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CONSECO.
Application to: Conseco Insurance Company Administrative office: 11825 N. Pennsylvania Street, Carmel, Indiana 46032
SECTION |
Is this a reinstatement? Yes  No O Is this an upgrade of existing coverage? Yes d No O
If %es to any of the above, provide existing account number:;
Effective date:
SECTION I
Applicant's Name (Please Print: First, Middle Initial, Last) Q Male Date of Birth | Age | Social Security Number
O Female
Spouse’s Name (If Family Insurance is Applied for) Q Male Date of Birth | Age | Phone Number
0 Female (
Applicant's Address Number and Street City County State Zip Code
Employer's Name or Group/Association Name (If Applicable) Section Department # Occupation
SECTION llI

Please indicate below the tgpe of insurance applied for and answer all of the following health questions. If you answer “yes” to any of the
health questions 1 through 5, the person(s) named will be completely excluded from insurance.

1. Is anyone to be insured under the policy currently confined to a hospital or nursing home, or has a physician

recommended such confinement? UYes UNo
2. Has anyone to be insured under this policy ever been treated for or diagnosed by a physician as having: OYes UNo

eAlzheimer’s Disease eDementia

e|nsulin Dependent Diabetic eKidney Disease (not including kidney stones)

oEnd Stage Renal Disease oSystemic Lupus

eUncorrected Congenital Heart Defect (excluding mitral valve prolapse)
oOrgan Transplant

3. In the past 10 years has anyone to be insured been treated for or diagnosed by a physician as having Human
Immunodeficiency Virus (HIV), Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex
(ARC)? OYes QNo

4. Within the past 10 years has anyone to be insured under this policy ever been treated for or diagnosed by a
physician as having any internal cancer, or skin cancer (except basal cell cancer)? UYes UNo

5. Within the past 24 months has anyone to be insured under this policy been confined in a Hospital, had
outpatient surgery, received medical treatment in an emergency room, or missed five consecutive days of

work for any of the following: U Yes U No
eAngina (heart-related chest pain) eTransient Ischemic Attack or Carotid Artery Disease

eHeart Disease, Heart attack or Surgery oStroke

eCongestive Heart Failure eCerebral Vascular Insufficiency

ePeripheral Vascular Disease eParkinson’s Disease

oCrohn’s Disease or Ulcerative Colitis eEmphysema or Asthma

oSickle Cell Anemia eLiver Disease or Disorder (excluding Hepatitis A)

eType Il Diabetes eChronic Obstructive Pulmonary Disease

eHypertension eMultiple Sclerosis

oEpilepsy

List name(s) of person(s) answering “Yes” to any question 1 through 5.

has answered “Yes” to one or more of the above questions. This person(s) will not be covered under the policy.

6. Is anyone to be insured under this policy currently pregnant? _ OYes ONo
If “yes,” indicate name of person. A current pregnancy will be excluded for a period of 10 months:

7. Does this insurance replace any insurance anyone to be insured now has with any other company? UYes UNo
If “yes,” please complete the “Notice to Applicant” form.

8. Does anyone to be insured under this policy have other insurance which pays benefits for each day

hospitalized\hospital confinement? o O Yes QO No
If “yes,” please complete the back of the application.
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SECTION IV Type(s) of Insurance

HOSPITAL INDEMNITY RIDERS
Q  Individual O Individual plus child(ren) O Hospitalization Daily Benefit Rider
O Individual plus spouse O  Family ChooEt]e th&%gily enefit:
Choose Plan: Q PlanA QO PlanB a $200
Q $300

Choose Hospital Confinement Benefit:
d : Q $2,000
a  $1,500 a  $2,500 O Pet Boarding Rider

If you are applying for insurance on any dependent children, please
complete the back of application.

SECTION V Mode of Payment Premium Total
U Monthly Bank Draft Hospital Indemnity $
Direct Bill Options: Hospitalization Daily Benefit Rider $
O  Semi-Annual
Pet Boarding Rider $
Q Annual
Optional Rider $
Payroll Bill Oﬁtions: .
Monthly payroll deduction Total $
Q Credit Union Amount Collected $
Account Number
O Draft initial premium payment San “‘authorization to draft initial
O  Other payroll: premium” form must be completed.
O Check remitted with application
O Section 125 *Please make check payable to: Conseco Insurance Company

Special Instructions

SECTION VI: Applicant’s Statement: [ have completed or have had the agent complete the application; all representations are true and
complete to the best of my knowledge and belief. | understand that any false statements or misrepresentations in this application may result in
loss of coverage if such false statement materially affected either the acceptance of the risk or the hazard assumed by the Company. The agent
has no authority to approve the application, chan?e the coverage or waive any Policy provisions.  No coverage will be effective until all
eligibility requirements are met and until the later of: (1) the Effective Date as shown on the Policy Schedule, if issued; or (2) the date
the first premium is accepted by Conseco Insurance Company.

The policy provides limited benefits. This policy also contains a 30 day waiting period. Please review your policy carefully.

WARNING: 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 claim containing a false or deceptive statement maybe guilty of insurance fraud.

Date: Signature of Applicant: Signed In:

City, State

This Section to be Completed by Agent: | hereby certify that | have explained to the applicant, all exceptions and limitations pertaining to the
c_overg e ?ﬁplled lf_or, |?c|ud|ng any pre-existing conditions. | hereby certify that | am a licensed agent in the state where this application is being
signed by the applicant.

Date: Signature of Agent:

Agent #: Agency:

Agent’s E-mail Address:

Agent’s Phone Number:
O Mail to Policyholder O Mail to Agent
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Please Indicate the Dependent Children for Whom Insurance is Being Applied for* (Please PRINT)
(Children must meet policy eligibility requirements.)

NAME

RELATIONSHIP

DATE OF
BIRTH

NAME

DATE OF

RELATIONSHIP BIRTH

U *Check here if additional space is needed and attach separate sheet.

Other Insurance** (Please PRINT)

NAME OF PERSON INSURED

NAME OF COMPANY

TYPE OF INSURANCE | DAILY HOSPITAL AMOUNT(S)

O **Check here if additional space is needed and attach separate sheet.
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CONSECO INSURANCE COMPANY

AUTHORIZATION FOR UNDERWRITING PURPOSES
Pursuant to the HIPAA Privacy Rule §164.508(c)

I, the undersigned, authorize any licensed physician, medical practitioner, hospital, clinic, medical or
medical related facility, the Veteran's Administration, insurance company, the Medical Information
Bureau, Inc. (MIB), employer or Government agency to disclose personal information about me as
described below.

This authorization was prepared by Conseco Insurance Company for purposes of obtaining personal
information necessary to underwrite the application for insurance submitted with this authorization. The
information subject to this authorization is any and all health information being requested by Conseco
Insurance Company for the purpose stated above as well as any information provided to them or their
affiliated insurance companies on any previous applications. The information covered by this
authorization does not include psychotherapy notes but does include information about drug abuse,
alcoholism, and mental iliness. In addition, the information covered by this authorization does include any
such information that has been restricted by my request.

Persons or entities employed by or authorized by Conseco Insurance Company to perform tasks related
to the underwriting process are hereby authorized to use the personal information covered by this
authorization. | understand that if the person or entity that receives this information is not a health care
provider or health plan covered by federal privacy regulations, the information will likely no longer be
protected by the federal privacy regulations and may be subject to redisclosure. However, | further
understand that all such persons or entities have signed agreements to protect said information.

| understand that | may revoke this authorization in writing at any time, except to the extent that action
has been taken by Conseco Insurance Company, or, so long as Conseco Insurance Company has a legal
right to contest the coverage or a claim under the coverage. Revocation requests must be sent in writing
to:

ATTN: Privacy Office
Conseco Insurance Company
PO Box 1916

Carmel, Indiana 46082-1916

| understand that my application for insurance can be declined if | choose not to sign this authorization.
This authorization is valid for a period of twenty-four months from the date of my signature. A copy of this
authorization may be used in place of the original. If this authorization is for someone other than myself,
that individual and my authority to act on his/her behalf are explained below.

(Please Print) Name of Individual Whose Information is Covered By This Authorization

Signature of Individual and Date

(Please Print) Name of Representative with authority to act on behalf of the Individual Whose Information
Is Covered By This Authorization

Relationship of Representative to Individual

Signature of Representative and Date
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AN,

Conseco insurance companies CONSECO.

Request to draft premium by Electronic Funds Transfer (EFT)

Please check the appropriate options.
Be sure to include a VOIDED CHECK or this request cannot be processed!

(%)

Administrative office will process the draft for the initial premium within 48 hours of receiving the
application

Include a copy of a voided check with initial premium by EFT in the special remarks section of the
application.

Complete the authorization below.

Fax completed form with application and copy of a voided check to (800) 906-3926,

Attn: New Business department

Authorization to draft initial premium

Upon the receipt of this form please process a draft for the initial premium, in the amount of

$ , for the application shown below. I am aware that the draft will be processed within
48 hours of receipt of this request in the administrative office.

YES! PLEASE DEDUCT FUTURE PREMIUMS

By selecting this option you are authorizing subsequent renewal premiums to be deducted from the
bank account listed above. These premiums will be deducted on a monthly basis on the day
of the month.

AUTHORIZATION TO HONOR DEDUCTIONS DRAWN BY CONSECO HEALTH INSURANCE COMPANY, CONSECO
LIFE INSURANCE COMPANY, OR CONSECO INSURANCE COMPANY

I hereby request and authorize you to honor and charge to my account deductions drawn on my account by and payable to Conseco Health
Insurance Company, Conseco Life Insurance Company, or Conseco Insurance Company. The signatures on such deductions may be either
typed or printed. If any such deductions are dishonored, either with or without cause and whether intentionally or inadvertently, you shall
be under no liability whatsoever even though such dishonor results in the forfeiture of insurance. This authorization shall continue in force
until revoked by me in writing and received by you, a copy of which revocation shall be sent by me to the Company, at its administrative
offices in Carmel, Indiana. This plan may be discontinued by the Company upon thirty (30) days written notice to the Owner indicated in
the agreement. The Company is instructed to forward authorization to you.

CI-747

Applicant Name

Date of Birth or SSN

Accountholder Name (if different)

Financial Institution/Bank Name

ABA Routing no. ACH Routing no.
Bank Account no. Checking O Savings O
Account holder signature Date

The acceptance of this form and the initial premium payment is not a guarantee that the application for insurance
will be approved and a policy issued.

Conseco Health Insurance Company, Conseco Life Insurance Company, and Conseco Insurance Company, a life
and health insurance company, are members of theConseco insurance companies.

(04/07) 123246
© 2005 Conseco Services, L.L.C.
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