Life Authorization Form Humana.

Humana.com
Group number
Employer name City State
Employee name Date of birth Social Security Number
Spouse name Date of birth Social Security Number

I authorize any physician, medical or health care practitioner, hospital, clinic, veterans administration facility, other medical or medically-
related facility, third party administrator, pharmacy, pharmacy benefit manager, insurance, HMO, or reinsuring company, and the Medical
Information Bureau, Inc., having information regarding myself, including information concerning, advice, diagnosis, treatment and care
of the physical, mental or emotional conditions, drug, substance or alcohol abuse, illness (and copies of all hospital or medical records,
non-public personal health information, and any other nonmedical information), and prescription drug history to share any and all

such information with Humana, or its reinsurer, or its legal representatives, and its affiliates for purposes of business improvement and
development.

Tunderstand and agree:

«  Although Humana is required to inform me that any health information obtained will not be redisclosed without my authorization
unless permitted by law, in which case it may not be protected under federal privacy rules, any information obtained will not be
released by Humana to any person or organization.

«  Acopy of this authorization is available to me or my legal representative upon written request.
+  This authorization shall be valid for two years from the date shown below.

+  You have the right to revoke this authorization at any time by sending written notice Humana’s Privacy Office. The revocation
will become effective after it is received by us but will not apply to information that has already been released in response to this

authorization.
Employee signature Date
Spouse signature Date

(NF) GN-52689 1/2018




‘ Last name: ‘ ‘ First name: ‘

Evidence of Health Status

Height Weight

Relationship Last name, First name Mi £/ in Ibs
Employee /
Spouse / Domestic Partner /
Child / Dependent /
Child /Dependent /
Child /Dependent /
Other (specify): /
Complete this section if you are selecting workplace voluntary (excludes Accident), disability, and/or life, benefits.
1. Is anyone on this application currently taking any prescribed medication, or do you periodically take medication for a ON OY
recurrent condition?
2a. Inthe past 12 months has any applicant used any tobacco product? If yes, applies to: ON QY
O Employee O Spouse/Domestic Partner O Other O Child/Dependent names
2b. s any applicant currently a smoker? If yes, applies to: ON QY
O Employee O Spouse/Domestic Partner O Other O Child/Dependent names
3. In the past 12 months, have you missed 5 or more consecutive days of work due to an injury or illness other than as a result|Q N QY
of a cold, the flu, back problems, strained/sprained/fractured/broken limb or as a result of pregnancy?
4. Has anyone on this application been diagnosed or received treatment for an immune system disorder (i.e. Lupus, ITP), AIDS |Q N Q'Y
or an AIDS-related complex?

5. Within the past 5 years, has anyone on this application been diagnosed with diseases or disorders related to, counseled, consulted, or
treated by a doctor, including surgery, for any of the following:

Coronary artery disease, chest pain, heart surgery, or ON Diabetes; liver or thyroid disease; hepatitis; cirrhosis; or ~ |O N
any disease of the arteries, or blood disorders; anemia;  |Q'Y enlargement of the lymph nodes? QY
gl hemophilia; phlebitis; high blood pressure (reading higher
than 140/90)?
Nervous, mental or emotional disorder; convulsions; ON Stomach, gall bladder, digestive, intestinal, or colon ON
M epilepsy; unconsciousness; Multiple Sclerosis; Parkinson's |OQ 'Y disorders? QY
Disease; Cerebral Palsy?
Stroke; Transient Ischemic Attack (TIA)? ON Rheumatoid arthritis; or back disorders; or joint disorders? O N
. QY QY
Emphysema; asthma, or other disease of lungs, or ON Paralysis, or any other physical impairment or deformity? |OQ N
Ml respiratory organs? QY QY
End stage renal disease; disease of kidney? ON Chronic Fatigue Syndrome/Fibromyalgia? ON
QY QY
Kidney stones; bladder? ON Diseases of the eye, ear, nose, or throat? Disease or ON
QY disorder which has led or may lead to a permanent or QY
progressive loss of vision, hearing or speech?
Male or female organs; or infertility? ON Alcoholism or drug habit? ON
QY QY
Cancer, and/or cancerous tumor; including skin cancer?  |Q N
QY
6.  Has anyone on this application been advised by a member of the medical profession to have any diagnostic test, ON QY
hospitalization, or surgery that has not been completed within the past 5 years?
7. Within the past 5 years, has anyone on this application seen a health care provider or specialist for a routine physical/ ON OY
wellness exam, or been seen for any reason not previously disclosed?
8. Isanyone on this application currently pregnant? If yes, please indicate anticipated delivery date below. ON OY
Anticipated delivery date:

TN-72000 5/2013 1 Reorder# TN-52000-HS 1/2014



‘ Last name: ‘ ‘ First name: ‘

If you answered “yes” to any of the questions above, please provide details below and specify the question number. Attach
additional signed and dated sheets (reorder TN-51340-MH), if necessary.

Question #
Condition

‘Person treated (Last name, First name)

Treatments received

Medications prescribed Current or future treatments or medications

Date diagnosed _ _/_ _/_ __ _ Date last seen by a doctor _ _/_ _/

Signature - please sign below if enrolling or waiving group coverage.

If you decide not to sign this authorization, Humana cannot complete your plan enrollment or determine your premium rate due
to the inability to obtain the necessary information.

Employee / Individual or legal representative signature: Date:

Name and relationship of legal representative:

Spouse signature: Date:

(Only if selecting Life coverage over the guarantee issue amount.)

The original version of this Agreement is in the English language. If there are any discrepancies or conflicts between the English and any other version that has been translated into
another language, the English version will control.

TN-72000 5/2013 Reorder# TN-52000-HS 1/2014



‘ Last name: ‘ ‘ First name:

Additional Details to Medical Questions GN-72000-MH

This information should not be submitted more than 60 days prior to the effective date.
Please print clearly.

Question # & letter Person treated (Last name, First name)

Condition Treatments received

Medications prescribed Current or future treatments or medications
Date diagnosed _ _/__/__ _ _ Date last seen by adoctor _ _/_ _[/__ __
Question # & letter Person treated (Last name, First name)

Condition Treatments received

Medications prescribed Current or future treatments or medications
Date diagnosed _ _/__[__ _ _ Date last seen by adoctor _ _/_ _[_ _ __
Question # & letter Person treated (Last name, First name)

Condition Treatments received

Medications prescribed Current or future treatments or medications
Date diagnosed _ _/_ _/__ _ _ Date last seen by adoctor _ _/_ _[/__ __
Question # & letter Person treated (Last name, First name)

Condition Treatments received

Medications prescribed Current or future treatments or medications
Date diagnosed _ _/_ _[__ _ _ Date last seen by adoctor _ _/_ _[_ _ __
Question # & letter Person treated (Last name, First name)

Condition Treatments received

Medications prescribed Current or future treatments or medications
Date diagnosed _ _/_ _/__ __ Date last seen by adoctor _ _/_ _/__ _ _
Question # & letter Person treated (Last name, First name)

Condition Treatments received

Medications prescribed Current or future treatments or medications
Date diagnosed _ _/_ _[/__ _ _ Date last seen by adoctor _ _/_ _/_ _ __
Question # & letter Person treated (Last name, First name)

Condition Treatments received

Medications prescribed Current or future treatments or medications
Date diagnosed _ _/_ _/__ __ Date last seen by adoctor _ _/_ _[/__ _ _

Reorder#f GN-51340-MH 3/2008





