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PPO GROUP INSURANCE COVERAGE | Fully Insured Coverage:
New Supplemental TO PARTICIPATE IN Group No. Unit No.
Notes THE PREFERRED PLAN Self Funded Medical Coverage:
General Employer Information GrowpNo._______ UnitNo.
Employer:
Correct Legal Name

Address:

Number Sireet P.O.Box

City County State Zip Code Phone No. Fax No.

Type of Ownership: Corporativi Partnership Proprictorship ~ Employcr Tax ID#
Type of Business: ~ Manufacture Sales Service  SIC Number:

Main or Primary Product or Service:
Describe any occupational hazards:

Will this replace any existing group?

YES NO NAME OF DATE OF
- CARRIER TERMINATION
Life Insurance Plan
Dental Insurance Plan
Medical Insurance Plan i
Replacement of
MedicaiDeductible? NA NA

®  Please do not cancel your current group insurance coverage until you have been advised that coverage
with our Company has been approved. Coverage will not become effective unless (a) this application is
accepted and approved by an officer or underwriter of Trustmark Life Insurance Company and (b) the
proper participation requirements have been met.

Number Number Employer Desired
Eligible Applying Contribution | Effective
Yo Date

Group Life & AD&D

Dependent Life

Group Short Term Disability

Group Dental
Employee

Employee & Family

Group Medical
Employee

Employee & Spouse

Employee & Child(ren)

Employcc & Family

TPP ER-12(1-98)
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PLAN FEATURES

PLAN BENEFITS

[0 Group Life & AD&D Classification

Amount of Insurance

tass I

lass IT

alelo

Tass 111

Dependent Life

Spouse $5,000
Child-Birth to 6 Months Old $100
Child-6 Months and Oider $2,000

Group Short Term Disability Classification

Class Plan ..
Class I 60% of Salary to a maximum of
Class Il Fixed Benefit —

Ol _ Group Long Term Disability

COMPLETE LTD APPLICATION

£1 Group Dental

Calendar Year Maximum Benefit

Calendar Year Deductible Applies to.
Calendar Year Coinsurance Preventive General Prosthetic
Orthodontic Services Yes No





[image: image3.png]1. How many hours per week must an empioyee work for your company in arder to be considered a “full-time' employee and
eligible for group insurance benefits?
2. List by first initial and last name all employees who arc actively working full time. (Usc a separate sheet, if necessary)

3. List by name all who arc actively working part time.

4. Arc there any empioyces paid strictly on  commission basis? __ Yes ___ No
Jf Yes, what arc their names and occupations?

5. Arethore any relatives of officers working for your firm? ___Yes ___No If Yes, state name, relationship and number of
hours wotked per week.

6. Arc cmployees employed in any office or plants other than the firm’s principal focation? ___ Yes ___No If Yes, please list the
locations, number of emptoyees at each location and explain the circumstances.

7. Tothe best of your knowledge, has any employee or dependent eligible fur group insurance ever has cancer, diabetes. hieart problems,
high blood pressure, kidney disordet. mental or nervous disorders or in the past five years any other serious health problems?
Yes No If Yes, please explain the details of who, what and when:

3. Arcyou aware of any existing or_contemplared hospitalization, disabilifics, of waiver of premium claims on any individual proposed for

insurance? Yes No If Yes. please explain desails

9. A any classes of active full time employces to be excluded? Yes No If Yes, please explain details:

10, Are all cligible cmployees, panners, of proprietors vovered by Worker's Compensation” Yes No If Yes. the name of the
carrier is: If No, explain

Name of employees not covered by Worker's Compensation:

11, All new employees who complete “month(s) of active full-time employment shall be cligibic to apply for coverage. This applics
to initial enroflees. Yes No

FMPLOYER AGREEMENT AND $UBSCRIPTION TO TRUST

The undersigned hereby applies for Group Insurance Benefits set forth above and subscribes to and agrees to be bound by the terms and
conditions of the Trust Agreement establishing T1IE PREFERRED PLAN.

1. The employer will fumnish and maintain the records necessary to the administeation of the plan: will report changes to and from the group:
will pracess claims promptly as they occur; and will make al} premium payments in accordance with the terms of the plan.

2. Any employee contributions will be collected through payrall deductions made hy the employer.

3. Premium Deposit $

4. The group insurance is subject to the terms and conditions of the policy applied for and will take effect as of the effective date requested.
provided that this application is approved at the Home Office of Trustmark Life Insurance Company

EMPLOYER:

(CORRECT LEGAL NAME)

SIGNATURE:

Name) - (Titley (Date)
AGENT’S REPORT

Do you know anything unfavorable about this risk or any individual proposed for insurance which has not been disclosed on this application?
Yes No  H Yes, explain:

Name of Correspondent: Name of Soliciting Agent
1 hereby centify that all of the information contained in fhis application is correct to the best of my knowledge and | know nothing unfavorable
about this risk or any individual proposed for insurance except as noted above

WCCK Agent Signature:

P.O. Box 2697 300 W. Douglas Suite 800 Wichita, Kansas 67201
Mailing Address Street Address City State Zip Code





[image: image4.png]~ GROUP MEDICAL

The proposal, which details the Medical Plan
features and benefits, is attached. This proposal
represents the plan for which we are applying.

YES

NO





[image: image5.png]THE PREFERRED PLAN GROUP INSURANCE ENROLLMENT CARD

Name of Employee (Last) (First) (Middie) Social Security Number Date of Birth Sex
Name of Spouss {Last) (First) (Middle) Social Security Number Datte of Birth

Home Address City and Zip Code Date of Full-Time Employment
Participating Employer Occupation or Position

Marial status: O Married U Singie U Separated Are your dependents (spouse andlor chidren) covered under anciher group pian? O Ves JNa Do you have dependent chigron™ 3 vas O o

Are you covered under your spouse’s employer health plan? J Yes U No
Spouse’s Employer (Name of Co.), location and phone number:

Unmarried Eligible Dependent Children as detined in the policy Date of Bith
Last Name First Name Initial Relationship Social Security No. Year
. |
2 _ |
) _
. |
COVERAGE APPLIED FOR:
Group Lite and AD & D Insurance: §
Amount Full Name of Beneficiary Relationship
Group Dependent Lite insurance: Yes No
Group Short Term Disability Insurance: Yes ____ No Present Monthly Earnings $
Group Long Term Disability Insurance: Yes No
Group Comprehensive Major Medical Insurance: [ Gif Only Sell & Spouse Only ____ | Self & Children Only [ seit & Family ? do not wish 1o bs covered ____
Group Comprehensive Dental Insurance:  [sett Only [ Selt & Family 1 do not wish to ba covered

Optional Coverage: | accept Q deny 3 coverage, nal monthly prermium chargae, for normal an_?“w. expenses at birth of the birth mother of a child | adopt within 80 days of the
birth. Coverage will be subject to having elec verage under Eo»macv policy covering the insured and the same policy provisions and limi ns of the group policy covering
the insured, including any coordination of bene ions applicable to other coverage available to the birth mother. Coverage will bacome stfective on the later of the sifective date of
the insured under the group palicy or July 1, 1990, provided the applicable premium is paid.

U lacknowledge that il am a ime employes of the above Participating Employer and | authorize payrolt deduction of the necessary premium.
Q1 waive my rights to apply for coverage for mysell and my eligible dependents under any portion of The Preferrsd Plan not requested above, because:
a.lhave other insurance O b. My dependants (spouse and/or children) have other insurance O ¢. other Q  (please state)
| understand that if | elect to enroll at a later date, medical coverage may be denied in ac.ordance with plan provisions and evidence of insurabliity will be required for all other coverages
Adenin. Use Onty
4
Date Signed Empioyes's Signature
Effective Date

Disability Plan

Deductible plan  $1000 $2500 $5000 $1,000 Q

Replacement LO AD&D O MedD OtherQ

TPP-EE (3/99)

TRUSTMARK LiFE INSURANGE COMPANY Please detach and retain for your records

400 FIELD DRIVE, LAKE FOREST, ILLINOIS 80045-2581

tn compliance with Public Law 91-508, an investigative consumer report may be made within the next few days which provide applicable and relevant material conceming character.
general reputation, personal characteristics and mode of living of any persons to be covered. This report will be obtained through personal rviews with friends, neighbors, and
associates. Upon written request to the TRUSTMARK Life Insurance Company, a complete and accurate disclosure of the nature and scope of the investigative consumer report, # one is
made, will be provided.
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1.Employee’'sHt ______ Wt
2. Complete ths following for ail dependents to be insured:

Nama Reistionship to Employse Sex Helght Welght Oute of Bivthy

3. Have you or has any dependent who is to be insured:
(a) Been Hospltal confined, had a surgical operation or consulted a physician in the past three yoars? Yes

®

No

Ever had symptoms of; diagnosis of; or treatment for any disease or disorder of the back, heart, intestinal tract, lungs or kidneys; high
or low blood pressure; amputations; cancer or umor, diabetes; epliepsy; hemia; rheumatic fever, mental or nervous rdar;

cc::o.s._sm”. disorder; aver or underweight; aicohol or drug usags; moﬂ::& immune deficlency syndrome (AIDS); AIDS related
complex or AIDS related conditions or tested positive for antibodies to AIDS (Human Y-cell Lymphoatropic, Type lil, HTLV 1ll) virus?
Yas No

{c) Ara yau or Is any dependent now pregnant or have any reason to believe you or any dependent is pregnant? Yes ___ No

-

Detalls on any "Yes" answer to question 3, M-v. %5. or {¢). {Include name of person to be insured, nature of iliness or disorder, date,
._ouso:ﬁ Sﬂ_‘v__oooﬁ_.s any prescribed medication and dosage currenily used, and name and address of u:ﬁ_n_-:?nuv_i_
consuited.

5. Are you and all dependents who are to be insured now In good heaith; free from any physical defect, injury or disorder; and not
under medical care?

Yes No

If No, please explain (other than already mentloned above):

| heraby represent that all staternents and answers herein are full, complete and true to the best of my knowledge and belief.

1 authorize any of the following to disclose to TRUSTMARK Life Insurance oo_.:um:w. Lake Forest, lllinois, any data it has on me or my health or the health of my
family: (1) any ficensed physician or other medical practitioner; (2) any hospital, clinic or other medical or m .B__m related facility; (3) any insurance company; (4)
the ,Mm ical Information Bureau; or @am:Q_ other organization, institution or person that has data on me or my heatth or the health of my family. | also authorize such
disclosure of data to the reinsures of TRUSTMARK Life Insurance 0033:«. | walve, to the extent allowed by law, all provisions of law forbidding such disclosure. |
=%hm _ﬂ:ﬁ_ waiver on behaif of myself and any person who shall have or claim any interest in any insurance Issued hereon. A copy of this shalf be as valid oy the
original.

| acknowledge that | have received the investigative Consumer Reports Notification.
Any fee required for this Information by any physician, hospital, or clinic will be tha applicant's responsibility.
Application

mdeadt oo
City State Signature of Appticant Date

Please detach and retain for your recerds
tnformation regarcing your iwurabiity wil be trosted ss confidential. TRUSTMARK Life ineunanos Company may, howeaver, make a briel report herson o tho Medica! Iformation Buroau, i nan-profi mammbership arganization of fo

inaursnon ios, which oporatis an informition exchangs on behall of s members. £ you apply 1o anciher Bureau mombor company for Wo or hoskh euranco covarags, of B olaim for banattn i SubmRtted 1o suzh B
company, the Burssu, upon rocuoat, wil supbly such cormpany wilh the lnformation in ks (e, :

tpon of rouee rom you. he Buresu i amange dicloeurs of ary éaralion § mey have on . (Wedical faraton wi be sclosed any o your atawing piycan, i you qsstion he of Information in tha
Bursau's ‘YOu May contact the Bureau and sesk & comection in ‘with the procedures sel i the Fedoral Fair Credit Reporting Adl. The address of 's information office i Post Box 105, Essex

P

Siwion, Boetan, Massachuseits 02112, Teloptione Numbe (617) 426-3060. o .
TRUSTMARK Life Insuance Gompary mey Bieo release informetion in its il to othes fifo ineuranco companies to whom yous may apply for We or health Ineurance, or to whom & claim for banefits may e suxvited.




