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LATE ENTRY APPLICATION FOR COVERAGE ~ ANTHEM

Dear Member.
You have requested to apply for coverage under the Anthem Group VSTD plan.

Piease fully complete the enclosed Medical Undetwriting Workshset and
Evidence of Insurability Form and mail them directly to:

ANTHEM LIFE
Medical Underwriting
6740 North High Street
Worthington, OH 43085

Be certain to keep a copy of the completed forms for your records,

if you have any questions regarding the completion of these forms, please
contact Anthem at:

ANTHEM LIFE

Toll Free Number for Assistance: 1-800-551-7265 Ext. 38830
FPhone: 1-614-433-883%
Fax: 1-614-880-3529
Email: L&DMEU-Welipoint@wellpoint.com

Thank you,

Customer Service Department

Ky
g,
S

Frip a3



***PLEASE COMPLETE ALL STARRED INFORMATION BELOW AND ATTACH T
COMPLETED EVIDENCE OF INSURABILITY FORM PRIOR TO SUBMISSION.

Anthem Life

MEDICAL UNDERWRITING WORKSHEET

Submit completed form to: Medical Underwriting — 6740 North High Street — Worthington, OH 43085
Toll Free Number for Assistance: 1.800.551.7265, Ext 38839; Phone: 614-433-8839; Fax 614-880-3529
eMail: L&DMEU-Wellpoint@wellpoint.com

FOR QUESTIONS CONCERNING THIS SUBMISSION PLEASE CALL 1-800-551-7265 X38839.

New Sold Case
Total # of Lives in
Group: 30,000

Member Name: ***

Late Entrant [

Date received by Anthem Life MEU:

ss#:

Member Address: ***

poB:

Member Phone: ***

Group Name:

United Transportation Union / Local # ***

Group Address; 24950 Country Club Blvd, Suite 340, North Olmsted, OH 44070

Group No:

ALOO0O2625

Email Address: M_Spangl@utu.org

Group Phone Number, 216-228-9400

Employee Short Term Disability — 60% Weekly Salary to a Maximum of $346.00

EMPLOYEE SHORT TERM DISABILITY

TOTAL AMOUNT(S) AMOUNT AMOUNT AMOUNT
e APPLEDEOR | _GIAMOUNT. | __APPROVED .. | __DECLINED | _ WITHDRAWN
ENTER 0% OF : Office Use Office U
WEEKLY SALARY OR Off("")ci Use Oﬁ;‘)CGIUSG ngly 5 (1)0; 5
$346.00 nly nly ¥
WHICHEVER IS LESS
Short Term Disability $ 346.00 $0.00 $ $
Notes that would be helpful to the Medical Underwriter;
Reason for Decline/Withdrawal:
Medical Underwriter: Date:

**required fields




Evidence of
Insurability Form

AnthemLife

Angheni g Insurance Dempany

o PART A- GENERALINFORMATION oo
ALOOOOZ6R2E Plaase Printin ink o type 400-551-7285 §14-433-8940 Far
tast Name first Name Middle initial State of Biath Bute ot Birth

Social Security Nussber

Name of Empinyer

United Transportation Union

Haight Waight

Mork Phana ¢

PART B - DEPENDENT INFORMATION

Complete for ail dependants {if any) to be covered under this program;

tostHame Birthdate State Fudl-simg

i differen . af Sox Student

FrstName Il from Erployes! Reigi Whaight Mo, Dey Yo Birtly Marf Relalignghip Yord
NOT APPLICABLE SPOUSE

NOT APPLICABLE

Eligitie ncoms
Tau Examption
York

NOT APPLICABLE

NOT APPLICABLE

NOT APPLICABLE

PART C - MEDICAL QUESTIONNAIRE

COMPLETE THE FOLLOWING MEDICAL QUFSTIONS FOR ALL PERSONS TG BE COVERED: For the purpose of the following medical nuestigng, the
term “medical or sociat practitoner” includes but is notlimited to: & doctor, nurse, paychologist, psychiatrist, social worker, chiropractor, podia-
trist, therapist, pathologist, dentist, optometrist, osteopath, clergy, Christian Science grachtioner, or any person affiliated with 8 self-heip pro-

gram such as Alcoholics Anonymous, a substance abuse program, or a weight loss program,

i, Are yol of shy of vour dependents CUreitly
pragnant?

if yes, whot

Expected due datel o

2. Davyou or any of your dependents smoke of Use
tohacen?

Hyes, whot "

Type?

3. Intae past 1§ years, has anyong ever
. trad high blood pressure or nigh cholasterol?
if yes. Yast thrae readings:

™

w

had beart disease, cancer, diahetes, artiits, or
asthima?

2

tradd counseling by @ medical or social
pragtltioner for an emarianal, mental or nesvus
pendition?

=

. been ireated for sloetel or chemicnl
depententy, or been convieta for deiving whils
ngxieatea?

CIVES I NO

TIYES

NG

{3ves

TIYES

{IYES

IMPORTANT NOYICE: Mo gerson, intluding an emploves o agent
of Anthem Life Gas the autharity to change or emit any of these

medisal guestions,

2305 8512

[

Heg anyone svar been disgansed by, or receives
reatmentitem, a member of the medical profession
for Acguied Iinmune Beficiency Syndrome (A5}
or A10S-Refated Complex LAREY, oF testad positive
tor antbogies to the Human immune Deficiency
viras?

. Inthe pastthree years has anyons been prescribed

medication?

. in the past 18 years has anyona had anhpationt

admission andfor outpatient sirgary?

. Qurmg tha past three years, has shyene sought

medical treatmant, or been advised by a medical ar
sosial practitienes to seek tremment tor any
sondition not indicated by your answers 1 the
pracedmg st questisng?

Has stiyone ever haen rated or declined o, a¢
refzsed reinstatement or renewveal of, Me or health
insurance?

W yas, mame of person, date and reason:

| the past three yaars, has anyone Deen engged in
v 495 anyone cangmpiate being engaged i
sposts or hobhies such as aviaticn, seuby iving, sky
diving, racing, or simifar sctivities? (Please st

{To he detached and retained by applicant)
ANTHEM LIFE INSURANGCE COMPANY
NOTICE TO PROPOSED INSURER
{Fair Credit Reparting Notice}

INVESTIGATIVE CONSUMER REPORTS

Under Public Law &1-508, we are required to inform persons proposed for insurance that, as part of our undenariting procedure, an investigative
CONSUMEr report may be obtainet which will provide information gonceming residence, employment, finances, heatth, character, general reputa-
tion, personat characteristics, and mode of living. Such infprmation for the inveshgatve consumer report will be obtained through personalinter-
views with your frignds, neighbors, and assaciates. This information may also be obtained by tetephons interview with you or a member of your
household, You may request 10 be personally interviewed. You may also regjuest a copy of the investigative report. Upon written request 1o the

Campany's Underwriting Depariment, a

EJYES

[IVES

[2YES

[IYES

THYES

[IYES

[ NG

NG

T3 ND

A-206 3307

complete and accurate disclosure of the nature and scope of the investigativa consumer repert will be

provided. If you guestion the sceuracy of the information in aur files, you may request s correction in aceordanse with the procedures setfosthin

the Federal Fair Credit Reporting Act.

N3

{See reverse side)



t you answered yes to any questions 3 through 7, provide details helow.  additional space is needed, please atlach a separate page
inclading your signature and date.

NAME DF
TUEST, HAME OF NAME OF DATES GF ANY BERAINING MEDICATION NAWME AND ADMIBESS
. INCHVIDUAL 1LLNESS OR INJURY TREATMENT EFFELTS AND DBSAGE OF PRYSICIAN/HOS PITAL

AGREEMENT AND AUTHORIZATION

Vunderstand that, i order for Anthem Life lasurance Compeny ta accept or decline this apolication, sl of the information requaested on the appiication mustbe
complated. in the event that | have not corractly ar fully completed this application, my signature shall authorize Anthem Life or its designes to ofitain the fec.
gssary infermation for me and to complete thatinformation on this epplication. | realize that Amther Life reserves the night ta acoept or degling this application
for to accept only cartain persons for soverage) and that no ightwharsopver is treated by thiz application.

For the purpose of avaluating my application for insurance, | herehy authorize any licensod physician, madice! practitioner, hasphal, c¢finic, or other medical or
medically related facitity; insurance company; the Maedical information Bureaw, Inc.; or ather arganization, institution or person that hay any records or knowl-
age of me, or my bealth, ar 6f my family for whom this insurance appiication is made or their health to give Anthem Life ar fts reinsurers any such Information,
t alse awtharize Anthem Life or its reinsurers to refease any infarmation regarding me or my bealth, or that of my famBy for whom inswrance application is
made, to the Medical information Burasy, Ing,; or otfier life insurance companies in which { have polivies or 1o which | may apply. snd other insurers 1o which
8 claim for henefits may be submitted, { understand that this information will be used by Anthem Life 1o determing eligibility for insurance. This information in-
sludes information abaut drugs, aicoholism o mental iinass, This authorization wif be valid frem the date signed for & pariod of twa-and-one-hall years. A
photgeopy of this authorization will be as waild a5 the original. Funderstand that | may request s photocopy

i certify that | have read, or have had read so ma, the complated application and that ell infermation is true and complete to the best of my knowledge. | under-
stand $hat ary misreprasentation of sighificant omission may voig my coverage. f acknowledge that | have eceived the Fair Credit Reportng Notice. § also e
derstand that sny parson who, with the intent to defraug of knowing that he is facilitating a fraud against an insurer, submits an application or fles & claim
containing a faise or deceptive statement, is guilty of insurance fraud.

SIGNATURE OF APPLCANT DATE " SIGNATURE OF SPOLUSE {if 0 ba covored) DATE

IMPORTANT NOTICE

The underwriting procass is necessary (o assure reasonable cost of insurance and provide & mechanism by which policyholders pay their fair
share of the cost, In consitering your application, information from various sources is considerad, including statements ia the application and
any reperts we obtain from doctors or medical faciliies whers you have been attended,

Information regarding your insurabifity will be treated as confidential. We or our reinsurers may, however, make a briaf report to the Madical
informetion Sursay, & nonprofit membership organization of life insurance companies, which eperates en information exchange on hehalf of
its mambess. if you apply to anether Bureau member compeny for fife or health insurance coverage, or a claim for benefits is submittad to
suth & company, the Bureaw, upen request, will supply such company with the information it may hava in its files.

Upon receipt of 4 request from you, the Bureau will arrange disclosura of any mfermation # may have in your file. If you guestion the accurany
of infarmation in the Bureaw's file, you may contact the Bureau and seek a correetion in aceordance with the procedures set forth in the Fed-
aral Falr Cradit Raporting Act, The address of the Bureau's information office is: P8, Bax 105, Essex Stetian, Boston, Massashusetts 82112,
telephone number (617} 426-3660.

\We, of pur seinsurers, may also release informaton in our file to other Iife insurance companies to whom you may apply for life o7 haslih in-
surante, of to whom g claim for benefits may be submitted,



