberment Benefit Claim cont.

Requirements to File a Waiver of Premium Claim

Note: The waiver of premium benefit allows the insured’s life insurance to be continued without
payment of premium while the insured is totally disabled. Refer to the Life Insurance Certificate of
Coverage for further information and specific requirements about the disability waiver of premium
benefit.

1.

Verify eligibility: This plan requires that the insured must be disabled prior to age 60 and the
disability must continue at least six months. Total disability for a period of at least six months is
required to qualify for this benefit.

Employers use Form #171892 (Waiver of Premium Disability Claim — Employer); employees
use Forms #171891 (Waiver of Premium Disability Claim — Employee), 171893 (Attending
Physician’s Statement of Disability), and 127182 (Authorization for Release of Health-Related
Information)Make a copy of the Waiver of Premium Disability Claim form and send to Voya
Financial Life Claims. Give the original form to the employee to complete (see step 3).

Give the following to the insured:
Waiver of Premium Disability Claim form
Authorization for Release of Health-Related Information form
Consumer Privacy Notice
Attending Physician’s Statement of Disability form
Two Voya Financial Life Claims return envelopes

Have the insured complete and sign the Insured’s Statement section of the Waiver of Premium
Disability Claim form and the Authorization for Release of Health-Related Information form and
send directly to Voya Financial Life Claims.

Waiver of Life Insurance Premium Claim Packets may be requested from the HCA Warehouse
on-line at: www.hca.wa.gov/perspay.

These forms are included in the Waiver of Life Insurance Premium Claim Packet.

The Attending Physician’s Statement of Disability form must be completed and signed by the
insured’s attending physician. The insured will provide a return envelope to the attending
physician so the physician can send the form directly to VVoya Financial Life Claims.
Submit copies of all enrollment/change forms, signed letters, absolute assignments, and
beneficiary changes related to the insured’s coverage. Send all required documents to:
AD Voya Financial Life Claims
PO Box 1548

Minneapolis, MN 55440

This includes:

A copy of the Waiver of Premium Disability Claim form

A copy of all Life Insurance Enrollment/Change Forms

A copy of all Request for Change of Beneficiary Forms

A copy of all Amendment to Original Application (formerly Nonsmoker Certification forms)
A copy of any Absolute Assignment

A copy of any signed letter relating to the insured’s life insurance coverage
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Waiver of Premium Claim cont.

6. Voya Financial Employee Benefits will notify you in writing of the approved effective date for
the waiver of premium claim.

State agencies — Key the premium waiver in the insurance system.
Higher education institutions — Key the premium waiver in your payroll system.
Employer groups -

(a) Who key in the insurance system — Key the premium waiver in the insurance system
and adjust the premiums in your payroll system.

(b) Who don’t key in the insurance system — Send a copy of the forms to HCA for keying
in the insurance system and adjust the premiums in your payroll system.

Termination of Coverage

Refer to the Life Insurance Certificate of Coverage for information about when the employee and
dependent coverage ends. If the insured’s Waiver of Life Insurance Premium Claim is approved, you
need to terminate the insured’s AD&D coverage, if any, on the Life Coverage screen effective the
last day of the month in which the insurance company approved the Waiver of Life Insurance
Premium Claim.

If the employee or his/her insured dependent dies within the 31/60 day period (that is available
to them for life conversion), the insurance company will pay, whether or not the insured or
insured dependent made application for an individual policy, the maximum amount of life
insurance for which an individual policy could be issued.

Frequently Asked Questions for Waiver of Premium Claims
1. Why should a Waiver of Premium claim be submitted?

The Waiver of Life Insurance Premium Disability Benefit provides that the life insurance will be
continued without payment of premium as long as the insured remains totally disabled as
provided by the policy, up to the benefit’s termination age, if any. This benefit provides valuable
life insurance protection to the insured while he or she is totally disabled.

2. When should a Waiver of Premium claim be submitted?

A claim should be submitted when you believe an insured may be totally disabled as provided by
the policy. The claim must be submitted within 12 months of the date of the insured’s disability.
You may not want to submit a claim if you know the insured will return to work within a short
period of time or already has returned to work. If the insured has any coverages that are
contributory and the insured is asking to file a claim, always allow them to do so.
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FAQs for Premium Life Waiver cont.

3.

RETIREMENT | INVESTMENTS | INSURANCE ' e

What is the definition of total disability?

The definition of total disability under the PEBB Plan can be found in the certificate of coverage.
Total disability — Complete inability, because of sickness or accidental injury, to work at any
occupation suited to your education, training, or experience.

Are there certain eligibility requirements that an insured must meet in order to be eligible
for Waiver of Premium?

The PEBB plan requires the disability must begin prior to age 60 and while the person is insured
for the benefit.

Why does Voya Financial Employee Benefits (Voya Financial EB) need enroliment
information submitted with a Waiver of Premium claim?

Enrollment information is always needed if the employee has any coverages that are
contributory. This usually includes any Supplemental Life coverage. Voya Financial EB needs to
determine if proof of good health was required at the time any contributory coverage was elected.

How do I know if I am including the correct enrollment information?

The initial and any subsequent enrollment forms for contributory coverage needs to be included
with the claim submission. The enrollment forms must include the amounts of coverage and
effective dates. This documentation may be paper enrollment forms or a screen print from a
Human Resource administrative system that shows when coverages were initially elected.
Beneficiary documentation is also required for our files.

If the insured is approved for Waiver of Premium what happens to any dependent coverage
or accidental death coverage the insured may have had?

The PEBB plan allows dependent premiums to be waived if the employee is approved for waiver.
Dependent Children’s coverage will terminate as defined by the plan.

How will I know when a Waiver of Premium claim is approved or denied?

Voya Financial EB will send you a copy of our final determination letter. If the claim is
approved, any adjustments to your premium statement should be made the next time you send
premium to us. Premiums must continue to be paid while the claim is pending.

If the insured’s claim is denied, can they appeal?

Yes, any appeal must be submitted to us in writing within 60 days of the date of our final
determination. The appeal should include the reason for the appeal and include supporting
documentation for the appeal. We will respond to the appeal within 60 days of receiving the
appeal.
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FAQs for Premium Life Waiver cont.

10. How long does the Waiver of Premium continue?

Employee Basic coverage reduces as defined by the plan. Employee Supplemental continues as
long as the employee meets the definition of disability and conforms to the requirements as
dictated by the plan.
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Glossary

Approved Individual has been underwritten by Medical Underwriting; coverage can become
effective, payroll deduction begun, and certificate may be distributed.

Assignee The person to whom rights or interest of a policy are transferred.

Assignment The legal transfer of all of one person’s interest in a policy to another.

Assignor The person who transfers the legal rights of his or her coverage.

Beneficiary The person to whom the proceeds of a life insurance policy are payable at the
death of the insured.

Blood Profile Individual’s blood drawn by a qualified technician and sent to a designated
laboratory to be analyzed for blood chemistries regarding diabetes, kidney and
liver, hyperlipidemia and HIV.

Certificate The certificate booklet that the insurance company prepares doe an individual
insured under a master group policy.

Change of The underwriting department indicates this on the final action notice (FAN) if

: there is a change or revision made to the original approval of an applicant’s

Action . . R n
coverage — i.e., amount of coverage applied for is adjusted or a file is re-opened
when requirements have been after the file was initially closed.

Claim A demand presented, usually by the beneficiary, for payment of benefits under an
insurance policy.

Claim Form A claim form is submitted to the Claim Department after coverage is effective
(not to be confused with the EOl Form) to collect benefits when a covered loss
occurs.

Closed-Out The underwriting process is stopped and coverage does not become effective,
Common reasons for a Medical Underwriting file to be closed out:

1. Underwriting requirements for an individual have not been received by
Medical Underwriting; coverage is not effective.

2. Request for coverage is withdrawn; the employee terminated; the plan canceled
— coverage is not effective.

3. Individual did not need to be underwritten; EOI was submitted in error —
coverage is already effective.

Conversion The exchange of a term life insurance contract for a whole life or endowment
contract in accordance with the terms of the policy provisions granting their right.

Declined Individual has been underwritten by Medical Underwriting and coverage not

approved; coverage is not effective.
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Glossary cont.

Effective Date The date the insured is actually covered under the insurance contract; the date
following the insured’s eligibility period, or the date of approval by Medical
Underwriting, unless indicated otherwise in the contract.

EKG This is a request for a resting electrocardiogram (not an exercise or stress test)

Evidence of This is the Evidence of Insurability Form submitted to Medical Underwriting to

Insurability provide proof of good health (not to be confused with a claim form or an

(EOI) enrollment form).

ERISA Employee retirement Income Security Act (1974) — Federal legislation
establishing a comprehensive set of laws pertaining to employee benefit plans.

Examination Individual must have a physical exam to obtain coverage. This “insurance
physical” is done by a designated paramedical company and is done at the
insurance company’s expense.

FAN Final Action Notice. Sent out by Voya Financial Employee Benefits Medical
Underwriting Department to indicate status of an application for coverage:
approved, declined, or closed.

Guaranteed Coverage issued without the applicant answering health related questions or

Issue undergoing a physical exam. Not available in all plans.

Medical This is a request for the individual’s medical records from his/her medical

Records provider. An advance notice is sent to the individual. However, the individual
does not need to do anything regarding this request for records. A designated
company will obtain these medical records for Medical Underwriting at the
insurance company’s expense.

Portability The employee’s option to continue after the employee leaves the employer.

Proceeds The amount of money payable under a policy at the death of an insured.

Questionnaire This is a request from Voya Financial Employee Benefits Medical Underwriting
Department for additional information to be answered by the individual applicant.
A questionnaire is not a request for medical records and should not be completed
by the individual applicant’s physician.

Rider A special policy provision which may be added to a policy to expand or limit the
benefits otherwise payable.

SPD Summary Plan Description — A small booklet with brief information about the
plan and its administration. The group’s employees received the SPD with other
plan materials.

~
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Glossary cont.

Specimen This is a request for a urine specimen, which must be sent to a designated
laboratory for analysis. A special specimen kit must be used for this urinalysis,
and the analysis is done at the insurance company’s expense.

Term Insurance | Life Insurance under which the benefit is payable only if the insured dies during a
specified period of time or term, nothing being payable if insured survives to the
end of the term.

Waiting Period | The period of time that controls the date that waiver of premium benefits begin
after the insured is disabled.
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Appendix

RETIREMENT |

The appendix contains examples of completed forms. The forms are intended to be for

reference purposes only.

Life Insurance Enroliment/Change Form

RESET FORM

Life and Accidental Death & Dismemberment (AD&D) Insurance
Enrollment/Change Form
SECTION 1: AGENCY/POLICY HOLDER INFORMATIOMN Personnel, paproll, or benefts ofice compieles this section

Employing agenoy

in'ualmn State Haalth
Cars Authorfy23731

Agendy ¥ oode

Emiployss“c hire dabe Employess's grocs annual catary

T Eull-Hme smiployss
_ Part-tims amployss

Effaative cate of coverage or change In ooverage

SECTION 2: EMPLOYEE INFORMATION Employee complates this section.

Soclal Beourity ramber Mame (kast, Srst. middie Inftial)

Dake of birth immiddte Empioyee .0 number

Bireet address (indude oty, state, ZIF Code)

Zl Femaie
_l Male

Maling address (include cEy, shate ZIP Code—# difarent Smm abowe

Winrk phone number Hiome phors number

Have you used tobacco products of any Kind, otier than Sor cer=manial or relglous reasons, In the last 2 months? 3 ves Do
Has your spouseinegistered domesHe pariner used tobacco products of any kind, other fhan
for ceremonial or religlous reasons, In the last 2 monSs? dves o

Oves Tmo

Are you a retiree retuming o work?

nsurance while you're employed? (Costls §7.75 per month.)

¥ yes, and you wers enroiled in FEEE retiree fe=rm He insurance, do you want o keep netines ferm (He

dves O Mo

Tyee of reguest [check alf thaf appiy):
| Mew hire (neaty =igible)

Reguest io cover spouseiregisiered domestc partner”
Request bo cover chidiren)
Refun from leave of absence

Transfer of coverage from spouseinegistered
domestic parfmer PEBE He Insurance coverage”

oiher PESS %= insurance

nsurance plan or Be Rsurance.

Lat= entrant (person requesting coverage afer inftial ellgbilEy)
Reguest o remove spouseiregistered domestic pariner from coverage
Request o remove chidiren) from coverage

Reguest o change coverage amounts afier initial eligiblity

FRequest o canced al Be and ADSD IRsurance coverage
(except Basic LHe Insurance and Basic ADAD insurance for employee)

“withi 50 day's of mariage or regisisred domesHc parmership, or Within 31 cays of spowse Siegisened domestc pariner's boss of

The berm “regisiered domestic pariner” Is defined as: a) effeciive January 1, 2010, a state-registered domestc pariner, orb) a domestic pariner who was
gualified under PEEE =ligibiity criteria as a domesfic parner before Jaruary 1, 2040, and was continucusty emrolied under the empicyes in a FEBE health

SECTION 3: EMPLOYEE LIFE INSURANCE Empioyes completes this section. See Premium Rates’ an the PEEE webshe af
htpofwww_hca. wa.gowpebivpagesaies_Me.aspy fo defermine your estimated monthly costs.

| am requecting the coverage below [snter or oheok your calsations):

without evidence of insurabiRy.
= If you are age 60 or ower, you Can elect up fo §100,000
without evidence of insurabiky.
Al ail gther times or to reguest higher coverage amounts, you o.
st complets a Life insurance Evidence of iesurablity fom, o
b approved by Rela3tar LHe.,

Ll

Basic Life and Basic Accidental Death & = $25.000 Bagc LHe Insurance

Dismemberment (AD&D) Insurance 5,000 Basic ADAD imsurance

for Empioyes

Faid by your =mployer, except H you ars on Leave Withaut Pay.

Supplemental Life Insurance A Total amount desined

for Employae L S—
Youw miay apply for $10,000 b $750,000 of Employes Thils I=s B iotal amount of coverage wou want.

Bupplemental LB insurance {in §10,000 inorements]. B. Current amount H

Wi you are newly &igibls for Employee Supplemental L 1t you g met curTenty have coversgs, snber 50,

imsurance:

»  Ifyou are less than age 50, you can elect up b 5250,000 B e bl —n—) e ——

Newly elighie empioyees can eiect up to §250,000 (f under age 50) wihout
evidence of insurabiity, or §100,000 (¥ age 60 or over]. If you are not a rewly
eligibie empioyee, enter §0

Amount requinng evidence of Insurabity

= = .
i) - (B - 1S = (D)

Cancei this coverage

Underari®en by RelaSt@ar LM insurance Company

contnued
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SECTION 4: SPOUSE/REGISTERED DOMESTIC PARTNER/DEFPENDENT LIFE INSURANCE
Employee completes this section (only needed i you are enmiling yowr dependent(s) in basic andior supplemental e inswance].

Spouse name (ast, Arst, midde Inkiai) Spouse date of bt (mmidd'yyyy] | Spouse Soclal Securty number | Date of mamiageregisiation of
parfmsshin

| am regquecting the ooverage below [snisr or check your calsotionc):

Basic Life Insurance =l Apply for coverage for my spouseiteglstered domesSc pariner—§2 500 IBe
fior S‘Pﬂmﬁm Domasnic Farener Insunnce
and Children | Hesp coverags for My spouseiregistered domestic partner--52,500 M= nsurance
ou must have Emplayes Suppismental Life Insurance and Bask [ —) =L T A e RE
Life Imsurance for your spouse/megistered domesbs parmer o b i e
apoity for Supplementsl Lie Insurance for your spoussiregistered | —  Keep coverage for sy chlidren—$2.500 1% Insurance per chikd
domeztic parner. - Cancel spouseinegitersd domestic parmers coverage
=l Cancel chidren's coverage
Supplemental Life Insurance Wiou must have Employss Supplsmantal Lifs Ingsuranss and 3posce/Reglcbered
for SpoUse/RegIsTered Domesc Parmer e i X L to apply far 2p gictered Domect

 you have Empioyes Supplemental Life Insurance and Basic Lt | FANer Suppismantal Life incurance.

Insurance for your spouse’negistered domestc partner, you may

2cmly for Supplemental Life Insurance for your ligbie G i

spouseiregistered domesSc partner. Youw may apply for up to 50% Thils I= e fotal amount of coverage you want. This coverage cannot excesd S0%
of the amount of your Empioyes Suppiemental LEe Insurance, in of the Empioyes Suppiemental LEe Insurance amount

F5,000 Increments. B. Curmersamount H

'Wihen you OF your spouseiregisiered domestc partner Is pewly If you do mot curnently hawe coverage, enber 50,

eligkie for Suppiemenital Lfe insarance, you can electup o

F50,000 withowt evidence of Insurablity. C.  Guaranteed Esue amount i

Al ail other times or bo Freguest higher coverage amounts, you Hewly elighie erployees or newly =igible spousssireglisiered domestic pariners
st complete 3 L insurgnce Evidence of insuradliny fam for can elect up fo 50,000 [not to exoeed S0% of the Employes Supplemental LEs
your spouseiregisiersd domestc partner, bo be approved by Insurance amount) without avidence of InsurabilBy. I you are not & newly eigihle
Felastar LHe. empioyes or spousel regisiered domestic partner, enter §0.

D. Amount reguiring svidence of insurabilEy
iA1= (Bl - [Sh= (D]

= cancel mis coverage
SECTION 5: SUPPLEMENTAL ADED INSURAMNCE Empioyes completes this section.
I am reguasiing the coverage batow (sheok your celeotions):

Supplemental Accidental Death & Dismemberment = Empioyss Suppiamesss) ADED InSuranos n Se amount of

{AD&D) Insurance for Empigyes H fin $25,000 Incramends, wp s 8250,000)

You may apply for §25.000 to §250,000 of Empioyes Suppiemental ADBD
Insarance in iE D00 Increments].

Supplemental Accidental Death & Dismemberment

[ADED) Insurance fior Dependents

Yo miust have Employes Supplemental ADAD insurance b apoly for

dent

Cancel this coverage

Include this coverage for my dependents.
Do mot Include coverage for my dependents.
Cancel this coverage.

[+] ADAD Insurance.

SECTION 6: BENEFICIARIES Empioyes completes this section. Affach a st of other beneflclares If needed [signed and dafed).

Mame nf heneficiary st frss midde inftial) Reiatinnshin io emnioyes | Duste of bins (meuddhonnh
B primary

Addrece (Include city, stafe TS Coded Berad® Social Securtty mumber Fhone numbar

MName of beneficiary iiast, Ars2, midde Inftiai) O Primary Relationship to employe= | Date of birs (mmvddiyyey)
aecondary

Address (iInclude city, stade T Coded Bernef® % Sacial Securtty mumber Fhone number

SECTION T: SIGMATURE Empioyes completss Mis Section.

By signing this form | declans St the information | havwe provided Is nue, complede, and cormect | undsrctand that knowlingly providing falss, Inoomplete,
ormicisading Information to an Incuranoe company for the parpoce of defrasding the company I 2 erime, and oan recult In Impriconment, fines.,
and denlal of PEBE bansfis. In addSon, | understand that | and my dependents must folow =iigbiity and procedural critera established by Sie Polcyhiolder.
| authorize my empioyer to deduct premiums for suppiemental coverage from my paycheck. | undersiand that coverage begins on e effective dade assigned
by RelaStar L, provided | am actvely ot work. | also undersiand St Relix3tar Life may require evidence of iInsurabdEy for coverages to be effechve. This
form replaces. ail previous forms and submissions | have made for PEBE Me Insurance. The Information collected about you ks confdental. We will not refease
amy Information about you without your authorization, except to conduct owr busimess or as required or permithed by law_

Employss’s B 25T
Rarurn this form 1 your personnal. payroll, or benefits ofMce.

Underarien by RelaStar LM insurance Company 81959 WA 117
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Life Insurance Evidence of Insurability Form

ReliaStar Life Insurance Company, Minneapolis, MN
A member of the Voya family of companies

PO Box 20, Mail Stop 4-5, Minneapolis, MM 55440
Phone: 6123427262 Fax: 612.342.3313

RESET FORM |

VOYA

_ __|

EVIDENCE OF INSURABILITY (WA)

FINAKCLAL™

Group Number 123731 Account Number

Employer Mams

Uise this form o apply for insuvance coverage in adaidion fo coverage you may already have throogh this plan.
A AGENCY ! POLICYHOLDER INFORMATION (Personnel, payroll, or benefits office complefes this section.)

Agency § Subagency Code Ernﬂee HeeDate

B. EMPLOYEE INFORMATION

Employes Name (First, M), Last)| | cenger: | Mae | | Femae
Sm f I=irsh r\-h- 1
| Employee Name (First, ML, Last) .
Agdress Ty State Fa
Home Phone [ Call Phane [
Primary Heal® Pracitioner Practitioner Phone [
Praciitioner Address City Skate P

C. INSURANCE DETAILS (Complete this fable based only on the coverage youw have through this plan.)

Ase you completing this form due io a Family Status Change (Mamage, Divorce, Birth, Adopoan, eic )7 s Mo
(] 1] 1€ 4] - (8] - {C} = Amount
Caoverage Type Todal Amount Desired Current Amount Guaranised lasus Amount | To Be Underwtitien
(Agency fo Compists)
Empicyes Suppiemental Life § § §
mlse_l' Regiered o 5 P P
Comestic Farner Sasic L
Spouse | Regsierss Domestic s 5 5 s
Fariner Supplemental Lie
Afver signing you may salecT eMan or Print. > I IS
Agency confirmation compieled by (Agency / Polcyhalder Conacd) Today's Date
D. SPOUSE / REGISTERED DOMESTIC PARTHER INFORMATION
Spouse | Regisiered Domesic Partner Mame [Fiest, M, Last) GEender: Male: Female
55N Birth Dale
Hame Phone Cell Phane
Same Prmary Healih Practifoner as Employee (See informaton above.)
Primary Heal™ Pracitioner Practitioner Phone [
Praciitioner Address City Shate P
DoooDopooo

RL-E0-2011-WHCA-03-2044 Page 10f 2 - Incompiete wiEnout all papes. Crder 2965120 WA D9/04/2018
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Empioyee Name

S5 fLast 4 digits oniy)

B peousEe |
Domestic
Partnar
Employes (EE} | (3P DP}
Yaz HNo Yes No

@

E. EMPLOYEE AND SPOUSE !/ REGISTERED DOMESTIC PARTNER HEALTH QUESTIONS [(Must be
answered for coverage that is not Guaranteed [ssue )

. Hawe you ever been ireated for or been diagnosed by a member of the medical profiession or health pracitioner as
. Have you ever iiad, of been treaied for, any of the following: insulin dependent diabeles, heart atiack, coronary bypass/

. Employes: Height n in. Weight k=, Spouse/DP: Height L in. Weignt s,
. In the past 10 years hawe you consulted with, been diagnased or reated by a health pracitioner, or @ken medication

. Are you pregnant? Due Date Pre-pregnancy weight bs
. Do you currendy have any diserder, condition, disease, andior are you curenty iaking medication presoribed or

. Hawe you ever received medical treatment or counseing for the use of aicohol or prescibed or non-prescribed drags,

. In e past 2 years have you expenenced any sympiomys) for which you have not yel consulled a health practitioner,

having a posiive HIV test or AIDS (Acquired Immuncdesciency Syndromes) 7T

angioplasty, heart valve repainmeplacement, stroke, metasiatic cancer, emphysema of been an organ fansplant recipient?

for any of e following:

3. Disease of disorder of the hear, biood vessels (eaciuding contrelizd high Bood pressure), lung (exciuding ashima),
Ifwer (exciuding hepatis A), pancreas, or intestine?

b. Mon-nsulin dependent diabsies, impaired glucose leance, or pre-dabetes T

€. Cancerortumor, meumalnid arthiits, connecive tisue, neuroiogical {excluding headaches), auisimmune of biood disceder?

d. Depression, psychosis, suicide attempt, dnig or alcohol abuse or addiction?

e. Polycystic kidney disease or kidney failure?

Hawe you ever been diagnosed, ireated or given medical advice by @ physician or oher health practitioner for

a. Chestpain, heart rouble or circulatory disarder?

b. Anemia or leukemia?

. Sleep apnea, asthma or other respiraiorny discrder?

d. Colitis, Crohers disease, ukcerative colitis or any other imestinal disorder or disease?

. Stomach disorder?

. Brain or seizure dsorder?

g. Memtal or nervous disordar?

h. Arthitis, paralysis of any musce weaknessT

i Abmormal urine specimen of urAnary Fact disorder?

j  Prostate or ofer reproductive ongan disomder?

provided by @ physician or other health practiioner for any disorder, condition, disease not shown above?
of been advised by a health practitioner 1o discontinue the use of such subsiances?

ar are any medical, surgical or diagnostic procedures recommended of comemplaied?

Farevery "Yes” answey, [0 any queston in the previous section, give detils Delow. Pleace attach 3 separate cheer if adoftional space is needed.

=
E® I E :
s =B Date i‘g Heafih Fractitioner Mams, Ful
SE B candition Description of i Addreas [Straat, City, Stats,
* Description of Condition Bagan Treafment Recaived ZIF). Phons
EE Yes
SPIDP N2
EE s
sPIDR No
EE Yes
spIDe Mo
EE Yes
SPIDR Mo
0000000000
RL-E2-2011-WHCA-05-20 14 FPage 2 of 3 - Incompiets wikhout all pages. Crder 2165150 WA 02/01/2014
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Employes Name 55N (Last 4 digits only)

F. AUTHORIZATION AND ACKNOWLEDGMENT (Flease resd and sign below)

For undenariting and claim purposes, | give my permission 1o any physician of ather medical practitioner, hospital, clinic, swance of reinsuring company,
MIE, Inc. (MIB), any consumer reporing agency, or any other ceganization fo give ReliaStar Lise Insurance Company (RediaStar Lie) or its authorzed
representative (induding any consumer reporting agency) acting on its behalf ALL INFORMATION on my behalf (except as limiled beiow). This incudes ut
may not be imited 10: (3] findings on medical care, psychiainc of psychological care of examination, or surgery, 35 they apply 1o me; and (b) any non-medical
insommartion as it applies to me. | give my permission 1o Relfastar Li 1o abtain consumer or investigatve consumer repors about me.

| give miy permission 1o ReliaStar Life and other inswrance companies affilialed with ReliaStar Lz to ob@in amy and all medical record information for
e purposes described in this form. | know that my medical reconds, induding any aleohol of drug abuse information, may be protected by Fedesml
Reguiaions—4£2 CFR Part 2. | may revoke fis permission as it apples 1o any information protected by 42 CFR Pan 2 at any time, But not to the extent
acion has been taken in reliance on it. | specifically consent to Te re-disclosure of medical record information as set sarth in this form. In connection Wit
any application for ife insurance, or other iswrance Fansacion Mat | may have with ReliaSar Life or any of its affiiated companies, | understand that | may
request that this indarmation not be communicated 1o companies afilialed with ReliaSiar L.

| authorize Reliastar Lifs, or its reinsurers, 1o disciose personal health insarmiation about me 1o MIB, Inc. in fe form of 3 beief coded report for particpation
in MIE's fraud prevention and detection programs.

| understand that my further weitlen consent will be required before any information described above is given, sold, ransferned, o, in any way, relayed to
anather party nat before specified. My further consent must be provided an a somm ihat sEles the new wse of the infommiation or wity anather party needs it
1 lnow that | hawe a right bo receive a copy of this form. | cerify that | have, will prnt, or wil othensise have access o @ copy of all pages of this Evidence
Foem to keep for my recosds. A photocopy of this farm will be as valid as the onginal. This form will be valid for 24 months from the labest daie shown below.

| acknowiedge that | have been given Relastar Le's: Consumer Privacy Molice and Insurance irsonmaton Practices Modice.

IMPORTANT! Plaass carefully read the next section. Then sign and date below.

| deciare that gl of the statements and answers, as they pertain to me on all pages of this Evidence Form, are compisle and S bo fhe best of my knowledge
and beelief.

I realize that any misrepresentation or omisaion regarding the presencs of any pre-existing impaiments anddor dissases may result in the
raquested coverage of bensfits provided by such coverage being confested. | understand that any claim incurred prior to the approval of this
Evidences Form by Reliastar Life Insurance Company's Home Office will not be valid.

1 understand and agres that it is a crime to knowingly provide falss, incomplsts, or mizleading information to an insurance company for the
purpose of defrauding e company. Penalties includs imprisonment, fines, and denial of insurance benefits.

H Empiloyee Signature Date

H Spouse | Regisiersd Domestic Pariner Signature Date

Submit your EOI form directly to the insurer for fast and confidential handling via one of
the methods below:

Fax to: 1-612-342-3913
Or

Mail to: ReliaStar Life Insurance Company, PO Box 20, Mail Stop 4-5, Minneapolis, MN 55440

e enen]
RL-E0-2011-WHCA-0S-2014 Page 3 073 - Incompiets wilout all pages. Crder 2165120 WA /012012

FINANCIAL™

RETIREMENT | INVESTMENTS | INSURANCE VoyA
51

(v. 08/16/2016)



Final Action Notice (FAN) Sample

VOYA
A EMPLOYEE BEMEFITS

Medical Underariting
Final Action Motice

Reference Number: -

Current Date: 09/01/2014

Plan Name:
Plan Number: 123731-1

We have received for processing the Evidence Form and taken action as indicated below. Thank youn for applying for
insurance coverage with our company. We appreciate the opportunity to participate in meeting your insurance needs.

FINAL ACTION:
John Doe - E
Part D*
Underwrite 5300000 Approve 09/012014
Jame Doe - 5
Part B Supplemental®
Underwmte $172,000 Approve 090172014

ATl LIFE INSURANCE COVERAGETS SURTECT TD YOUR EMPLOYER'S BENEFIT PLAN LIMITS. The amount of coverage we
mary approve and the amount of coverage your employer determines yow are elizible for may not be the same. If your 1ife insurance coverage is
lirmited by your employer's benefit plan, the death bepefit umder your policy (incloding sy refimd of premivmss) will be adjusted at the time of
claim payment. Please contact your emplover for specific details regarding your employer's bensfit plan limits.

PLEASE NOTE THAT AFFROVED LIFE INSURANCE COVERAGE MAY NOT BE EFFECTIVE IMMEDIATELY. The effactive
date of your coverage is determined by your employer’'s benefit plan and the group contract. The Company will have no Liability for sy claim oo
accoumt of death eoouming prior to the effective date of coveraze. Please contact your employer for specific details regarding your coverage
effactive date.

An appeal regarding this underwriting defermination must be in writing and be made within #0 days of the date you receive this
oEmunication. Inorder fo give your appeal proper considemation, it shoudd melode: your name, your reference pamber, the specific reasans for
your appeal and any additional medical evidence or documentation to support your appeal. Our written responss will be sent to you within 21
days after receipt of your written appeal.

Crmestions regarding the underwriting process can be submétted to us in witting at P. O. Bow 20, Route 7812, Minneapoliz, MI 35440-0078 ar
call us at the munber Lsted below. When writing or calling, be sure to give us the Feference Mumber mdicated in the upper ight section of this
Dotice.

Bdministrative Office, Mail Stop 4-5

FAX G12-342-3913 ReliaStar Life Insurance Company® and

20 Washington Avenue South
Minneapolis, MN 33401

Phone: 800-337-5024 Option 4

Faga lefd

RefiaStar Life Insurance Company of New Yark™
are members of the Voya™ family of companies.
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Life Insurance Waiver Letter Sample

\

INJYV
;’ NANCIAL

ReliaStar Life Insurance Company

Home Office: Minneapolis, MN

Administration Office: Minneapolis, MN

A member of the Voya™ family of companies

March 3, 2015

Re:

Insurer- ReliaStar Life Insurance Company
Waiver of Life Insurance Premium Disability Benefit

Dear M:

This claim for the Waiver of Life Insurance Premium Disability Benefit has been approved for
$25,000.00 Basic Life Insurance and $,000.00 Supplemental Life coverage effective >. Any Life
Insurance premium adjustments or refunds should be made at the next billing.

Under the terms of this group policy, the Insured’s Basic Life In f $25,000.00 will
reduce to $3,500.00 at age 65. It will further reduc . emaining amount will
uction. The

policy provisions, during this period of
reciate being notified as soon as possible if the insured

This coverage will r
continuous and total
returns to work.

Waiver of Life Insurance Premium Disability Benefit also applies to dependent coverage in effect at the
time of disability. We show Basic child and Spouse Coverage of $2,500.00 each and Supplemental
Spouse Coverage of $25,000.00. The dependent coverage will continue according to the age limits for
children and spouse coverage continues during the life of the insured person.

We are glad to be of service at this time. Please let us know if there are questions regarding this claim.
A copy of this letter and the VVoya Privacy Promise is being sent to the Insured.

RETIREMENT | INVESTMENTS INSURANCE
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Amendment to Original Application (non-tobacco) Form

Amendment to Original Application

Please retumn this completed form to your personnel, payrell, insurance, or benefits office. The change in rate will
be effective the first of the month following the signature date.

Name
Washington State Health Care Authority
Group Number Account Mumber
123731 00 Account 10 Higher-Education Employees 0 Account 30 K-12 Employees
[0 Account 20 State Employees O Accout 40 Political Subdivision Employees

Applicant Mame - Please Print (Last, First, M.}

Birth Date Social Security Number

For purposes of applying for the NON-TOBACCO USER RATE, | hereby amend my application for insurance to include my
and/or my spouseiregistered domestic partner's answer to the following questions, agreeing that this amendment is to be
made a part of my application and considered as a basis of the contract for insurance.

Tobacco products

Any product made with or derived from fobacco that is intended for human consumption including any component, part, or
accessory of a tobacco product. This includes, but is not limited to cigars, cigarettes, chewing tobacco, snuff, and other
tobacco products. It does not included U.S. Food and Drug Administration (FDA) approved quit aids or e-cigarsttes until
their tobacco related status is determined by the FDA.

Taobacco use
Tobacco use is defined as any use of tobacco products within the past two months. It does not include the religious or
ceremonial use of tobacco.

1. Have you used tobacco products in the last 2 months? O ves O Mo
2. Iz your spouselregistered domestic partner coverad by spouselregistered domestic
partner Supplemental Life Insurance? O ‘Yes O No
3. If yes, has your spouse/registered domestic partner used tobacco products in the last 2 months?
O Yes O Mo

The Tobacco User premium rate applies:
= To the employee if s/he has used fobaceo products in the last 2 months; or

+ Tothe employee and the spousefregistered domestic partner covered under the spouselregistered domestic
partner Supplemental Life Insurance if either person has used tobacco products in the last 2 months.

Dated on this day of in the year,

Signature of Employee

Signature of Owner (if other than Employee)

Insurance is underwritten by ReiiaStar Life Insurance Company,
a member of the Voya™ family of companies

RETIREMENT | INVESTMENTS | INSURANCE VoyA
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Beneficiary Designation Change Request

RESET FORM |

BENEFICIARY DESIGNATION REQUEST

Reliastar Life Insurance Company, Minneapaolis, MM

A member of the Voya family of companies VO A
= 'Cu:fnlgarrg,r‘]

0 Box 20, Minneapolis, MM 55440 FINANCIL™

INSURED INFORMATION
Isured Name Birth Date 55N Phone
EmployerPan Adminstrator Name Paboy Numberis]

BENEFICIARY INFORMATION [Soe poge 2 for form complation Instructions.)

I request that the beneficiares undes this poliop'ceriicate be changed as indicated below. Unless otherwize provided in this est, If two or more IE:'rnar!,I
benefidaries are named, the proceeds shall be paid in equal shares to the named pimary beneficiaies If suviving the i . IF no primary beneficianes
survive, the proceads shall be pald In equal shares to the named contingznt beneficianes, i any. Hno bensfidary sunives, paymen shall be made acconding
fo the lesms of the polioy. The right of the owner to change the benefidary bereafier s resered.

Primary Benefickary: The person designated to recae insurance proceeds when they become dua.

Comtingent Bemneficlary: (Ako refemad 1o as 3 secondary benefidary) An alternate benefidary designated 1o receiva insurance proceeds if thare Is no
elgible primary beneficiany.

Spousal Comsent: BeliaStar Lie Insurance Compamy does nof require spousal consent for a benefdary designation and will nof rafusa a baneficiay
designallon based on lack of spousal consent. However, IF the Insured resides in 3 community property siale and changes the benefidary from the spouse
fo anather parson o entlty, It Is suggested that spousal consent be obtzined 1o protedt the claim proceeds of the named benefidary.

For each Beneficiary give Ful Name, Address (street, oty Sate and Ap moe), Mrone, Brif Date, Soce | Security Number and Refationship to insured,

Full Mame {First, MI, Last) Barth Date SSNITIN Relationship % | Banefictary Type
Address & Phome Number
m
| Contimgent
Benaficiary Designation change ks requested for
|1l Lifie anddor ADED nswance || Basikc Life and/or ADED bsurance’ || Supplemental Life andor ADAD Insurance’
Full Mame {First, MI, Last) Buth Date SENTIN Ralationship % | Banefictary Type
Address & Phome Number
]
| Contimgent
Benaficiary Designation change ks requested for ;
[ | Al Lifie anddor ADED Inawance | Baskc Life andior ADED ksurance' || Supplemesntal Life andfor ADED Insurance'
Full Mame {First, I, Last) Burth Date SENTIN Relaticmship % | Banefictary Type
Address & Phone Number
| Prmary
_| Contimgent

Benaficlary Designation change s requested for

|| Ml Life anddor ADED lnawance [ | Hasic Life andior ADED ksurance’ || Supplemental Life andfor ADED Insurance!’

Walp: Coverage sy ealhe offorod Beouglepour EnploperPae Adninstalor

AUTHORIZATION AND ACKNOWLEDGMENT

This designation & reve@ble a5 to each beneficiary excepl when otherwtse sabed, and benefidanies of bke dass shall share equally with night of sunswoship, Please
refier fo the Suggestad Benedidary Designations on page 2 of this form. Any designation of an indiidual shall mean an indsadual Iving at the: Insured's death.

H Owneslnsured Signalure Date

Ownerfinsured Address Chy Siate w

e Imevocable Bensicarybes) Signaturels) i any) Date

\mmp Spousal Coment Signature fopdonal Date

TaE4w Fage 1of 2 - incomplete withowt all pagas. ondar FIa834 0UTUZ0E
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Group Life Portability Application

RESETFORM |

Group Life Portability Application ReliaStar Life Insurance Company
Home Office: Minneapolis, Minnesota

Employer / Admini sirator:
Read the certficate o delemmine eligiviity for poriabifty. Complete and sign e EmployenAdministator secion of this form.  Send Tis form o the
empicyes o complete, akong with copes of inifal and all subsequent errcliment'application form(s), beneficiary designations, and assignments.

Employee:

Compiie the Empioyes secion and retumn e form %0 the address shown at the end of the form. Be sure 1o include copies of ensoliment’application
famm(s), beneficiary desgnations and assignments. Coverage can not be ported without this information. The insurer must receive this completed
form within 31 days (B0 days if you are retiring) of the coverage termination date. If you do not wiant % apply Sor portabifty and only want 1o receie
information about conversion, piease refer 1o the saction TO RECEIVE CONVERSION INFORMATION DNLY [near top of page twa).

THIS SECTION TO BE COMPLETED BY EMPLOYER/ADMINISTRATOR

Empioyer or Group Gnoup Policy number(s) | Acoound number Date of hire Annual Salary at
name 123711 Account 10 State Higher Education Terminarion
State of Washington Account 201 State Employeas

Account 30 K-12 Employees
_ Account 40 Political Subdivision Employess

Emgioyes name Siacial Security Murnber Digie of birth Dae bstworked Coverage iemmination dae
Coverapge Effective Date
Coverage Type iy Coverage Amount at Termination
Employee Basic Life Insurance 25,000

Employee Supplemental Life nsurnce
Dependent SpouseDomestic Parner Basic Life Insurance

Dependent SpousaDomestic Parner Supplemental Life Inswance §
Dependent Childiren) Basic Life Insumnce §

| cerify that the abowe information is tree and comect according 1o e eM@loYers records.
Please mote: Sipnature, name. title, agency. and telephone number must be included on the ication of it will not be esspd

Thiis form will be [] handed [] mailed o employes on _ _(date)
Auhorized Signature of Payroll o Benefits Office Saf Agency phone number
Print Mame and Titie Agency number

THIS SECTION TO BE COMPLETED BY EMPLOYEE

Employee biling address (sieet oy sate o) Phang Number
Insured dependent spousefiashington State-regisiersd domestic parner nams Dabe of barth
Insured dependent child[ren) namefs) Dabe{s) of birh
Employes continue on page 2
GATPORTOS-STF Taot2 Ty
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Empéoyea nama = o e

Tao be efigible for portabiity, wou must be able to answer "no”™ to all of the health guestions below. To port dependent spouse or Washington
State-registerad domestic pariner coverage, your spouse of Washington State-registerad domestic pariner must also be able to answer “no” o
all of the health questions below. You must port Employes coverage in onder to port coverage on your SpouseWashington Stateregistared
domestic partner and your chikdren. For any Life Insurance not eligitle for portability, or if portabifty is not approved by ReliaStr Lie Insurance
Company, conversion 1o an individual §fe insurance policy may be an option.  Please read Te Conversion Rights in your group cerificate io detemine
eligibility for comversion. ReliaStar Life Insurance Company will send you a descipdon of the conversion plan, premium rales, and an applicaton fam.

T0 RECEIVE CONVERSION INFORMATION ONLY

IF you do nod want fo apoly for portability and enly want o receive information about comversion, you can request [ Me Portabiity
Conversien insommation from your personnel, payrol or benefits staf or piease check the box at the night o receive

COMversien insommation from Mie insurance company. You may then skip the next two sactions of this fomm. Please

sign and date e form and return it as direcied below.

PORTABILITY ELECTIONS

Read your group certificate carefully to determine which cowerage|s) are eligisie for portability. You may only elect to port coverage that is terminating
on your coverage lermination date. You will not be able o eledt or increase ported coverage in the sulure. Please reder o the attached sheet for
partability prefmium rale information.

"1 100% of leminated amount

Employes Basic and Supplemental Life | «  Winimum 55,000 [7] 75% of terminated amoun
Insurance = Wil not exceed Me lesser of §750,000 or 5 imes Basic Yearty | [] 50% of terminated amaount
Eamings [] 25% of terminated amount
Dependent SpouseMWashington State | = Same percent elected for Emplayes L [1 Etet to Port
registered domestic partnes « Wil not exceed Emplayes Life amount pored [ waitve:
Basic & Supplemental Life Insurance
= Same percent elected for Employes L
Dependent Childiren) Wil nod exceed e lesser of Employes L amount porieg or | [ Elect®a Port
Basic Life Insurance 52,500 O waive
IF you eiect 1o port less than 100% of all Life coverage(s) and you also want conversion information, you can [ Sens comversien informatian

request conversion infarmation from your personned, payroll of benedts sEF of please check the box at he
right io recefve conversion informiation from the insurance company.

ANSWER THESE QUESTIONS FOR PORTABILITY Employes SpouseWashington
A you lerminating active empicyment due 1o a disability that has, of i expectsd b resull in your inability State-registared
i perform e regular dufies of your occupation? [ ves [ Ho domestic partner

In the past 2 years, have you been diagnosed or reated (including taking prescribed medications) by a
medical professional for any of e fllowing:  camiovascular or liver disorder, kidney of neuniogical
disease, drug or aicohal abuse, Emphysema, CanGer, sToaE of diabetes? O ves O Mo Cves Cko
Hawe you ewer been diagnosed or weated [(including ftaking prescibed medications) by a medical
professional for Acquired Immune Deficiency Syndrome (AIDS), AIDS Relaied Complex (ARC) or disorders
f the immune system, of ever 1esled positive sor antibodies i the Human Immunodeficency Vins (Hvjz | [ Yes [ o [J¥es [JNe

READ THIS INFORMATION AND THEN SIGN ARD DATE BELOW

= Tome best of my knowledge and belief, the information | have provided on fis form is comecd

= lunderstand that porabiity i subjedt io the approval of ReliaStar Life Insurance Company.

=  Ihave recefved RefiaStar Life Insurance Company's Consumer Privacy Motice and Insurance Information Practices Matice.

Any person whao, knowingly with intent to defrawd any insurance company or other person files an application for insurance containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent

insurance act, which is a crime, and 5 such 1o criminal and civil ties. and denial of insurance benefits.
Signature of incwred empioyes Date
Signature of insured spouseWashinglon Stale-registered domesic partner Date

Mail this form and all other documentation Reliastar Life Insurance Company

within 31 days (60 days if you are retiring) Foule IN-New Susiness OQuestions? Call Customer Senvice at
of coverage termination ta: 20 Washinglon Avenue South 1-266-500-60%0
Minneapols, MM 55401
GATPORTOS-STF Zof2 oy
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Life Conversion Information Request Form

LIFE CONVERSION INFORMATION REQUEST

ReliaStar Life Insurance Company, Minneapolis, MW
A member of the Voya® family of companies &

PO Box 20, Manneapolis, MN 55440 FINANCIAL

Instructions:

Empioyenlan Adminktrator: Tk form should be completed and furnished 1o every parspn who has the comversion ight
EmployeeMemben'Owner (parson requesting informationt Compbate the employeemembeanspousaichidren section and mail to the Insurar at the address
shown below within 31 days (see the certfia e for appliabE ome period) of the date of termination of group covarage.

TO BE COMPLETED BY EMPLOYER/PLAN ADMIMNISTRATOR

Group PollcyhalderPian Name: Podicy Plan Mumber

Account Mumbes Group Sius

Employee/Membar Mame ([ast Firct M)

Hirth Date 55N

= employeefmember dsabled? | [Yes | |Mo  H™¥es” gve dsabilry date.

Does pollcy have watver provisan? | [Yes | Mo Was ownesshilp assigned?  [1Yes [ Mo 35N i
Il Insurance Effecive Date (with Rela5iar). Emoloyment Termination Date (f applcbel

Fsurance Tesminaton Date (00 NOT indude grace penod.)
COVERAGE TERMINATING

SupplementzlVoluntary Tatal Amount Elighle
Bask Amaunt Amount Oither fior Conversian
] Employea/Member 3 E k s
[ 5pouse 3 g § 3
[ ] Childiren each) 3 § § 3

Reason for tarmination: [ Termination of employment [ ] Termination of growp policy [ Reduction of coverage [ | Retremant
| \Lows of SpousedChild Status || Death of Employes (Bt Spouse nam el

[l0ther fspeatd
This femwill be: || |Handed || Mailed to EmployeaMambeniTwnar (Dte dabvered or maiked )
H Employer®lan Administrabor Signatuse D=te
Tithe Company Phane [

TO BE COMPLETED BY EMPLOYEE/MEMBER/OWMNER (Do not mall this form to Insurer unless fop portion Is completed
and signed by EmployerPion Administrotor)

Bequestor Mame [Last First, MY

Address City Stale Fi g
Belaticrship to EmployeeMember Hinme Fhane |
. e Date

The Group Term Life Insuranoe covesages are barminating as indicated above. You may be ligible to convert extsting coverage(s) o an iIndiidual life policy
Iy malling this form wathin 31 days see the certificate for applicabla time peniod) of such terminatian.

PMleasa read the Conversion secionfrovisian In the group cerificate to determine eligibility. Complede this form and mall without delay. BeliaStar will send
you 2 desoription of the conversion plan, premivm rates and an apphction fom.

Important Motice: This s niot an apphcation for conversian of group e coverage. Becsipt of this form doasnol guaentes your eligbilRy to convern group cverage.
IF YOU D NOT RECEIVE INFORMATION WITHIN 21 DAYS AFTER THE DATE YU MAILED THIS FORM, PLEASE CALL (BO0) 955-7736.
Plaaza mall to: Voya Employes Banefiis, Growp Conversions, Route 2-N, PO Bax 20, Minneapolis, Minnesota 5544020020

Do mot enclose payment with fis form. Send fie entre form, when compifed, fo the abowe address
Pagalof2 Crdar #147077 035206
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Death Claim

See the Claim section in this manual for step-by-step instructions.

RESET FORM |

DEATH CLAIM FOR GROUP LIFE PLANS

RallaStar Life insurance Company, Minnaapolis, i

RellaStar Life insurance Company of Mew York, Woadbury, N VoyA
e

%nge;;;';ﬁi Vo ® family of companies iideine

Vioya Life Claims: PO Box 1548, Minneapolis, MN 55440

waoya Lie Claims Overnight Maling Address: 20 Washingion Ave. South, Minneaposs, MM 55401

Phone: BBB-238-4840; Fax BE5-553-6339
Submilt at voya.com (select Contact & Sendoes » Clalms > Lipioad 3 Clam)

CLAIM CHECKLIST

SICH and DATE s EHMPH'E{I form, then subeil USll'lg one ol 1he abawe methods.

| Prowide the appmoprizte Proof of Death - Clalmant's Statement 1o he beneficanges)

__|Attzch ihe enroliment documentation, any beneficary change documentation and 3 desi cerificale Indicaling manner and cause of des j2 ceried
death ceslificals & reguined I the benest ks above $100.000 of upon reguest).

SECTION 1. GROUP INFORMATION (AN sections completed by the Empioyer)

Group Kame:

G Polloy Numites Ancount Mumber

SECTIOM 2. EMPLOYEE / INSURED INFORMATION

Employes Name JFrs) Midie EQl) {Last)

Birth Dale 5N Gender: | Male [ |Femake
Other names the emploves may fave been known by,

Addess CRy ) w

Martal States: || Mamed | Domesdc Farines S Cwl Ulon || Mever Mamied || Divorced. || Widowed

Diaibe Last Actively at Whork jalso Include for dependent clalms) Empioyment Start Date

Joib Titke

Salary per [Inow | |week [ (moath [ Jyear LastSaary Change Date

Empioyment Status | Ful Tme [ [Fari Tme  Awerage Hours Per 'Week Labor Slalus | JUnion [ Mon Unicn
Empioyment Status & Death: [ [Actve [ Relied | Disabibly Waves of Premium || FLMW, (Inciude FLMA doumentstian)
Reason ior Slapping Work

Hawe peemiums besn paid o the dabe of death? [ [Yes | |Mo I “Mo." ko whal dale have premiums been pald?
DaleorDeath ____ Caaseol Deslh

I death was caused by Injurles, expiain (ABchnewspaper dppng, If a\iBhie |
If claim Is for Insurance on a dependent, compiete the following Information conceming dependest (st amount bekowy.:
Redalionship io the Employee / Insured: || Spouse || Domestic Partnes /Ol Union | Chiid / Stepchid

Effecttve Dale This Dependent Was inswed

Dependent Name (Frsf (Miog e IniBl) Las]
Birth Dale =5 Gender: [ Male [ |Femake
15 hie address the same as Emplowes?  © |Yes [ Mo If “No.” poovide aooress below]
Address CRy e w
SECTION 3. COVERAGE INFORMATION
Basic Life £ Acodenial Desth §. Efiective Dale
Supplemental Lie & Supplemental Accidental Death S ESaciive Dale
Spouse § Efactive Dale
Dthes §. Efective Dale
Faga 1ol 2 Cedar #TIEBD 1) QANBZ0E
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Emphayes Name Group Podloy Husites
SECTION 4. EMPLOYER CERTIFICATION

memmmmammzmmlmar&cmmmm lsrmh'l'ﬂ'ﬂ Personal Transition Account
Suppiemental Contract & WentMed on the Company web sHe, Voya comiusbushessesemployecbencsiomsibrarny/deathdalmsindes itm, has
b provided o esch benedidary.

Mew York Frasd Waming: Any person who knowingly and with intent to defraisd any Insurance company of other person flles an appiication for
Insurance of statement of clalm containing any matarally false Information, o conceals for the purpase of miskading, INformation concerning
any fact materal thereto, commits 3 fraudulent Insurante act, which Is a crime, and shall also be subject to a chvll panalty not to exceed five
thousand dollars and the stated value of the clalm for each such violation.

Empicyer Kame Tille
Empicyer Address Chy Shale w
PhOnE | 1 Emal

2y typini your NEme In S bo Delow, You e Sectmaicaily signing Sis tocument. Your electonic signature wil be lagaly bingding and enfosoesbie and e
1208 equialt of your Renoweitien Sqnalure.

H Authorired Sigrature [ete
FRAUD WARNINGS

Alabama, Alaska, Arcansas. Delaware, daho, Indlana, Loulslana, Maine, Minnesota. Ohlo, Oklahoma, Rhode lsland, Tennesses, Texas,
Washingten, West Wirginia: Amy persan wha, knosingly with inlent 1o defraud any IFsuEnce company or athier peeson Tlies 2 satement of clzim containing
aimy malerially aise informalion of concesals, for the pwrpos: of misleading, informaSion conceming any a0 m=teddal therelo oemits 3 Teudulent inswance
ac, which & a crime, and may subjed such parsan to oriminal and chil penaliies, and denial of InsWwance benedis.

Arlzona: For your protection Arizona Law requires the following statement to appear on this form. Any person who knowingly
presents a false of raudulent ciaim for payment of a loss 1s subject to criminal and chvil penalties.

Callfornia: For your protection, CalEomIa Ew requires ihe faliowing ko appear on this forsL Ay person who knowingly pressnts taise of fraudulent clzim for
Ihe: paymest of 2 loss s guilty of & clime and may be subjedt bo fnes and confinement In stabe wian.

Codorado: | 5 unizwiul to knowingly provide fake, incomplele, of misieading facts or information 10 an Insurance mepany for De purpose of cefrauding
of aZempling 10 defraud Se company. Penaties may incdude imprisonment, nes, denial of Inswande, and vl damages. Any INSwance comgsny of agent
of an Insuramce company who knowingly provices fakse, incomplele, o misieading facts or Information & & policyhodder o claimant for the purpose of
defrauding of attempling bo detraud the policyholder or climant with regand o 2 seSlement of swarnd payable om InsuEnce roceeds shall be repared o
the Cokrado Diviskan of iswance within the Depariment of Regulatary Agendes.

Ditstrict of Columila: WARNING: R Is & cime & provide faise of miskading Information o an isurer i the purpase of defrauding the insurer or amy ather
persan. Penaties indude Imprisonment ammior ines. In addfkon, an inswer may deny insurance benells ke infomation matersily reialed 1o 3 clEm was
prowided by Te appilcant.

Perkda: Any person who knowingly and weth inlent 1o injuns, defrawd, or decetve any surer fles 3 stalement of claim or an apnication contzining amy faise,
Intoaplete, or miseading infoemation is guilty of 2 felony of Se Sind degres.

Kentucky: Any person whis knowingly and with Intent i defraud any surance mapany or olher person Nies an appication for Fswane or sElement
of clzim contaning any materially false infarmation of tonceats, for the parposs of miskssding, infarmation concerming any tact matertsl thereto commits 3
Iramduient Insurance act, wiich s a oime.

Maryland: &y person who knawingly or wilfully presents 3 faise of Iraudulent daim far payment of 2 iass of beneftlor who nowingly o willaly presents
false Informatian in an application for Insurance is guilty of 3 cime and may be subject bo fnes and conlinement in prisan

Mew Hampshire: Any person wid, with & purpase 10 Injwe, defraud, or deceve any INswance company, Nies & sialement of daim mntaining any taise
Intoanplete of misizading infarmation bs subiject i prosecution znd panishment for Inswance frawd, 25 peovided In RSA 638720,

Mew Jersey: Ay pesson who knowingy fles a statement of claim containing any fase or miskeading INformason s Subiect 10 criminal and Chi penalties.

Mew Mexdoo: Any person wha knowingly presents & false or iraudulent claim Tor payment of & ks of benefl or knowingly presents fatse Information 0 an
applicalion for Insuramce s quily of 3 cime and may be subjedt i chil fnes and cimingl penaiies.

Pennsyivanta: Any person who knowingly and with inteat Lo desraud sny iswance company or oler person ks an applicabion for Insurance o stabement
of claim containing any mterialy taise Information or concessis o he purpose of misieading, InformEon concening any facl maleral thersto comeils
framduient Insurance act, which 15 & mime and subjects 5ch persan io oiminal and cihvil penallies.

Puerto Rico: Any pesson who, nowingly znd with the intent o delraud, presents false Informalion In an Insurance request Fom, or wha presents, helps o
has preseniad a saudulent clim for the payment of & hoss or other benafil, of resants mose than one clalm for the same damage of ioss, will Incur 3 feloay,
and upan comviction wil be persilzed for esch viokation with 3 fine: no less (han fve thowsand (%000 dollsrs nor mone S en housand [HLO00) doliss, or
Impriscoment for & Tiead tam of three [3) years. of bof peraiiies. ¥ agoravaled drcumstances preval, e ied estbilshed Impeisonment may be inceased
o & masimum of T 5] years: 1 attenualing drcumstances preval, | may be reduced io 2 minimam of to (7] years.

Page 2 of 2 Chedar FIESD &) DANARDE
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Accelerated Benefit Claim

RESETFORM |
-
ACCELERATED BEMEFIT CLAIM
| RellaStar Life msurance Company, Minneapols, M
__| RellaStar Life msurance Company of Mew Y ork, Woodbury, WY [outside MY} i
Members of me voya® family of companes FINAMCIAL
[ “Ciomgpany”)

Waoya Life Claims: PO Box 1548, Minneapolis, MM 55440; TollFree: BEB-F38-4B40
voya Life Claims Owernighnt Maling Address. 20 Washingion Avenue South, Minneapolls, MM 55401

Sections 4 must be compieted and signesd by the employer. Sections 5-8 must be compisted and shigned by the Insured. Sections 9 and 10 must be
completed and skgned If these s an irevocable beneficiary, assignas, of Spouse In 2 community property stale. The separate Attanding Physiclan's

Statement of Terminal Condition or Continuous Confinement must be completed by the Insured’s aliending physidan. Retum the completed forms and 2
copy of he InswredTs enroliment documentation, b one of the above addresses. Missing of Incompleta Information may delay claim processing.
SECTION 1. GROUP INFORMATION

GIC Kame
Group Pallcy Numin Account Mumbar

SECTION 2. EMPLOYEE / INSURED INFORMATION

Insured Ful Mame (Fcr, Micds inpal, [as])

grth Date o] Gender [ IMale [ |Femake
Other Names the Insured May Have Been Known By

Address Cky State Fll

Martal Stats: [ |Mamed | Domesic ParnenCvE Union || Mever Mamled [ Dhvorced | 'Widawed

Date Last Acthvety at Work Empioyment Start Date

Job Title

=1 S — T T Last Safary Change Dale

Empioyment Salus [ Ful Tme [ |PariTime  Average hours per week Labor Siztes; [ |Union [ Mon Uinion

Employes Stabws: [ Adke [|Refbed [ Dbabiity Waives of Premium || FMLA dnchie FMLA doumentafion)

Reeason for Slopping Work

Hawe psemiums been paid o the cument date? [ (ves [ [No ¥ "Hio.” to whal dale have premiums besn pald?
SECTION 3. COVERAGE INFORMATIOMN

=i Life Efiective Date

Supplamentai Ll § Eflaciive Date

Opioral Life § Eflaciive Date

Oier § Efieciive Daie

If ciaim s for accekeralad benefils on a dependest. compkts the Iohowing INforMSSon CONCEMNING dependent j15t amomi above )
Relatonship to the isured [ Spouse | Domestic PartnenCiil Union [ ] ol Dale This Degendent insumed
Dapentent Full Name [Frst. Migoe Inijal Lxq

Birth Dale 35N Geroer: | Male [ Femai

Addiess CRy Slale IIp

Marial Satws: | |Mamied | Domesic Parnen'Ov Union || MNewer Mamied | Divorced | Widawed
Faga 1ol 4 - Incompéets without al pages. Crder #1583 O&NERDE
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Insured Mame: Growp Polkcy Numiber

SECTIOM 4. EMPLOYER CERTIFICATION (The undersigned certifies that the above stofements as o the insured are comect
s repoited on its records. See poge 4 for Froud Warnkngs.)

Emplyer Mame Titie

Employer Adoress cry Stale IIF
H Authorized Signature Dt

Emal Phona |

P e P e T O i e e |
SECTION 5. INSURED STATEMENT (Plegse regd and sign Deiow:. Plegse review the policy, certificale of rider fo werify if
continwous cominament is 0 quaiying event for receipt of @ benedlt, or If monthly poyments are gvaiioble fo you. For group

COVENDgE, O Copy of the centifiooie ond any riders oon be obioined from the EmpioyenPion Sponsor. See page 4 for Froud Wamings,)
Dale Employes Last Woeked Preceding Clalm jmenth, day, pear)

Describe Comdi@on or Biness,

Whal ts the qualfying event for this clam? [ lesmingl liness || Continuous Confinemeni in an lnstitution

I quaklying evenl 5 continuous confinement In an instRLTon, how would you [ike bo seceive your bemefit? || lump sum || Moniily payments
Requesied whole percentage for monihly accelersied beneflt (See ndes o pescentages avallable. The pestetage chosen must be & minimum of
£500 manthiy)

SECTIOM 6. ATTENDING PHYSICLANI(S) (List pour primary cove physickans,)

Physiclan Name Date,

Physiclan Address CRy Slals TIp

Phone | Fax] :

Cause

Physklan Name Dale

Physkclan Address CRy Slals IIp
Phioniz 1 Fax|

Case

Physkian Mame Dale

Physkclan Address CRy Siala IIF

PhOnE | 1 Faxl

Case

SECTIOM 7. US TAMPAYER CERTIFICATIONS

Under penalties of perjury, | certify that:
1. The Taxpayer IdentMcation Mumber that appears on this fonm Is oect,

2.1 am mof subject to backup withhodding due to fallure to report Interest and dividend income *, and
2.1 am a LS. person

¥ prare sufec obackip WENNIORG, orms! ske Reough Salonos! mmber s

MON-RESIDENT ALIEN STATUS
I you @re @ Non-Resident Allen, please chack the box and provide your country of residente beiow.
| Uinder penakiles of perjury, | cenify thal | am a Mon-Resident Allen and my country of residence ts

The amoast pald to you will be subject Lo 30% withhakding, unkess you submit a0 RS Fors W-E, and are eatitied 1o daim 2 reduced sale of withholding undar
the appikcable LIS tx tresty.
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Insurest Hame: Group Polly Numises

SECTIOM 8. ACKNOWLEDGEMENT AND AUTHORIZATION

Far cialm purposes, | gve sy pemission o: Ay prysicizn or alher medical pracifiones, hospitsl, chnk, othes mecical or medicaily reiaiad Tacity, Isuance or
rednsurance company, MIE, Inc. (MIE) or empkoyer o give Rell=Star LB Insurznce Company of ReliaStar LBs Insurance Company of New York ["the Company™)
of it agents, employees and authorized repesentatives acling oo s behall, AL INFORMATION on sy basialf jexneqt &5 imited beiow), Including indings on
medical care, psychisic or peychoingical are of examination, surgeny or non-medical information regasding Social Secunty bensdTs or eamings infamation
and ather employment-reiated infarmelion &5 they apply Lo me, my SpOUse, ar amy of my children who are Insured_ | ghe my pemizsion io the Company, and
1= nedn=unes, 1o make a bief repon of personal heal® information i ME about hese S3me persons

| give: my penmission ko the Company to get any and all such Information for the: parposes described in this fam. | specifically masent 1o e rediscosune
of such information as set farth In this for | knaw that sy medical secoeds, Induding any akoohol of deug abuse informatian, may be prolecied by Fedeal
Requiations - 43 CFR Part 2. | may resoka this authorzation as i apples to any informagon protected by 42 CFR Part 7 at any tme, bul nof 1o the adent
@Con has been Laken in selance on i

| understand 2l o part of Se infomalion obizined by Wi authorzation may be communicatad between Bw Company and it aMiales and may ba sent
oy WL TR Informeztion may be made avallzbie by amy Company aMiate, relrswees, empioyes, or conbractns wi pooessss iransactions that concen any
rcoverage | may have sequesied or have with the Company of its aSiates,

| umde rsizmd that my adcitional wiitan consant wil be requised before zny Information described above ks given, soid, tansfemed, of, In 2ny way, relayed o
anather party not previcusly specified [unkess olhenwise provided by lawl. My addilional consent must be provided on & fosm that slates Se new wse of e
Infarmatian or wiy anather party needs it

| knaw that | or my authorred repressntatve have the might bo get & cogy of this farm. A& photocopy of s fomm will be as valld as & original

This authozation will ke valid fos the duration of my claim for benefiis. | acknowiedge that | have been given e Compamy's Consumes Privacy Notice and
Insurance infommalion Praciices Nobice

MOTE: Receipt of accelerabed benefis may be faxsbie. Assiiance shoukd be sought from 3 personal lax advisot. Recaipt of thess accekealad benefis
may atvessely alfect the reciplers gty for Medicald or other govermment beasEs of entilements.

Fecspt of thess arelesaled benefits may adversaly afledt the reciplents eligibiity for fulure inoreases in e Insurance cowverage. Please refer bo your
cerificale bookdel for mose Infcemation

I accelersied benefis are pakd, contimued premium payments must be made, unkss wabed wnder he proviskes of the policy, 1 keep [ FsurEnce

COvETage In fonce.

The Internal Revenue Service dees not require your consent to any provision of this document other than the certifications required to avold
backup withtolding.

N (1= St Date

Phone | ) Email

SECTIOM 9. RELEASE

Release By Imevocabie Beneficlary of Assignes. of By Spouse In a Community Property State
If there ks an Imevocable beneficlary or assignes, that person must sign thils section and have It notarized. IMyou are mamied and live In a comminity
property state, your spouse must sign tis section and have it notarized.

The underskgred acknowiedges and onsets b s acceksaied benefl claim; thal I Spgeoved, payment of the acceksaled besent shal be mage 1o (e
INsured ce M legal regeesestative: and In considerstion of such payment the undersigned agress thal the Eabilty of the Company mnder the palicy S5l
b clschianged by the amowt of e acceemted benefl paid.

i Irrevocabia teneficiary or Assignes Sk Dete

N 5 Sigrztrn fin Communty Pro peny Stats) Dt
SECTIOM 10. NOTARY SECTION (reguired with the above release by irevocobie bensficiony of Ossignee or 5pouss)
Stateal

Cousty of =

on s may ot 20 before me persanaly
appered 100 2 KW b B 3 ST TS we ElEscied e abowe Instrumen nd

acmowieded that hefshe execited the same 25 bisher See acl and deed.

My COMMiSsk epires Motary Putilc
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Accidental Dismemberment Claim

RESET FORM |

ACCIDENTAL DISMEMBERMEMNT CLAIM - EMPLOYER

RellaStar Life Insurance Company, Minneapolis, MM

RellaStar Life Insurance Company of New York, Woodbury, NY VoyA i
Mambers of the Voya® family of companies AL
(e “Company™)

Woya Life Clalms: PO Box 1548, Minneapolls, MW 55440

ioya Life Clalms Ovarnight Masing Address: 20 Washington Ave. South, Minneapols, MN §5401

Phone: BBE-X38-4BA0; Fax: B55-653-533%; Submit a1 voya.com fsalec Contact £ Sendoes > daims > Lipload 2 Claim)
CLAIM CHECKLIST

151N and DATE this completed fomm, Sen submR 1sing ane of the abowe mathods.

__|Prowide an Accidental Dismemberment Clalm - Employee (orm i the Employee § Insured. The Empioyes | Inswed ks responsible for completion and
submiz=ion of the Accdental Dismemberment Clalm - Employes T

|| Prowide 3 separale Attending Physidan’s Statement of Dismembarment (o the Empioyese | Insured ior the Atiending Physician o compleda and sign.

__|liach the enrolment documentation.

SECTION 1. GROUP INFORMATION (ay sections compiefed by Employer)

Group Name
Group Poloy Mumber Acoount Mumber

SECTIHOM 2. EMPLOYEE / INSURED INFORMATION

Emphayee Kame: jFist] Mg nipa) das]

Brth Date 55N Gender: [ |Male | |Femae
Other names e Empiayes may have besn inown by

Address oty State kil

Martal stahus: [ |Mamed [ ] Domesiic Partner / Chl Union. | Mewer Mamied | Divorced. || Witiowed)

Date Last Actively at Work (afso Inclode for dependent claims)___ Employment Start Date:

Jaob Titie

Salay § per: _hour [ Iwesk [ Jmonth [ year Last Salary Change Dale

Empioyment Sats: | [Ful ime | Fart Time Hwesage Hours Per Week labos Sles: [ JUnian [ Moo Union

Empioyes Siaws al Time of Dsmemieement: | [ Actve [ Retied | | Disatility Wahves of Peemiom [T FLMA {Indude FLMA documeniation)
Reason For Slopping Wark
Have peemiuss been pak io the date of dsmemberment? [ [¥es [IMo  F"No” %o whal dale feve premiums been psid?

If dalm & for dismemieamant benefts on a depandent, compiste the Tollowing Infomalian Cconcarning dependent (15 AMounT bei -
Resationsip to Emgloyee | nswed: [)Spowse [ Domessc Partnes § Cvl Union ] Child ) Sepcild  Efective Date This Depentent Was Irsured

Dependent Kame (i) (Mo i) [ EL]

Birth [ate 55H Gender: | |Male | |Femae
I e addiess the same as Empioyes? | [Yes [ Mo (I “No, " provide address below)

Addiess Oy Slale Fil

SECTION 3. COVERAGE INFORMATION

Dismembemment Coverage: Efective Date Premium Pald to: Dale
Employes: Basc Coverage § Supplemental | Voluntary Coverage §
Spowse:; Basic Coverage £ Supplemental { Voluntary Coverage §
Chilld: Basic Coverage §, Supplemental | Voluntary Coverage §
Othes Coverage §,
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Emplayes Mame Group Policy Numbar

SECTION 4. EMPLOYER CERTIFICATION

The undersigned Ccertifies thal the above stabesments as bo the Insured are ooarecl as reponed on its remeds.

Mew York Fraud Waming: Any person who knowingly and with Intent to defraud any Insurance company or ather persan files an application for
Insurance or statement of clalm Containing any materially false Information, or condeals Tor the purpose of misteading. Infermation conceming
amy fact material thereto, commits a fraudulent Insurance act. which ks @ crime, and shall atso be subject to a cvil penalty not to exceed five
thousand dollars and the stated walue of the clalm fior each such vinlation.

Empiayer Name Titie
Empioyer Ardrass City sState 2P
Phone | i Email

By lyping your name in the box below, you e elecironically sigaing his doument. Your elecinonic signature will be legaly binding and enfoeresibie and
the: legal equivalent of your handwriZen sianature.

i uthcetied Signature Date

FRAUD WARMINGS

Alasica, Alabama, Arkansas, Delaware, Idaho, Indlana, Lowlslana, Maine, Minnesota, Ohlo, Oklahoma, Rho Island, Tennessee, Texas, Washington,
West Virginla: /ANy person who, knowingly with Infent 1o SefT=uc 2y MSUIENCE company of other parson flies a siElement of dam contanng any maleraly
False Informaion of concess, o the purpose of miskscing, Iformation conceming any fact materal therets commits 3 Truduient nsurEnce acl, wikh s 2
i, and may subjact Such person b criminal and chil penalies. and desial of IsUrRNCe bencis.

Artzona; Foryour protection Arizona Law requires the folkowing statoment to appear on this form. Any person who knowingly presents
atalse or fraudulent cialm for payment of a loss & subject to criminal and civil penaliies.

Caltformia: For your peolection, Calomia 1w raquires B iollewing o Sppear on this fom, Ay person who knewingly presents fass or Srauduent clim fos e
payment of 2 loss b5 quilty of & crime and may be subject 1o fnes and oonfnesent in site prson.

Colorao: 1L 15 nizwel Lo Snawingly provice taise, Incompiets, o MiEading (cts of INomation [ an INsUENCE Company for e pupose of tefrsuing or
atiempling 0 deaud Se company. Penaities may Inclue Impesanmest. nes, denial of Nswrance, and oVl d3mages. ANy INSUIENCE Comgeny of agent of an
INGUTNCE COMEEny wha knowingly provides taise, Incompiete. of miskading Tacts or information &0 & policyhalder or dimart for the purposs of delauding
of attempling 10 delraud the polcynoider of claimant with regan o 2 seSiemeant of Sward payzbie M INSwrEnce oceeds shal be feported b the Coioracn
Division af Inswance WEhin the Depariment of Requistory Agendes.

District of Colmidac WASNMNG: IL s 3 cime 1o provide faise or misisading Infomation o an rswer ion the parpose of deftauding e insures or any athar
person. Peralties include imprisonment andéor Tines. in aditon, 2n Insurer may deny insurance banefits I fake iInformation matenaly reiEted bo & ceim was
prowided by e applicant.

Rerida: Ay persan whi Knowingly 2nd with Inlent 10 Inure, defraed, o decetve any Insurer fles a Salement of daim or an appllcation containing any faka,
Incomplete, or miskeading information & quity of 3 felony of e thid degree.

Kenfucky: A7y person who knowingly and wis Inksn bo defraud any INSUrance company of other persan Mies an appikcalion for IRSUrENCE or stalement of caim
containing any makerially fas: NfoAmELoN of conceaks, 1o e PUPOSE of misieading, INoMation cONCErming any tact material hensto commis 3 Traudulet
Imswance act, which B a8 oime.

MAarylamd: Ay person wha imowingly of WIELIlY presents a tsise o frauduient claim for patment of 2 kss or beneltt of who knawingly of willully presants fase
IR MEECN 17 an appilcation for Msurance b5 quity of & crime and may be subject 1o fines and confinesent In prisan.

Mew Hampshire: Any persoa who, With @ puipose (o injure, delraud, or decehe any Insurante cepany, Miss @ datement of cim comaning any ks,
Incompiete or miskesding Infommetion is subiect bo prosecution and punishment for msuENCe e, 25 proded In ASA GI8:30

Mew Jersey ANy persan who knowangly fles a siatement of cialm contsining any faise or miskscng Ionmation s subjact (o orimingl and civi penatties

Menw Mestioa: Ay person wha knowingsy presents 3 faka or Srauduient ciim for payment of a loss or benefil or knowingly presents s Information in an
appiication for Inswance  gulky of 2 Cime and may be subject (o oVl s and crminal pesalies.

Pennsytvania: Amy persan wha knowingly 2nd with inlent o defraud any Inswance company of other persoa fles an appication for Inswance or Ralement
of daim containing any materaly fase information o conceals fof the purpase of misieading, Informalion conceming any fact maledal thereto commis 2
frauculent insurance adt, which b a orime and subjects such person bo criminal and civil penaties.

Puerto Rico: ANy person wea, Knowingly and with e Inteat i deffaud, pressnss tsise Information 1 an INSurance fequest Srm, of wha peasants, helps of bas
presanted 3 ITautulent cisim 1or the payment of 3 IS of ofer beneft, of presenis mone than ane ol 1or the Same damage of ks, Wil Incura el 2 upon
cormiction will be pesalzed for 2ac vikalion Wi e £ less than five Shousand [5,000) daliars nor mare tham en Sousand {10,000 dollars, of Imgesanmet
Tior 2 fheed Berm o Hress (3] yesars, o bath poralties. W aggravaiad choumstances prevall, e Mied eclablshed Imprscament may be Inmessed (o 3 maamum of
five: {5) years; T atienussng orcumstances prevall, i may be reduced 0 2 MISIMUM of beo (7) years.
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Waiver of Premium Disability Claim

:
:

WAIVER OF PREMIUM DISABILITY CLAIM - EMPLOYER

Rellastar Life insurance Comgany, Minneapolis, MN

Fallastar Life Insurance Company of New York, Woodbury, NY VoyA‘
Members of the Voya® family of companies FIMASE| AL
[the “Comgany™}

Wioya Life Clalms: PO Box 1648, Minneapolis, MW 55440

‘ioya Life Clalmes Ovearnsgnt Mafing Address: 20 Washington Ave. South, Minneapols MN E5401

Phone- BBB-Z3E8-4B40; Fax: 855-653-5335; Submit at voyauoom sefec Contac & Sendces > daims > Uipioad a Claim)

CLAIM CHECKLIST

_ | SN and DATE this completed form, Sen submE 1sing ane of the above methods.

__ Provide 2 Walwer of Premium Disablity Claim - Employes form to the Employes | Insured. The Employee ! Insured Is resporsible for completion and
submission of T Walver of Premium Disabiifty Claim - Employes form.

" Provide a separaie Attending Physican's Statement of Dtsabiiy o the Employes | Rsured for Te Allending Piysidan b mmplete and sign.

[ Aitach initial ensolment documentation, change fomes, sioned lelars, zbsoiin 2sgnments, and any benedsny changes.

SECTION 1. GROUP INFORMATION (Al sections compieted by Employer )

Group Mame

Group Policy Number Acoount Mumber
m
Empioyee Mame [Fis) (Migale nidaj Lasf

Eirth Date 55N Gender: | |Male | |Femae
Olher names the Employes may have been nown by

Addiess Oty Slate IIF

Mafa Slatus [ |Mamed | Domesdc Pariner’Chi Union || Mever Mamled [ | Dhorced [ wWidowed

Date Last Actively at Work (afso Inciude for dependent claims) Employment Start Date

Joib Tt

Salary as of Last Date Worked $. per. [moar | wesk [ month [ year Last Salary Chenge Date

Empioyment Staws: | |FulTime | |PartTime  Average Hows Per Weak Labor Sl | |Unkam | Mon Unioa
SECTION 3. COVERAGE INFORMATION

Bmiclre$ 0000000 HfedweDale_ 0 Supplememalleey  Hiecwe Dale

Optiomal §, Effecive Dale Other §, Elecve Date

SECTION 4. EMPLOYER CERTIFICATIOM
The UHﬂEED’Bﬂm ihal the above stalements as Lo the Insured ane ﬂ:fTEElBS-:'EFIJI'E{l on Iis reqoeds.
Mz York Fraud Waming: Any person who Knowingly and with Intent to defraud any INsurance company of other person fkes an application for

thousand dollars and the stated value of the clalm for sach such violation.
Employer Hame Tite

Employer Address ity Siate P
Phone | i £l

By byping yoer name: in the box below, you a5e electronically sigaing this doament. Your secronic signature will be: legally Hincing and enormestie and
I iegal aquivaknt of your handwrizan signature.

N uthorized Sigetire [t
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