





EVIDENCE OF INSURABILITY
The following information is submitted as evidence of my insurability, and that of my dependents if | desire coverage for them. If | do not desire dependent cover-
age, then the questions are answered only as they relate to me.

IMPORTANT! PLEASE PROVIDE COMPLETE DETAILS TO ANY “YES” ANSWER IN THE SPACE PROVIDED BELOW.
YES NO YES

1. Have you or any dependent ever been declined, m. cancer, tumor?
postponed, excluded, or rated for any medical or life n. birth defects?
insurance with another insurer?
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2. Are you or any dependent, whether or not named on o. neurological condition or multiple sclerosis?
this application, now pregnant; or ever had a caesarean p. systemic lupus?
section?
3. Are you or any dependent now disabled or confined g. glaucoma, cataracts or diseases of the eye?
to a Medical Facility? r. otitis media or ear disorder?
4. Have you or any dependent incurred medical 6. Are you or any dependent presently ill, taking
expenses more that $5000 in the previous 24 months? medication, receiving treatment, or been advised of a

condition that will require treatment or surgery in the
next 12 months?

O
O

7. Have you or any dependent smoked tobacco or used
a tobacco product in the past 12 months?

5. Within the past 5 years, have you or any dependent
had any indication, diagnosis, consultation, treatment,
taken any medication or received counseling for
(indicate condition and give details below):

O
O

a. stomach, gall bladder, Crohn’s disease, intestinal 8. Have you or any dependent had medical care or
or colon disorder? treatment by a medical professional for AIDS or any
b. bladder, kidney disorder, protein or blood in urine? AIDS related complex, for any immune system
c. male/female organ disorders, infertility, sexually disorder or tested positive for HIV? O O

transmitted disease?
d. heart or circulatory disorder, high blood pressure?

e. emphysema, asthma or other disease of the lungs 9. Have you or any dependent, for any reason, NOT

or respiratory disease? stated above, during the past 5 years:
f. thyroid disorder or lymph note enlargement? a. been hospitalized or advised to be hospitalized? | |
g. diabetes, blood or blood sugar disorder? b. had surgery or advised to have surgery? O O
h. nervous, mental or emotional disorder? c. had any injury, illness, medical attention, medical
i. arthritis, back or joint disorder; received advice or treatment? O O

chiropractic care?

j. alcohol, chemical or substance abuse? 10. List all of the prescribed drugs which you or your
k. liver disorder, cirrhosis, pancreatitis, hepatitis? EI dependents are currently taking or have taken in the
I. stroke, paralysis, epilepsy? EI EI past 12 months.

DETAILS TO “YES” ANSWERS
(If more space is needed, attach an additional sheet of paper, dated and signed.)

Question # Name Condition Treatment, Medication & Dates Name, Address & Phone of
Diagnosis Recovery Status Treated Physician or Hospital
EMPLOYEE AGREEMENT

| STATE THAT ALLANSWERS are complete and true. | understand that if | have failed to disclose my current or previous medical conditions or those of my dependents,
coverage will be rescinded. This means the insurer has the right to cancel my coverage back to my original effective date and will have no responsibility to pay any
medical expenses incurred. | agree and understand that the underwriting of this application will be based upon the answers here. Coverage is effective only after
meeting the waiting period is approved. If | have waived coverage for myself or my dependents, | understand that if | decide to apply for future coverage, | will be
required to provide evidence of insurability satisfactory to the insurer before coverage is effective.

ACKNOWLEDGEMENT OF THE RELEASE OF MEDICAL INFORMATION

| understand that any medical provider, facility or supplier may disclose my health information and the health information of my covered dependents to MEBS (including
its representatives) for the purposes of treatment and payment of health care operations and as otherwise permitted by federal law. | agree the insurer will use this
data to determine eligibility, coverage or benefits. Other entities to which MEBS may disclose health information to include, but are not limited to, are entities such as
reinusrance companies or other entities performing business or legal services in connection with your application and/or claim for benefits. | AGREE THAT A COPY
OF THIS RELEASE WILL BE VALID AS THE ORIGINAL FOR AS LONG AS THIS INSURER COVERS ME.

This application has been completed by the individual applying for coverage. Any alterations that may have been made to said application are confirmed with the
applicant’s initial.

Employee Signature Date

Spouse Signature Date
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