Enrollment
Application

fe

Follow these easy steps to apply for a Humana Medicare Supplement
iInsurance policy.

Have Your Medicare Card Ready

Please print legibly and complete the entire form. You will need to fill in the
information exactly as it appears on your Medicare card. Each person must
complete a separate application.

B} Read and Complete Other Coverage Information

Be sure you read and understand the information before completing this section. If
you intend to replace your current Medicare Supplement policy or Medicare Advantage
plan with this policy, be sure to complete the enclosed form titled Notice to Applicant
Regarding Replacement of Medicare Supplement Insurance or Medicare Advantage.

Please note: If you are under the age of 65 and have been diagnosed with End Stage
Renal Disease (ESRD) you are not eligible to apply for coverage.

Complete Guaranteed Issue

Please fill out this section if you are eligible for guaranteed issue. If you are submitting

a Notice of Replacement, please provide the criteria qualifying you for guaranteed
acceptance on the form. For example, if you qualify for guaranteed acceptance due to a
Medicare Advantage plan exit, please check “Disenrollment from a Medicare Advantage
plan” and indicate that your plan is exiting the market and no longer available.

Read and Complete Medical Questions
a Determine Your Premium

B Be Sure to Include Your Initial Premium Payment

Your first month’s premium payment must be included. This is necessary even if you
choose our Automatic Bank Withdrawal or Auto Credit Card Charge options for future
premium payments.

Sign and Date the Enrollment Application

Humana.
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» Please print clearly and press hard.

+ Use blue or black ink only.

« Completely fill the ovals.

Correct Mark Incorrect Marks

o DO ® ®

+ Print legible numbers and capital block letters in the boxes.
Correct Numbers and Letters

123 ABC
+ Print only one character per box.
« If you make a mistake, correct it by crossing out the box and writing the letter/number

above or below the box as shown. Be sure to initial any and all
corrections made. T

SiMLXiH

« When filling out dates, such as effective dates or birth dates, be sure dates appear in the
MMDDYYYY format. No dashes or spaces are necessary.

013,214,120, 1,0,
Required Fields Optional
Must Be Completed Fields

H i

Sample Check
(If you are choosing the auto
bank withdrawal.)

Routing Account
Number Number



o

STAMP DATE MUO001 Humana Insurance Company

2432 Fortune Drive, Lexington, KY 40509

LAST NAME
ADDRESS

ADDRESS (continued)

FIRST NAME MI

APT OR STE#

COUNTY

CITY STATE ZIP CODE
TELEPHONE DATE OF BIRTH
/ -
GENDER OOM OOF
MAILING ADDRESS (only if different from above street ADDRESS) APT OR STE#

CITY

E-MAIL ADDRESS (optional)

STATE ZIP CODE

(E-mail address, if available, will be used as a means to communicate only coverage information.)

Select the policy you are

applying for:
O PlanA O PlanK
O PlanB O PlanlL
O PlanC O PlanN
O PlanF

(O High Deductible Plan F

PROPOSED EFFECTIVE DATE
/ 01 / 2 0

Please complete the information below as it appears on your
Medicare card.

MEDICARE NUMBER

IS ENTITLED TO EFFECTIVE DATE
HOSPITAL INSURANCE (PART A) / /
MEDICAL INSURANCE (PART B) / /

PERSON TO NOTIFY IN AN EMERGENCY (optional):

LAST NAME

RELATIONSHIP TO APPLICANT

| cA85026M10N2

FIRST NAME MI

TELEPHONE
/ -

AGENT NUMBER (SAN)
» You Must Read and Sign J
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2] Other Coverage Information

You do not need more than one Medicare Supplement policy.

If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need muiltiple coverages.
You may be eligible for benefits under Medi-Cal or Medicaid and may not need a Medicare Supplement policy.

If, after purchasing this policy, you become eligible for Medi-Cal or Medicaid, the benefits and premiums under

your Medicare Supplement policy can be suspended, if requested, during your entitlement to benefits under Medi-Cal
or Medicaid for 24 months. You must request this suspension within 90 days of becoming eligible for Medi-Cal or
Medicaid. If you are no longer entitled to Medi-Cal or Medicaid, your suspended Medicare Supplement policy (or, if that
is no longer available, a substantially equivalent policy) will be reinstituted if requested within 90 days of losing Medi-Cal
or Medicaid eligibility.*

« If you are eligible for, and have enrolled in a Medicare Supplement policy by reason of disability and you later
become covered by an employer or union-based group health plan, the benefits and premiums under your Medicare
Supplement policy can be suspended, if requested, while you are covered under the employer or union-based group
health plan. If you suspend your Medicare Supplement policy under these circumstances, and later lose your employer
or union-based group health plan, your suspended Medicare Supplement policy (or, if that is no longer available, a
substantially equivalent policy) will be reinstituted if requested within 90 days of losing your employer or union-based
group health plan.*

*If the Medicare Supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare
Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage,
but will otherwise be substantially equivalent to your coverage before the date of the suspension.

« Counseling services are available in this state to provide advice concerning your purchase of Medicare supplement
insurance and concerning medical assistance through the Medi-Cal program, including benefits as a qualified Medicare
beneficiary (QMB) and a specified low-income Medicare beneficiary (SLMB). If you want to discuss buying Medicare
supplement insurance with a trained insurance counselor, call the California Department of Insurance's toll-free
telephone number 1-800-927-HELP, or access the department's Internet Web site, www.Insurance.ca.gov and ask how
to contact your local Health Insurance Counseling and Advocacy Program (HICAP) office. HICAP is a service provided free
of charge by the State of California.

Yes or No answers are required to the following questions. If you have lost, or you are losing or replacing, other
health insurance coverage and received a notice from your prior insurer saying you were eligible for guaranteed
issue of a Medicare Supplement insurance policy, or that you had certain rights to buy such a policy, you may be
guaranteed issue in one or more of our Medicare Supplement plans. Please include a copy of the notice from your
prior insurer with your application.
PLEASE ANSWER ALL QUESTIONS TO THE BEST OF YOUR KNOWLEDGE.
1. a. Did you turn age 65 in the last six months? C Yes CO No

b. Did you enroll in Medicare Part B in the last six months? C Yes CO No

If yes, what is the effective date? / /
2. Are you under the age of 65 and eligible for Medicare due to End Stage Renal Disease (ESRD)? O Yes CO No

3. Are you covered for medical assistance through California’s Medi-Cal program? ¢ Yes CO No
(NOTE TO APPLICANT: If you have a share of cost under the Medi-Cal program, please answer NO to this question.)
a. If yes, will Medi-Cal pay your premiums for this Medicare Supplement policy? O Yes CO No
b. Do you receive any benefits from Medi-Cal OTHER THAN payments toward your Medicare Part B premium?
O Yes OO No

4. If you had coverage from any Medicare plan other than Medicare within the past 63 days (for example, a Medicare
Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below. If you are still covered under this
plan, leave “END” blank.

START / / END / /

a. If you are still covered under the Medicare plan, do you intend to replace your current coverage with this new
Medicare Supplement policy? O Yes CO No

b. Was this your first time in this type of Medicare plan? C Yes CO No
c. Did you drop a Medicare Supplement policy to enroll in the Medicare plan? C Yes CO No

| cA85026M10N2 > You Must Read and Sign ]
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5. Do you have another Medicare Supplement policy in force? O Yes CO No

a. If so, with what company?
What plan do you have?
b. If so, do you intend to replace your current Medicare Supplement policy with this policy? C Yes CO No

6. Have you had coverage under any other health insurance within the past 63 days? (For example, an employer, union,
or individual plan.) O Yes CO No

a. If so, with what company?

What policy do you have?
b.  What are your dates of coverage under this policy? (If you are still covered under this policy, leave “END” blank.)

START / / END / /
c. Do you intend to replace your current healthcare coverage with this Medicare Supplement policy? C Yes CO No

Guaranteed Issue
PLEASE ANSWER THE FOLLOWING QUESTIONS TO THE BEST OF YOUR KNOWLEDGE.

1. Are you applying for coverage during your Medicare Supplement Open Enrollment Period? O Yes CO No
If yes, please go directly to Section 6.

2. Have you lost, or are you losing or replacing, other health coverage which would qualify you for guaranteed
issue? O Yes OO No
If yes, please go directly to Section 6. Additionally, if you are submitting a Notice of Replacement, please provide the
criteria qualifying you for guaranteed acceptance on the form. For example, if you qualify for guaranteed acceptance
due to a Medicare Advantage plan exit, please check "Disenrollment from a Medicare Advantage plan" and indicate
that your plan is exiting the market and no longer available.

3. Have you lost or are you losing Medi-Cal or Medicaid coverage which qualifies you for guaranteed issue?

O Yes OO No
If yes, please go directly to Section 6.

If you answered yes to any question in this section, you qualify for the Preferred rates.

Medical Questions

IF YOU ARE APPLYING FOR COVERAGE DURING YOUR MEDICARE SUPPLEMENT OPEN ENROLLMENT PERIOD OR
QUALIFY FOR GUARANTEED ISSUE, YOU ARE NOT REQUIRED TO ANSWER THE FOLLOWING MEDICAL QUESTIONS.

PLEASE ANSWER ALL QUESTIONS TO THE BEST OF YOUR KNOWLEDGE.

HEIGHT FT IN WEIGHT LBS

1. Have you been hospitalized within the lASt YEAr?........c.eeereeriere e O Yes OO No OO Not Sure
2. Have you been confined to a nursing facility within the last year? ..., O Yes OO No OO Not Sure
3. Are YOU DEAMNAAEN? ...ttt O Yes OO No OO Not Sure
4, Are you confined to @ WhEEICNAII? ...t ssees O Yes OO No OO Not Sure
5. Have you used supplementary oxygen within the last year? ........ennnneenenn. O Yes OO No OO Not Sure
6. Have you received Home Health care within the last 90 days?.........cccceevevverrrierriennnnes O Yes OO No OO Not Sure
7. Have you ever been treated or diagnosed by a physician or medical professional for Acquired Immune Deficiency Syndrome

(AIDS) or AIDS Related Complex (ARC)? (NOTE: California law prohibits an HIV test from being required or used by health
insurance companies as a condition of obtaining health insurance coverage.) ................. O Yes OO No OO Not Sure

| CA85026M10N2 > You Must Read and Sign ]
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8. Do you currently have, or in the past 3 years have you had, been diagnosed with, or had a physician or medical
professional advise you to have treatment for any of the following?

Adrenal GLANA DISOIAEN ........vcvveeeeceeeeeeeeeeee ettt sas s s s s sesaes O Yes OO No OO Not Sure
ALCONOL OF AIUG ADUSE ..ottt O Yes OO No OO Not Sure
AlZNEIMEI'S OF DEMIENTIA ..ottt O Yes OO No OO Not Sure
AINPULALION oottt sttt sttt essenses O Yes OO No OO Not Sure
Amyotrophic Lateral Sclerosis (ALS) (Lou Gehrig’s DISEASE) ......vurereenreereereneesreerenenns O Yes OO No OO Not Sure
AANBUIYSIM oottt O Yes OO No OO Not Sure
Artificial openings for feeding or eliMIiNALION c......cc.eviririrecrese e O Yes O No OO Not Sure
Atrial fibrillation (A-fib) or heart arrhythmias ... O Yes OO No OO Not Sure
Bed SOre (DECUDITUS ULCET) ...ttt O Yes OO No OO Not Sure
BlOOA CLOTS ...ttt sttt s ssas s s sanaeens O Yes OO No OO Not Sure
BIGIN EUMIOL ottt sttt ettt a s e ssassseas O Yes OO No OO Not Sure
CArOtid Artery DISEASE ......euueerieeniierise it sessssss s ssssssss st ssss st st sssssssss st ssees O Yes OO No OO Not Sure
Cerebral NEMOIMNAGE ...ttt O Yes OO No OO Not Sure
CErebIAL PALSY (CP) oottt sttt O Yes OO No OO Not Sure
Chest pain (Angina Pectoris) or NEArt QttACK ... ..o O Yes OO No OO Not Sure
Chronic Obstructive Pulmonary Disease (COPD) (Chronic Bronchitis or Emphysema) C Yes O No O Not Sure
Chronic Kidney DiSEASE (CKD) ..uvuvuruererieeiierisseessissiesssssssssssssssssssssssssssssssssssesssssssssssssssssnses O Yes OO No OO Not Sure
CITNOSIS OF TNE LIVET ..ttt aaes O Yes OO No OO Not Sure
Coma, brain compression/anoxic damage or severe hedd iNJUIY ... O Yes OO No OO Not Sure
CPONNS DISEASE ...ttt sttt s en st esesssessanees O Yes OO No OO Not Sure
CYSTIC FIDIOSIS (CF) couurierieenienieseiieiiesise e sssesses st st st sss st sttt ss s O Yes OO No OO Not Sure
Depression Or Bipolar DISOIAENS ...t sessssssssss s ssesssssssssssssssessnes O Yes OO No OO Not Sure
Diabetes with acute COMPLCALIONS......c.cvueveeiirieieeeeeee e saes O Yes OO No OO Not Sure
Diabetes with neurologic or peripheral circulatory manifestation..........ccoeveveereeneence O Yes OO No OO Not Sure
Diabetes with opthalmologic MaANIfeStatioN. ... O Yes OO No OO Not Sure
Diabetes with renal MANIfESTAtION. ..ot O Yes OO No OO Not Sure
Enlarged heart (CardiomMyOPAENY) ...t ssessans O Yes OO No OO Not Sure
Epilepsy (seizure disSorder Or CONVUISIONS) ........cuueeeriimeieeeeisneieneeesseiesesesssesssesesssesssesnes O Yes OO No OO Not Sure
EXtensive third dEGree DUIMS ...ttt ssaes O Yes OO No OO Not Sure
Hardening of the heart arteries (Coronary Artery Disease) (CAD or CHD)......cecevvenece. O Yes OO No OO Not Sure
Heart failure (Congestive Heart FAIlUre) (CHF) ..o O Yes OO No OO Not Sure
HEMOPNIIG oottt anes O Yes OO No OO Not Sure
HEDAELITIS B OF Coreoee ettt O Yes OO No OO Not Sure
Hip fracture or diSIOCALION ...ttt sanes O Yes OO No OO Not Sure
HUNEINGEON'S DISEASE ..o et sissssssssessssssss st sssssse st ssse st sssssses st ssssessanes O Yes OO No OO Not Sure
L (Y a o1 alo] alcl=) U O Yes OO No OO Not Sure
Intestinal obstruction/Perforation ... saesanes O Yes OO No OO Not Sure
Kidney failure (renal failure) or End Stage Renal Disease (ESRD) ........c.vvvrvvenreneerrienrennee O Yes OO No OO Not Sure
LEUKEIMUG vttt ss s s st s s sensssssssssnssas O Yes OO No OO Not Sure
Lupus (Systemic LUpUS ErythemMALOSIS) .....ceueeeremrerereieiecireisseieniseeeseiesese s s O Yes OO No OO Not Sure
MOINUEFTEION. 1+ttt sttt s esassessssssasaenans O Yes OO No OO Not Sure
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MAFfAN SYNAIOMIE ..ottt sttt saes O Yes OO No OO Not Sure
MULLIPLE SCLEIOSIS (MS) couveieieieriieieeie ettt sanes O Yes OO No OO Not Sure
MUSCULGE DYSEIOPRNY covvriierierieeieiisiiesesisssss sttt saes O Yes OO No OO Not Sure
MyaStNENIA GIAVIS (MG) c.uvverveereieriieiesisesses s sssssse s sssssssssssssessssssssssssssssssssssssssssssssnssssanes O Yes OO No OO Not Sure
OrgaAN ErANSPLANT oottt O Yes OO No OO Not Sure
PAGEE'S DISEASE ...cvvrrerreeiieiieesiies sttt bbbt saes O Yes OO No OO Not Sure
PONCIOALITIS ...ttt ettt s essesenessansseas O Yes OO No OO Not Sure
PAFALYSIS 1ottt sttt snes O Yes OO No OO Not Sure
PAIKINSONS DISEASE ..ottt st ss s ssasnssssssassnneans O Yes OO No OO Not Sure
Peripheral Vascular DISEASE (PVD) ......owiuierieereserenesnsisesssssssssssssssssssssssssssssssssssssssssssssssanes O Yes OO No OO Not Sure
o T<T0] o g Y] a1 [OOSR O Yes OO No OO Not Sure
POLYMYOSITIS 1uvvvoveeierisieiiesseis st ss sttt saes O Yes OO No OO Not Sure
RESPIFAtOr AEPENABNCE ...ttt sttt saes O Yes OO No OO Not Sure
RNEUMALOIA ATAIILIS oot O Yes OO No OO Not Sure
SCRIZOPNIENIA ..ottt bbbt O Yes OO No OO Not Sure
SICKLE COLL ANBIMNIG. .ttt ettt senees O Yes OO No OO Not Sure
Slipped disc (Degenerative DISC DISEASE) ... ssesssesssssssssssssesseees O Yes OO No OO Not Sure
Spinal cord diSOrdErs OF INJUIIES ........uuvurverieeeiseeeeeiee et enes O Yes OO No OO Not Sure
SPINAL SEENOSIS ovvvevveririiieiiee sttt ss sttt sttt O Yes OO No OO Not Sure
Stroke (Cerebral Vascular ACCIAENT) (CVA) ..ot eeeeeeeseeeeene O Yes OO No OO Not Sure
SUICIAE GEEEMIPL.. .ttt sttt O Yes OO No OO Not Sure
TUDEICULOSIS ettt sttt ss s seneesnees O Yes OO No OO Not Sure
ULCEIATIVE COLILIS. c.uviveivieieiee ettt sesasassasaenans O Yes OO No OO Not Sure
Uncontrolled high blood pressure (Hypertension) .........c..reereeenssenssessssessseessans O Yes OO No OO Not Sure
Uncontrolled high ChOIESEEIOL ...t O Yes OO No OO Not Sure

9. Please list any prescription drugs (full medication name) you are currently taking or have taken within the past
12 months:

a Premium Determination

Responses to these questions are not required if applying during your Medicare Supplement Open Enrollment Period

or if you qualify for Guaranteed Issue as indicated in Section 3. All other applicants must answer these questions.
1. Did you have Medicare coverage prior to age 65? O Yes CO No
2. Have you used tobacco products within the last 12 months? O Yes CO No

If your application is accepted, and you answered No to both questions, you qualify for the Preferred rates. To determine

your premium, refer to your Outline of Coverage.

@85026M10N2 > You Must Read and Sign
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6 | Payment Options
PREMIUM QUOTE
. Premium quoted
INITIAL PAYMENT Amount you are submitting with your application. You must submit at least your first

. month’s premium.

CHECK NUMBER MONEY ORDER

Please enter ACH in the Check Number fields if your preferred
method of initial payment is automatic withdrawal.

DEPOSITORY BANK NAME

ROUTING NUMBER ACCOUNT NUMBER O Checking O Savings
H H] [ "

CREDIT CARD NAME O MasterCard O Visa O Discover
CREDIT CARD NUMBER EXPIRATION DATE

Future Payment options: (O Same as above (O Automatic Withdrawal (O Coupon Book (O Auto Credit Card Charge
DEPOSITORY BANK NAME

ROUTING NUMBER ACCOUNT NUMBER (O cChecking <O Savings
H H| m *

If you choose the auto credit card charge option, complete the following: > MasterCard O Visa (O Discover
CREDIT CARD NUMBER EXPIRATION DATE

I hereby authorize Humana to initiate debit/credit entries to my checking/savings account or my credit card account, as
indicated above, in amounts appropriate to my coverage; and authorize the bank named above to debit/credit the same
to such account. I authorize Humana to change the amount of the debit/credit, provided that I am given advance written
notice. This authorization is to remain effective until I give Humana and the bank reasonable notice of termination.

[ understand that if my application is not submitted during an open enrollment or guaranteed issue period, Humana
has the right to reject my application and any premiums paid will be refunded. I also understand that the policy will
not pay benefits for stays beginning or medical expenses incurred during the first three months of coverage if they
are due to conditions for which medical advice was given or treatment recommended by or received from a physician
within six months prior to the insurance effective date. Coverage is not limited if you enroll during an open enrollment or
guaranteed issue period or satisfy the creditable coverage requirements.

Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an insurer, submits an
application or files a false or deceptive statement may be subject to prosecution for fraud.

California law prohibits an HIV test from being required or used by health insurance companies as a condition of
obtaining health insurance coverage.

The undersigned applicant and agent certify that the applicant has read, or had read to him or her, the completed
application and that the applicant realizes that any false statement or misrepresentation in the application may result
in loss of coverage under the policy. The applicant further acknowledges receipt of the currently available Outline of
Coverage and the “Choosing a Medigap Policy: A Guide to Health Insurance for People with Medicare” publication.

| cA85026M10N2 > You Must Read and Sign ]
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Signature & Date

APPLICANT’S SIGNATURE: SIGNATURE DATE:

/ /
Did you help complete, advise, or answer questions regarding this application, medical underwriting, and/or
health coverage being applied for? To the best of your knowledge is the information on this application complete

and accurate and did you explain to the applicant in an easy-to-understand language the risk to the applicant of
providing inaccurate information and the applicant understood the explanation? (O Yes CO No

If yes, who did you help? O Applicant O Power of Attorney

Notice: If you state as an agent any material fact that you know to be false, you are subject to a civil penalty of up to ten
thousand dollars ($10,000).

AGENT’S SIGNATURE: SIGNATURE DATE:
/ /

Sales Agent - Please list: All health insurance policies sold to the applicant which are still in force and all health insurance
policies sold to the applicant within the past five years which are no longer in force (if none or not applicable, write NONE)

COMPANY TYPE
COMPANY TYPE
If you are the authorized legal representative, you must sign above on behalf of Applicant and provide the following
information:
LAST FIRST
NAME NAME MI
STREET
ADDRESS
CITY ST yaly
RELATIONSHIP
TELEPHONE / B TO APPLICANT

OFFICE USE ONLY

WRITING AGENT
Gl e nn Phi |l I 1 p s
COMMISSION AFFINITY
WRITING AGENT ID LEVEL MGA CODE MKTS CODE
5 4
AGENCY (optional) AGENCY ID

| cA85026M10N2 > You Must Read and Sign ]



Insured by Humana Insurance Company

Humana.
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Discrimination is against the law

Humana Inc. and its subsidiaries (“Humana”) comply with applicable federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age, disability or sex. Humana does not exclude
people or treat them differently because of race, color, national origin, age, disability or sex.

Humana provides:

« Free auxiliary aids and services, such as qualified sign language interpreters, video remote interpretation,
and written information in other formats to people with disabilities when such auxiliary aids and services are
necessary to ensure an equal opportunity to participate.

+ Free language services to people whose primary language is not English when those services are necessary
to provide meaningful access, such as translated documents or oral interpretation.

If you need these services, call 1-800-866-0581 (TTY: 711)or send an email to Accessibility@humana.com.

If you believe that Humana has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability or sex, you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call 1-800-866-0581 (TTY: 711).

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019. If you use a TTY, call 1-800-537-7697.

Complaint Forms are available at www.hhs.gov/ocr/office/file/index.html.

Humana.
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Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language assistance services, free of charge, are
available to you. Call 1-800-866-0581 (TTY: 711).

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. Llame al 1-800-866-0581 (TTY: 711).

P (Chinese): X | IR TEALIEP EAIU R EESES EBRT - 55%E 1-800-866-0581
(TTY: 711) °

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngén

ngl mién phi danh cho ban. Goi s6 1-800-866-0581 (TTY: 711).

#320| (Korean): 2| : $t=20{E AI83tAlE 2R, 210 X[ MH|AE 22 Z 0|83HA 4 U&LICE. 1-800-866-0581
(TTY: 711)H22 sl FAAIL .

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagaloq, maaari kang gumamit ng
mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-866-0581 (TTY: 711).

Pycckumia (Russian): BHVIMAHWE: Echv Bbl rOBOPUTE Ha PYCCKOM SA3blKe, TO BaM AOCTYMHbI
6ecnnaTHble ycnyru nepesoga. 3BoHuTe 1-800-866-0581 (Tenetawn: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib
gratis pou ou. Rele 1-800-866-0581 (TTY: 711).

Francais (French): ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-866-0581 (ATS:711).

Polski (Polish): UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 1-800-866-0581 (TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos,
gratis. Ligue para 1-800-866-0581 (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-866-0581 (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-800-866-0581 (TTY: 711).

4 =)l (Arabic):
1-800-866-0581 @853 bl .oylonally cll y819:5 dy g3l e lusall Oilans )18 d8l1 (S3I Erames S 13] s golo
(717 Sl s mall Caila o8 )
B#:E (Japanese): FEBEE  HAFEZEIN 356, BEROSEXIRECFABVLIFET, 1-800-866-0581
(TTY :711) £T. BBFEICTITERIESIU,

s«yLé (Farsi):
1-800-866-0581 |y xnly o alyd las gly o 8aly Sysny 313 3egud 1455 0 6528 )6 ()33 e ST e 55
Ay el (TTY: 711)

Diné Bizaad (Navajo): Dii baa akd ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee
aka'anida’awo’dé¢’, t'aa jiik'eh, éi na holg, kojj’ hodiilnih 1-800-866-0581 (TTY: 711).

GHHJR6NEN 1016



Notice to Applicant Regarding Replacement of

Medicare Supplement Insurance or Medicare Advantage
Humana Insurance Company « P.O.Box 14309, Lexington, KY 40512-4309

. Save this notice! It may be important to you in the future.

If you intend to cancel or terminate existing Medicare Supplement or Medicare Advantage insurance and replace it with
coverage issued by Humana Insurance Company, please review the new coverage carefully and replace the existing coverage
ONLY if the new coverage materially improves your position. DO NOT CANCEL YOUR PRESENT COVERAGE UNTIL YOU HAVE
RECEIVED YOUR NEW POLICY AND ARE SURE THAT YOU WANT TO KEEPIT.

If you decide to purchase the new coverage, you will have 30 days after you receive the policy to return it to the insurer, for any
reason, and receive a refund of your money.

If you want to discuss buyin? Medicare Supplement or Medicare Advantage coverage with a trained insurance counselor, call
the California Department of Insurance’s toll-free number, 1-800-927-HELP, and ask how to contact your local Health Insurance
Counseling and Advocacy Program (HICAP) office. HICAP is a service provided free of charge by the State of California.

. Statement to the Applicant by Issuer, Agent (Broker or other Representative)

I have reviewed your current health insurance coverage. To the best of my knowledge, the replacement of insurance
involved in this transaction does not duplicate coverage or, if applicable, Medicare Advantage coverage because you
intend to terminate your existing Medicare supplement coverage or leave your Medicare Advantage plan. In addition,
the replacement coverage contains benefits that are clearly and substantially greater than your current benefits for the
following reasons:

The replacement policy/certificate is being purchased for the following reason (check one):

[1 additional benefits [1 no change in benefits, but lower premiums
[ fewer benefits and lower premiums [ other (please specify)
L1 my plan has outpatient prescription drug coverage
O

and Iam enrolling in Part D
disenrollment from a Medicare Advantage plan
(please explain reason for disenrollment)

Health conditions which you may presently have (pre-existing conditions) may not be immediately or fully covered under
the new policy. This could result in denial or delay of a claim for benefits under the new policy, whereas a similar claim might
have been payable under your present policy. Note: If the issuer of the Medicare supplement policy being applied for does
not impose, or is otherwise prohibited from imposing, preexisting condition limitations, please skip to statement

3 below.

2. State law provides that your replacement policy or certificate may not contain new pre-existing conditions, waiting periods,
elimination periods or probationary periods. The insurer will waive any time periods applicable to pre-existing conditions,
waiting periods, elimination periods or probationary periods in the new policy (or coverage) for similar benefits to the extent
such time was spent (depleted) under the original policy.

3. Ifyousstill wish to terminate your present policy/certificate and replace it with new coverage, be certain to truthfully and

completely answer all questions on the application concerning your medical and health history. Failure to include all

material medical information on an application may provide a basis for the company to deny any future claims and to
refund your premium as though your policy/certificate had never been in force. After the application has been completed
and before you sign it, review it carefully to be certain that all information has been properly recorded.

Do not cancel your present policy/certificate until you have received your new policy/certificate and are sure that you want to
keepit.

—_

Applicant’s signature Signature of agent/broker/representative
Print name rint rglarqne'grﬂdiafiQrclesg cs)fogent or broker below
Social Security number Date

Calabasas Ca 91302

Humana.

CA97031M10 Insured by Humana Insurance Company



Medical Records Release Authorization

Purpose of the Authorization

By signing this form, you will authorize the disclosure and use of the protected health information described below for
pre-enrollment underwriting or to determine your eligibility for enrollment or benefits under an insurance plan. This
authorization will not be used to determine eligibility for any person entitled to open enrollment or guaranteed issue.
It will only be used for claims purposes after a policy has been issued to such persons.

Information we will use and/or disclose

I authorize any physician, medical or health care practitioner, hospital, clinic, veterans administration facility, other medical
or medically related facility, third party administrator, Pharmacy Benefit Manager, insurance, HMO or reinsuring company,
employer or the Consumer Reporting Agency having information regarding myself including information concerning
advice, diagnosis, treatment and care of the physical, psychiatric, mental or emotional conditions, drug, substance or
alcohol abuse, illness and copies of all hospital or medical records, and non-public personal health information to share
any and all such information with Humana Insurance Company, its reinsurer or its legal representatives.

« The information obtained by use of this authorization may be used by Humana Insurance Company to determine
eligibility for coverage.

+ Any information obtained will not be released by Humana Insurance Company to any person or organization except to
reinsuring companies, or other persons or organizations performing health care operations or business or legal services in
connection with any application, claim or as may be otherwise lawfully required. If a Consumer Reporting Agency is used,
I may request to be interviewed in connection with the preparation of the report and I may request a copy of the report.

+ Once personal and health (including medical and pharmacy) information is disclosed pursuant to this authorization, it
may be redisclosed by the recipient and the information may not be protected by federal and state privacy requirements.

« Tunderstand that information regarding HIV, AIDS or ARC shall not be redisclosed without my written authorization.

Expiration and revocation

« A copy of this authorization is available to me or my legal representative upon written request. A photographic copy of
this authorization shall be as valid as the original.

« This authorization shall be valid for 2 years from the date shown below. I have the right to revoke this authorization at
any time.
To revoke this authorization:
+ I must do so in writing and send my written revocation to Humana'’s Privacy Office (Humana Privacy Office, P.O. Box
1438 Louisville, KY 40202).
+ The revocation will not apply to information that has already been released in response to this authorization.
« The revocation may impair our ability to evaluate or process an application or claim and may be a basis for denying
an application or claims for benefits.
« The revocation will become effective after it is received by Humana’s Privacy Office.

If you were required to answer medical questions on your Medicare Supplement Enrollment Application, you must
complete this authorization to be eligible for enrollment.

LAST NAME FIRST NAME MI
MEDICARE NUMBER SOCIAL SECURITY NUMBER
DATE

/

Applicant Signature Date
Insured by Humana Insurance Company

Humana.

CA71003M10 118
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