Enrollment
Application

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.

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.

Determine Your Premium
Determine Your Discount

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 Void Check

(If you are choosing the auto
bank withdrawal.)

Routing Account
Number Number
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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 OF
MAILING ADDRESS (only if different from above street ADDRESS) APT OR STE#
CITY STATE ZIP CODE

E-MAIL ADDRESS (optional)

(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 Plan F*

O PlanG

(O High Deductible Plan G

O PlanN
*Only applicants eligible for Medicare

prior to 1/1/2020 may purchase 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

CT85026N3M

FIRST NAME MI

TELEPHONE
/ -

AGENT NUMBER (SAN)
» You Must Read and Sign J
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B 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
multiple coverage.

+ You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.

« Counseling services may be available in your state to provide advice concerning your purchase of Medicare
Supplement insurance and concerning medical assistance through the state Medicaid program, including benefits
as a Qualified Medicare Beneficiary (QMB) and a Specified Low-income Medicare Beneficiary (SLMB).

Yes or No answers are required to the following questions. If you have lost, or you are losing or replacing, 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 acceptance in one or more of our Medicare Supplement plans. A copy of the notice from your prior
insurer may be requested.

PLEASE ANSWER ALL QUESTIONS TO THE BEST OF YOUR KNOWLEDGE.
1. a. Did you turn age 65 in the last six months? O Yes CO No
b. Did you enroll in Medicare Part B in the last six months? O Yes CO No

If yes, what is the effective date? / /
2. Are you covered for medical assistance through the State Medicaid program? O Yes O No

(NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have not met your “Share of Cost,”
please answer NO to this question.)

a. If yes, will Medicaid pay your premiums for this Medicare Supplement policy? O Yes CO No
b. Do you receive any benefits from Medicaid OTHER THAN payments toward Your Medicare Part B premium?

O Yes OO No

3. If you had coverage from any Medicare plan other than Original 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? A Notice of Replacement Form is required to be completed. C 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
4. Do you have another Medicare Supplement policy in force? C 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? A Notice of
Replacement Form is required to be completed. C Yes CO No

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

CT85026N3M » You Must Read and Sign J
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Premium Determination

To determine your premium, refer to your Outline of Coverage.

Discount Determination

If you qualify for the Enhanced Household Discount disclosed in your Outline of Coverage, please provide the name of
the individual living at your current address.
LAST NAME FIRST NAME MI

a Payment Options

PREMIUM QUOTE
. Premium quoted based on all applicable discounts.

INITIAL PAYMENT Amount you are submitting with your application. You must submit at least your first
. month’s premium with all applicable discounts.

CHECK NUMBER MONEY ORDER

DEPOSITORY BANK NAME

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

CREDIT CARD NAME O MasterCard O Visa O Discover (O American Express
CREDIT CARD NUMBER EXPIRATION DATE

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

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

If you choose the auto credit card charge option, complete the following:

O MasterCard O Visa O Discover (O American Express
CREDIT CARD NUMBER EXPIRATION DATE

[ 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 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 satisfy the creditable coverage requirements.

CT85026N3M » You Must Read and Sign J
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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. The undersigned applicant
certifies 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.

If, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare
Supplement policy can be suspended, if requested, during your entitlement to benefits under Medicaid for 24
months. You must request this suspension within 90 days of becoming eligible for Medicaid. If you are no longer
entitled to 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 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.

a Signature & Date

APPLICANT’S SIGNATURE: SIGNATURE DATE:

/ /
AGENT’S SIGNATURE: SIGNATURE DATE:

/ /

TO BE COMPLETED BY 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.
A response is required. NONE or Not Applicable O

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 ZIP
RELATIONSHIP
TELEPHONE / - TO APPLICANT

CT85026N3M » You Must Read and Sign J



|_ MUO005 APPLICANT MEDICARE NUMBER _l

AGENT USE ONLY
WRITING AGENT NAME
COMMISSION AFFINITY
WRITING AGENT ID (SAN) LEVEL MGA CODE MKTS CODE
5 4
AGENCY (optional) AGENCY ID (SAN)

CT85026N3M » You Must Read and Sign J



Insured by Humana Benefit Plan of Illinois, Inc.
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Notice to Applicant Regarding Replacement of

Medicare Supplement Insurance or Medicare Advantage
Humana Benefit Plan of Illinois, Inc. « P.O. Box 14309, Lexington, KY 40512-4309

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

According to information you have furnished, you intend to terminate existing Medicare Supplement or Medicare
Advantage insurance and replace it with a policy/certificate to be issued by Humana Benefit Plan of Illinois, Inc. Your new
policy/certificate will provide 30 days within which you may decide - without cost - whether you desire to keep the policy/
certificate.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now have. If, after
due consideration, you find that purchase of this Medicare Supplement coverage is a wise decision, you should terminate
your present Medicare Supplement or Medicare Advantage coverage. You should evaluate the need for other accident and
sickness coverage you have that may duplicate this policy.

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

I have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare
Supplement policy will not duplicate your existing Medicare Supplement or, if applicable, Medicare Advantage coverage
because you intend to terminate your existing Medicare Supplement coverage or leave your Medicare Advantage plan.

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

[1 additional benefits [1 no change in benefits, but lower premiums
[1 fewer benefits and lower premiums [1 other (please specify)

[ my plan has outpatient prescription drug coverage

and I am enrolling in Part D
[ disenrollment from a Medicare Advantage plan

(please explain reason for disenrollment)

1. 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.

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. If you still 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 keep it.

Applicant’s signature Signature of agent/broker/representative
Print name Print name and address of agent or broker below
Social Security number Date

Humana.
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