(DO NOT STAPLE) .
UnitedHealthcare

Employee Enroliment Form () susmssnomstomon

UnitedHealthcare Insurance Company
UnitedHealthcare of North Carolina, Inc. (HMO)

To speed the enroliment process, please be thorough and fill out all sections that apply. Unimerica Insurance Gompany

To Be Completed by Employer Requested Effective Date of Coverage/Date of Change /]

Group Name/Policy Number

Date of Hire / / Reason for Application Employee Type

Position/Title o New Group Plan 0 New Hire (Check all that apply)
O lS_xtfet EV%nht/Date o énnual 7 Active © COBRA o State Continuation
o Status Change pen Start dt /

Hours Worked per week o Dependent Add/Delete  Enroliment End dt "”/“/ /
2 Change Name/Address I Late .

— wHighy T Hourly © Sala
Salary $ Required only if Life, STD, or LTD  § = Waiving Coverage Enrollee  f Umony a Non_rﬂmon O Retired

Plan based on salary g g%rgrination o Other

A. Employee Infbrmatinn

If you are waiving all coverage, please complete sections A and F.

Last Name » First Name M! | Social Security Number Home/Cell Phone
Work Phone
Address Apt# | City State | Zip Code Language preference, if not English
Date of Birth Sex Height Weight Used tobacco in the last Email Address
/ / oM OF 12 months? o Yes © No
Marital Status Physician™ (First & Last Name)/ ID # Primary Care Dentist** (First & Last Name)/ ID #

O Single  © Married
- Diorced O Widowed

B. Family Information

List All Enrolling (Attach sheet if necessary)

Lasf Name . First Name MI | o, Relaionship™{  Birthdate Height | Weight Pﬁysician* (Namg/!D#) Tobacco
Social Security Number Primary Care Dentist** (Name/ID#)| Used
M Spouse o Yes
- - F P T No
| I I 1 1 i i { i |
M Dependent o Yes
- - F o No
| { | I i | 1 L ] i
M Dependent 0 Yes
— - F = No
| | | ! | ] I I ! I
M Dependent o Yes
— - F O No
A Y TS T WY S N N
M Dependent 0 Yes
(SN N N VOO N R N N F o No

*Important: For UnitedHealthcare Navigate, Select, Select Plus, and other products requiring you to choose a Primary Care Physician, you
must use the UnitedHealthcare directory of providers to choose a Primary Care Physician for yourself and each of your covered dependents.
**Please see employer representative as some dental plans require a Primary Care Dentist (PCD) selection. ***For court ordered dependent,
legal documentation must be attached. If dependent does not reside with eligible employee, please provide address on a separate sheet.

Coverage provided by "UnitedHealthcare and Affiliates”:

Medical coverage provided by UnitedHealthcare Insurance Company

Dental coverage provided by UnitedHealthcare Insurance Company or Unimerica Insurance Company

HMO Medical coverage provided by UnitedHealthcare of North Carolina, Inc. (HMO)

Life insurance coverage provided by UnitedHealthcare Insurance Company or Unimerica Insurance Company
Vision coverage provided by UnitedHealthcare Insurance Company

SB.EE.10.NC 6/10 430-3902 9/10
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Employee Name

Please check one for medical coverage: O (Insurance) UHIC
Life, dental, vision and other ancillary coverage is prov

G (HMO) UHC of NC
ided by UnitedHealthcare Insurance Company (UHIC) or Unimerica Insurance Company.

1 Please check the box for each covera
§ If your employer offers a choice of
| selected for the Life and Accidental
4 (STD), and Long-Term Disability (

ge you or your dependents are enrolling in.
plans, indicate which plan you are selecting. Indicate the dollar amount

Death & Dismemberment (AD&D), Supplemental Life, Short-Term Disability
LTD) plans. Benefit offerings are dependent upon emplo

er selection.

Person Medical Dental Vision Basic Life/AD&D Supp Life/AD&D
Employee ] e o 0$ os$

Spouse O o o 0§ o$

Dependent ] ] ] o3% o$

Person STD STD Buy Up LD LTD Buy Up

Employee o8 0% o$ o$ :

Life Insurance Beneficiary’s Full Name and Address Relationship

| This section must be completed to receive credit for prior medical coverage.

Within the last 12 months,he ,ou ouse,

ONO OYES (if yes, please complete this section.)

Prior medical carrier name

Prior coverage type: O Employee
g or

Name of other carrier

O Spouse

O Child(ren)

O Family

or your dependents had any other medical coverage?

Effective date ___/_ /

Enddate __/ /[

This section must be completed. (Attach sheet if necessatry.)

On the day this coverage bgins, will you, yur S
including another UnitedHealthcare plan or Medicare

pou

se or any of your dependents be covered under any other medical health plan or policy,
? O YES (continue completing this section) 0 NO (skip the rest of this section)

Other Group Medical Coverage Information
{only list those covered by other plan)

Employes:

Spouse Name:

Dependent Name:

Type
(B/S/F)*

Effective Date
MM/DD/YY

End Date
MM/DD/YY

Name and date of birth of policyholder
for other coverage

Dependent Name:

Dependent Name:

*B.Enter ‘B’ when this dependent is covered under both
S.Enter S’ if you are the parent awarded custody of thi
F. Enter °F' if this dependent is covered by another individual (not a member of your household)

you and your spouse’s insurance plan {married)
s dependent and no other individual is required to pay for this dependent's medical expenses.

required to pay for this dependent’s medical expenses.

Medicare ~ Employee Information:
O Enrolled in Part A: Effective Date
O Enrolled in Part B: Effective Date
O Enrolled in Part D: Fffective Date
Reason for Medicare eligibility: © Over 65

D Ineligible for Part A*
O Ineligible for Part B*
O Ineligible for Part D*

O Kidney Disease
Are you receiving Social Security Disability Insurance (SSDI)? CYES oONO  Start

O Disabled

If enrolled in Medicare, please attach a copy of your Medicare 1D card.

O Not Enrolled in Part A (chose not to enroll)**
0 Not Enrolled in Part B (chose not to enrolf)**
01 Not Enrolled in Part D (chose not to enroll)**

O Disabled but actively at work
Date

l__/__

Medicare — Spouse/Dependent Name:

C Enrolled in Part A: Effective Date
O Enrolled in Part B; Effective Date
O Enrolled in Part D: Effective Date
Reason for Medicare eligibility: © Over 65

O Ineligible for Part A*
O Ineligible for Part B*
O Ineligible for Part D*

O Kidney Disease
*Only check “Ineligible” if you have received documentation from your Social Security
** If you are eligible for Medicare on a primary basis (Medicare pays before benefits u

coverage under Medicare Part A, Part B, and/or Part D as applicable.

O Disabled

0 Not Enrolled in Part A (chose not to enroll)**
O Not Enrolled in Part B (chose not to enroll)**
O Not Enrolled in Part D (chose not to enroll)**

0 Disabled but actively at work
benefits that indicate that you are not eligible for Madicare.
nder the group policy), you should enroll in and maintain
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F. Waiver of (:overag'e Declining coverage due to existence of other coverage: | | understand that by waiving coverage at this time, | will

I decline all coverage for: T Spouse’s Employer's Plan - Individual Plan not be allowed to participate unless | qualify at a special
o Myself 3 Govered by Medicare O Medicaid enroliment period or as a late enrollee, if applicable, or at
o1 Spouse T COBRA from Prior Employer 01 VA Eligibility the next open enroliment period. | also understand that

0 Tri-Care e o
01 (we) have no other coverage at this fime pre-existing limitations may apply as explained in the

O Other Rights and Responsibilities brochure which | have
received with this form.

0 Dependent Children
O Myself and all dependents

Date Employee Signature if waiving coverage

G. Signature

SEEEE | authorize UnitedHealthcare Insurance Company and its affiliates (*UnitedHealthcare and Affiliates") to obtain,
use and disclose my medical, claim or benefit records, including any individually identifiable health information contained in these records. |
understand these records may contain information created by other persons or entities (including health care providers) as well as information
regarding the use of drug, alcohol, Human Immunodeficiency Virus (HIV), Acquired Immune Deficiency Syndrome (AIDS), mental health
(other than psychotherapy notes), sexually transmitted disease and reproductive health services. | authorize any health care provider,
pharmacy benefit manager, other insurer or reinsurer, hospital, clinic or other medical facility, health care clearinghouse, and any of their
affiliates, representatives or business associates, to disciose my information to UnitedHealthcare and Affitiates. | understand the purpose of the
disclosure and use of my information is to allow UnitedHealthcare and Affiliates to make decisions regarding eligibility, enroliment,
underwriting and premium risk rating. | understand this authorization is voluntary and | may refuse to sign the authorization. My refusal may,
however, affect my ability to enroll in the health plan or receive benefits, if permitted by law. | understand | may revoke this authorization at
any time by notifying my UnitedHealthcare and Affiliates representative in writing, except to the extent that action has already been taken in
reliance on this authorization. As required by HIPAA, UnitedHealthcare and Affiliates aiso request that | acknowledge the following, which | do:
I'understand that information | authorize a person or entity to obtain and use may be re-disclosed and no longer protected by federal privacy
regulations. This authorization, unless revoked earlier, expires 30 months after the date it is signed, except in connection with a claim, the
authorization shall be valid for the term of the coverage. As provided under North Carolina law, you have the right to ask for and to receive a
copy of the authorization form.

| understand that | am completing a joint life and health application and that each response must be complete and accurate. | (we) request the
indicated group medical coverage for myself and, if the plan provides, for my dependents. | authorize any required premium contributions to
be deducted from earnings. | (we) have not given the agent or any other persons any health information not included on the application. | (we)
understand that UnitedHealthcare and Affiliates is not bound by any statements | (we) have made to any agent or to any other persons, if
those statements are not written or printed on this application and any attachments. | have a continuing obligation to report changes in health
status (e.g. received medical advice, diagnosis, care or treatment) after | sign the enrollment form and before receipt of my identification card.

UnitedHealthcare is only seeking to collect information about the current health status of those persons listed on the application. You should
not include any genetic information. Please do not include any family medical history information or any information related to genetic
services or genetic diseases for which you believe you or your dependents may be at risk.

Please maintain a copy of this authorization for your records.

Date Employee Signature for all applying Spouse Signature (if applying for coverage)

H. Census Informatinn (optinnal)
NOTE: Responding to this question is optional and is not required. Data collected in this section will be used only to help communicate with
enrollees and inform them of specific programs to enhance their well-bging. This information will not be used in the eligibility process.

1. Race, check all that apply: o White o Black, African-American 0 American Indian/Alaska Native O Asian
O Native Hawaiian/Pacific Islander T Other Race, please specify

2. Are you of Hispanic or Latino origin? © Yes T No

Page 3 of 3



The Guardian Life Insurance Company of America
Enroliment/Change Form

GUARDIAN’ Page 10f6
fé’f.;“;?(?n“&ey 2’@%13“ 14319, Please print clearly and mark carefully.
Employer Name: T.A. WOODS GOMPANY Group Plan Number: 00446216 Benefits Effective:

PLEASE CHECK APPROPRIATE BOX (1 Initial Enroliment O Re-Enroliment L] Add Employee/Dependents O Drop/Refuse Coverage (3 Information Change
L Increase Amount QO Family Status Change

Class: ALL OTHER ELIGIBLE Division: Subtotal Code: (Please obtain this from your Employer)
EMPLOYEES
About You: Social Security Number

First, Mi, Last Name:

Address City State Zip
Gender: M QF Date of Birth (mm-dd-yy): - - Phone: ( ) -
Email Address: Are you married or do you have a spouse? {0 Yes 1 No Date of marriage/union; - -

Do you have children or other dependents? [ Yes Q1 No Placement date of adopted child: - -
About Your Job: Hours worked per week: Job Title:
Work Status:
L Active QO Retired Q2 Cobra/State Continuation Date of full time hire: - - Annual Salary: $

About Your Family: Please include the names of the dependents you wish to enroll for coverage.

Spouse (First, Mi, Last Name) Gender  (Social Security Number
Qmar - -
Address/City/State/Zip:
Date of Birth (mm-dd-yyyy)
Phone: ( )} - T A
Child/Foster Child/Dependent 1: T Add QO DropiGender  |Social Security Number  |Status (check all that apply)
OMOF - - 1 Student (post high school) {J Disabled
Address/City/State/Zip: O Non standard dependent
State of Residence:
Date of Birth (mm-dd-yyyy)
Phone:{ )} - - -
Placement date of adopted/
foster child

CEF2015-R-NC
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Child/Foster Child/Dependent 2: O Add 0 Drop|Gender  Social Security Number  [Status (check all that apply)
aMOE . . U1 Student (post high school) O Disabled
(3 Non standard dependent
Address/Clty/State/le Date of Birth (mm'dd'yyyy) State of Residence:
Phone: ( ) -
Placement date of adopted/
foster child
Child/Foster Child/Dependent 3: Q) Add Q3 Drop|Gender  |Social Security Number  [Status (check alf that apply)
aMOr _ . (3 Student (post high school) O Disabled
Address/City/State/Zip: (3 Non standard dependent
) State of Residence;
Date of Birth (mm-dd-yyyy)
Phone; ( ) - — . .
Placement date of adopted/
foster child
Child/Foster Child/Dependent 4: Q Add O Drop|Gender  |Social Security Number  [Status (check all that apply)
oMQOr . . T Student (post high school) O Disabled
Address/City/State/Zip: (3 Non standard dependent
) State of Residence;
Date of Birth (mm-dd-yyyy)
Phone:( ) - .
Placement date of adopted/
foster child
Drop Coverage: Coverage Being Dropped:
U Drop Employee Q0 Drop Dependents O3 Dental O Employee O3 Spouse O Child(ren)
The date of withdrawal cannot be prior to the date this form is completed Q Vision Q Employee 0 Spouse Q Child(ren)
and signed. Q Basic Life
Last Day of Coverage: - - Q Voluntary Life Q Employee O Spouse Q Child(ren)
Q Termination of Employment [ Retirement Q Short Term Disability
Last Day Worked: - -
Q1 Other Event:
Date of Event: - -
Loss Of Other Coverage: I'have been offered the above coverage(s) and wish to drop enrollment for the following
I'and/or my dependents were previously covered under angther insurance reasons:
plan. Loss of coverage was due to: Q Covered under another insurance plan
Q) Termination of Employment; - - Q Other
O Divorce - - (additional information may be required)
[ Death of Spouse - -
0l Termination/Expiration of Coverage - -
Coverage Lost (3 Dental [ Vision
Dental Coverage: You must be enrolled to cover your dependents. Check only one hox.
Your Weekly Premium Employee Only  EE & Spouse EE & EE, Spouse &
Dependent/Child(ren) Dependent/Child(ren)
PPO a Q Q Q
0 1 do not want this coverage. If you do not want this Dental Coverage, please mark all that apply:
Q tam covered under another Dental plan
O My spouse is covered under another Dental plan
0 My dependents are covered under another Dental plan




Guardian Group Plan Number: 00446216 Please print employee name:

Vision Coverage: You must be enrolled to cover your dependents. Check only one hox.

Your Weekly Premium Employee Only EE & Spouse EE & EE, Spouse &
Dependent/Child(ren)  Dependent/Child{ren)
Full Feature a a a a

@1 do not want this coverage. If you do not want this Vision Coverage, please mark all that apply:
1 am covered under another Vision plan

0 My spouse is covered under another Vision plan
Q My dependents are covered under another Vision plan

Basic Life Coverage with Accidental Death and Dismemberment (AD&D):
Benefit reductions apply. Please see plan adminisirator.

Policy Amount Name your beneficiaries: (Primary beneficiary percentages must totat 100%)
Employee Only Primary Beneficiaries:
1 525,000 Name: Social Security Number: %
The Guarantee Issue ame: fal Security Number: o —
Amount is $25,000. Date of Bitth (mm-dd-yy):___ - - Address/City/State/Zip:
{1 do not want this . s .
coverage. Phone: ( ) - Relationship to Employee:
Name; Social Security Number: - - Yo
Date of Birth (mm-dd-yy):___- - Address/City/State/Zip:
Phone: { ) - Relationship to Employee:
Contingent Beneficiary: Social Security Number: - -
Date of Birth (mm-dd-yy):__ - - Address/City/State/Zip:
Phone: ( ) - Relationship to Employee:
(In the event the primary beneficiaries are deceased, the contingent beneficiary will receive
the benefit. Employer maintains beneficiary information.)

If this Basic Life policy will replace your existing life insurance policy under your current employer, provide the amount of the previous policy $

important Notes:
= Based on your plan benefits and age, you may be required to complete an evidence of insurability form for Basic Life.

Voluntary Term Life Coverage:  You must be enrolled to cover your dependents. Benefit reductions apply. Please see plan administrator.
Employee

Policy Amount Check one box only

(2$10,000 {1 $20,000 0 $30,000 {1 540,000 3 $50,000* 11 $60,000
1$70,000 {1 $80,000 {1 890,000 {3$100,000 Q$110,000 1$120,000
{1$130,000 1 $140,000 {1 $150,000 1$160,000 {1 $170,000 {1 $180,000
01$190,000 1 $200,000 L1$210,000 21 $220,000 01 $230,000 0 $240,000
01 $250,000 {3 $260,000 2$270,000 2 $280,000 0 $290,000 0 $300,000

*Guarantee Issue Amount. The Health History section must be completed if any amount above the Guarantee Issue Amount is elected.
{3 1do not want this coverage

Add oluntary Life for Spouse
3 50% of employee's amount to maximum $100,000

The Guarantee Issue Amount is $25,000.

*The amount may not he more than 50% of the employee amount for Voluntary Life.

{1 1do not want this coverage

www.guardianlife.com 3




LIFE INSURANCE continved

Add Voluntary Life for Dependent/Child(ren)

Policy Amount

Q1 $10,000*

*Guarantee Issue Amount

*The amount may not be more than 10% of the employee amount for Voluntary Life.
QI 1 do not want this coverage

Have you used any form of tohacco in the past 6 months (e.g., pipe, chewing tobacco) and/or have you smoked cigarettes in the past 12 months?

Employee YesQONo QO

Spouse Yes QO No QO
It you have elected to enroll in Voluntary Term Life Insurance, by electing such coverage do you intend to replace, discontinue, or change an existing policy or contract?
QYes T No
Important Notes:

* Based on your plan benefits and age, you may be required to complete an evidence of insurability form for Voluntary Life.

Name your beneficiaries: (Primary bensficia

fy percentages must total 100%) If electing different beneficiaries that are not the same as those named for Basic Life,
please name below.

Primary Beneficiaries:
Name: Social Security Number:___ - — %
Date of Birth (mm-ddyy): - - Address/City/State/Zip:
Phone: ( ) - Relationship to Employee:;
Name: Social Security Number: - - %
Date of Birth (mm-ddyy): - - Address/City/State/Zip:
Phone: { ) - Relationship to Employee:;
Contingent Beneficiary: Social Security Number: ————
Date of Birth (mm-dd-yy):_ - - Address/City/State/Zip:
Phone: { } - Relationship to Employee:

(In the event the primary beneficiaries are deceased, the contingent beneficiary will receive the benefit. Employer maintains beneficiary information.)

Spouse and dependent/child(ren) - If the intended beneficiary is to be someone other than the employee, please complete the Beneficiary Designation form.

Short-Term Disability (STD) Coverage:

Weekly Benefit
(1 66.7% of safary to a maximum of $250

03 1 do not want this coverage.

Signature

e Anemployee's decision to elect Vision or not elect Vision must be retained until the next plan‘s Open Enroliment period. If the employee elects notto enroll in vision
coverage, they are not eligible to enroll until the plan's next Open Enroliment period.

e  |understand that life insurance coverage fora dependent, other than a newborn child, will not take effect if that de|
facility, or is home confined, or is unable to perform the normal activities of someone of like age and sex.

pendent is confined to a hospital or other health care
e |understand that my dependent(s) cannot be enrolled for a coverage if | am not enrolled for that coverage.
o  lunderstand that the premium amounts shown above are estimations and are for illustrative purposes only.

®  Submission of this form does not guarantee coverage. Amon

g other things, coverage is contingent upon underwriting approval and meeting the applicable eligibility
requirements as set forth in the applicable benefit booklet.




r

Guardian Group Plan Number: 00446216 Please print employee name:

e lunderstand that | must be actively at work or my elected coverage will not take effect untit | have met the efigibility requirements (as defined in the benefit booklet.) This
does not apply to eligible retirees.

e  If coverage is waived and you later decide to enroll, late entrant penalties may apply. You may also have to provide, at your own expense, proof of each person’s
insurability. Guardian or its designee has the right to reject your request.

e  Plan design limitations and exclusions may apply. For complete details of coverage, please refer to your benefit booklet. State limitations may apply.
e | hereby apply for the group benefit(s) that | have chosen above.

e | understand that | must meet eligibility requirements for all coverages that | have chosen above.

e |agree that my employer may deduct premiums from my pay if they are required for the coverage | have chosen above.

e lacknowledge and consent to receiving electronic copies of applicable insurance related documents, in lieu of paper copies, to the extent permitted by applicable law. |
may change this election only by providing thirty (30) day prior written notice.

e |attest that the information provided above is true and correct to the best of my knowledge.

Any person who with intent to defraud any insurance company or other person files an application for insurance or statements of claim containing any materially, false
information or conceals for purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and may
also he subject to civil penalties, or denial of insurance benefits.

The state in which you reside may have a specific state fraud warning. Please refer to the attached Fraud Warning Statements page.

The laws of New York require the following statement appear: Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated
value of the claim for each such violation. (Does not apply to Life Insurance.)

SIGNATURE OF EMPLOYEE X DATE

Enroliment Kit 00446216, 0004, EN

Fraud Warning Statements

The laws of several states require the following statements to appear on the enrollment form:

Alahama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination theraof.

Arizona: For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly presents a false or fraudulent claim for payment
of a loss is subject to criminal and civil penalties.

Califarnia: For your protection California law requires the following to appear on this form: The falsity of any statement in the application shall not bar the right to recovery
under the policy unless such false statement was made with actual intent to deceive or unless it materially affected either the acceptance of the risk or the hazard assumed by
the insurer.

Golorado: It is unlawful to knowingly provide false, incomplete, or misieading facts or information to an insurance company for the purpose of defrauding or attempting to
defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misleading facts or information to a policy holder or claimant for the purpose of defrauding or attempting to defraud the policy
holder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of
Regulatory Agencies.

Connecticut, lowa, Nebraska, and Oregon: Any person who knowingly, and with intent to defraud any insurance company or other person, files an application of insurance
or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto, may be guilty of
a fraudulent insurance act, which may be a crime, and may also be subject to civil penalties.

Delaware, Indiana and Okiahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.

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

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or
misleading information is guilty of a felony of the third degree.

Kansas: Any person who knowingly, and with intent to defraud any insurance company or other person, files an application of insurance or statement of claim containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto, may be guilty of insurance fraud as determined bya
court of law.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim 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.

www.guardianlife.com 5




Louisiana and Texas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit is guilty of a crime and may be subject to fines and
confinements in state prison.

Maine, Tennessee and Washington: it is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding
the company. Penalties may include imprisonment, fines or a denial of insurance benefits.

Maryland : Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly or willfully presents faise information in an
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Rhede Island: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly and willfully presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false, incomplete or
misleading information is subject to prosecution and punishment for insurance fraud, as provided in N.H. Rev. Stat. Ann. § 638:20

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

New Mexico: Any person who knowingly presents a false or fraudulent claim for payment or a loss or benefit or knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to civil fines and criminal penalties or denial of insurance benefits.

Chio: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement is guilty of insurance fraud.

Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim
containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects such person to criminal and civil penaities.

Vermont: Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to penalties under state law.

Virginia: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement may have violated state law.
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GUARDIAN" 0.0, Box 14338 Beneficiary Designation/

Lexington, KY 40512 Change Form
PLEASE TYPE or PRINT CLEARLY. (The entire form, properly completed, signed and dated by the Insured, must be submitted or the changes cannot be processed.)
EMPLOYER/PLANHOLDER NAME: GROUP NUMBER

T A Woods 00446216
EMPLOYEE NAME (LAST, FIRST, M.) SOCIAL SECURITY #

EMPLOYEE HOME ADDRESS (STREET, CITY, STATE, ZIP)

Please indicate the coverage to which the beneficiary(ies) apply: [] Basic Life [] Voluntary Life [] Group Permanent Life [ AD&D [] Accident

I AUTHORIZE Guardian or my employer to record and consider the individuals/instructions that | have named on this form as
beneficiaries for benefits under the applicable employee benefits plan.
(PLEASE COMPLETE THE APPROPRIATE SECTIONS ONLY.)

BENEFICIARY INFORMATION: (Complete to designate a beneficiary or change the beneficiary designation); Include full proper name, relationship and
social security number of proposed beneficiary(s) - i.e. Mary A. Doe, and relationship - i.e. husband, wife, friend, son, daughter.

Primary: Relationship % Social Security # Date of Birth
1) Name
Address Phone# Email

A 0 - - -
2) Name Relationship % Sacial Security # Date of Birth
Address Phone# Email
Contingent: Relationship % Social Security # Date of Birth
1) Name
Address Phone# Email

T ; - : -
2) Name Relationship % Social Security # Date of Birth
Address Phone# Email

If more than one primary and/or contingent Beneficiary is designated and no percentage has been designated, settlement will be made in
equal shares to such of the designated beneficiaries as survive the Insured, unless otherwise provided herein. If no designated beneficiary
survives the Insured, settiement will be made to the estate of the Insured, unless otherwise provided in the Group Plan.

SIGNATURE OF INSURED SIGNATURE OF WITNESS (SOMEONE OTHER THAN BENEFICIARY) DATE

Community Property State Consent for Residents of Arizona, California, ldaho, Louisiana, Nevada, New Mexico, Texas, )
Washington, or Wisconsin. If you are married and live in a community property state your spouse may have a legal claim for a portion of
the life insurance benefit under state law. If you name someone other than your spouse as beneficiary, you may have your spouse sign
below to waive his or her rights to any community property interest in the benefit.

As the insured Employee’s spouse, | am aware that my spouse, the Employee named above, has designated someone other than me to be
the beneficiary of group life insurance under the above policy. | hereby consent to such designation and waive any rights | may have to the
proceeds of such life insurance under applicable community property faws. | understand that this consent and waiver supersedes any prior
spousal consent or waiver under this plan.

Signature of Employee’s Spouse

ALL SIGNATURES MUST BE IN INK

CHANGE IN BENEFICIARY’S NAME (Complete only if the name has been legally changed.)

FROM (WAS) TO (NOW IS) SOCIAL SECURITY # DATE

CHANGE IN INSURED’S NAME (Complete only if the name has been legally changed.)

FROM (WAS) TO (NOWIS) SOCIAL SECURITY # DATE

SIGNATURE OF INSURED DATE

ANY CHANGES IN DEPENDENT STATUS AND/OR NAME OF INSURED SHOULD BE REPORTED TO THE GROUP FIELD
SUPPORT DEPARTMENT ON THE APPROPRIATE FORM

THIS SECTION TO BE COMPLETED BY GUARDIAN/or THE PLANHOLDER ONLY.

This is to certify that the following changes have been recorded in connection with the insurance for the above named insured.
[} The BENEFICIARY has been changed (] The NAME of the BENEFICIARY has been changed '] New Employee

Recorded by Date
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