C‘ . e EMPLOYER PARTICIPATION APPLICATION FOR
- CompanionLife THE JOINT EMPLOYER GROUP INSURANCE TRUST 1-800-753-0404
EMPLOYER INFORMATION FOR USE IN SOUTH CAROLINA ONLY

Firm Name
Address City State Zip
Telephone ( ) Firm Contact : Title
(person to contact concerning coverages)
# Full-time Employees in Firm: # Full-time Employees Enrolled:
Effective Date Requested: SIC Code or Nature of Business:
(The firm’s effective date will be the first or the 15th of the month following acceptance by Companion Life Insurance Company.)
How many years in this business? How many years in this location?
Tax 1.D. Number Will this insurance replace existing insurance?
Name of existing carrier Which coverages are being replaced? [ Life and AD&D [ STD
(] Flat Amount Plan Waiting Period Initial Enroliment Waiting Period Future Employees
] $10,000 [ $15,000 [ $20,000 (J One month ] One month
[J $30,000 [J $40,000 [ $50,000 (] Other: [J Other:
[J Life and AD&D [ STD
(] Class Plan Percent of Earnings
Class  Description Life and AD&D Amount [] Dependent Life 60% to a maximum benefit of (select one)
O] Yes
1 $ 7 No ] $600week  [J°$ /week
2 $ Spouse: $2.000 Benefit Period: [ 13 weeks [ 26 weeks
3 $ hildren: 1 Benefits Begin: First Day (Accident)
chidren: $1,000 Fighth Day (liness)
Percent of premium paid by employer % Children Percent of premium paid by employer %
(A minimum of 25% is required.) 14 days - 6 months: $200 | | (A minimum of 25% is required.)

Life and AD&D Total Dependent Life Total STD Total $1.00 per Total Monthly
Monthly Premium Monthly Premium Monthly Premium Enrollee™ Premium
.+ % + s + ($5.00 minimum) = $

Are any of the persons to be covered retired, currently hospitalized, disabled or on any extension of benefits? [] Yes [] No (If yes, give details.)

Participation Agreement (administered and underwritten by Companion Life Insurance Company)
The Participant does hereby apply for Group Insurance Benefits as set forth in the above “Employer Participation Application for the Joint Employer Group Insurance
Trust” and subscribes to the Agreement and Declaration of Trust.

Name of Trust: Joint Employer Group Insurance Trust

Itis understood and agreed by the undersigned that the Trustee is not an insurer, nor does he or she have any obligation under any policy of insurance and that all claims
for and benefits provided by insurance being applied for herein shall be made to and payable by the Insurance Companies issuing group policy(ies) to the Trustees,
but only to the extent and in strict accordance with the provisions of such policy. The Trust agreement and the group policy(ies) held by the Trustee are available for
inspection during regular business hours by the Participant at the office of the Administrator, Companion Life Insurance Company, located at 7909 Parklane Road,
Suite 200, Columbia, SC 29223-5666. The undersigned employer agrees that coverage shall not commence until this application has been approved by Companion
Life Insurance Company and notice of approval has been transmitted to us. As named employer, | understand that | should not cancel any existing coverage until noti-
fied that this application has been accepted by Companion Life.

Signature of Applicant FOR HOME OFFICE USE
, Accepted by Administrator Effective:
Title Date By:
Signature of Agent/Broker Date y
, Title Date
Printed Name
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice.

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance online at contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686 or
the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-800-
537-7697 (TDD).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MRE HIBEEEZMNER, FERANREGTZSSFEMMEE CHEEFRELLIENEEFIITEBTNR
B, A—IFIEE, BIBEE (EHEAST 1-844-396-0188, (Chinese)

Né&u quy vi, hodc la ngudi ma quy vi dang gilp d&, cd nhitng cdu hoi quan tdm vé chuong trinh strc khde nay, quy
vi s& duoc giup dé vdi cac thong tin bang ngdn nglt cia quy vi mién phi. D& néi chuyén véi mot théng dich vién,
xin goi 1-844-389-4838 (Vietnamese)

0| /S Al 1-844-396-0187 2 QI FAA|Q. F5tel HIE

HEQio| 8t=0{2 EAEEILICH PC BZX (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecaun y Bac namn anua, KOTOpomy Bbl MOMOraeTe, MMelTCA BOMPOCHI N0 NoBoAy Balero naaHa MeAnLMHCKOro
o6cnyKuBaHua, To Bbl MmeeTe NpaBo Ha BecniaTtHoe NoayYeHne NoOMOLWM M MHPOPMaLLMM Ha PYCCKOM A3bike. s
pa3roBopa c nepeBoAYMKOM No3BOHUTe no TenedpoHy 1-844-389-4840. (Russian)

uu)u\}bicw\ lec d}mﬂ\ uﬁéﬂ\ &ﬂ:\ﬂﬂ 0la M\&Aua‘}m;.\:\llmi aJ&:L.ﬁuaA.ﬁ:‘_gﬂji &ﬂgﬂ ol
(Arabic) 1-844-396-0189 « Juail an yia ge Coaaill AGISE ) () 93 (g liady &y ) 9 pcall
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
enteprét, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de ce plan médical, vous avez le
droit d'obtenir de I'aide et I'information dans votre langue a aucun co(t. Pour parler a un interpréte, appelez
1-844-396-0190 . (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre este plano de saude, vocé tem o direito de
obter ajuda e informacdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hiatz. FEHEENEHEZINTVSAN., COBERIRICOVWVTIERMNZSNVELEZSL, &
FLEDEBTYR—bEZFLY., BREAFLEZYTEIIENTEET, #EEMDLY FLEA, BR
EBEINDIGEE. 1-844-396-0185 FTHEFE L =LY,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

bl sl o2l soo by oo YT Ew LS 0 SaS gl 4y 48 sod Lo Led S
OS2y Lsb 4o 1) 23 Olo) 4o Oledbl 5 SeS 45 Loyl Ty ol G bl 48l
Juol> wlas 1-844-398-6233  soyled Ly Libd ¢p>jbe Ly 508 cumo oy - aiS adlaye
(Persian-Farsi) . 1 los
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