Thank you for your interest in applying for the Columbian Mutual
Medicare Supplement plan!

This application needs to be reviewed and signed by an Agent
before it can be submitted to Columbian Mutual. You may email,
fax or mail it in to CDA Insurance:

Fax: 1.541.284.2994

Email: dann@Ilowinsure.com

Mail: CDA Insurance LLC
2160 W 11" Ave
Eugene, Oregon 97402

Other Important Information

Download Medicare’s Choosing a Medigap Policy Guide (.pdf)

Download Policy Outline (.pdf)

If you should have any questions on the application, please call
us at 1.800.884.2343 or 1.541.434.9613.



mailto:dann@lowinsure.com�
http://www.medicare.gov/Publications/Pubs/pdf/02110.pdf�
http://orhi.us/shared/OR/dl/columbia_mutual/2011/T05_404_OR_0811R.pdf�

‘ ;COLUMB’IQN MUTUAL
BB y LUFE INSURANCE COMPANY

Horre Gifice: Bingharmnton, NY 13802
Adminisirative Saniice Office; PO, Bog 2620
Crmaha, NE £8703-2620

Application Submission Checklist To Columbian Mutual Life For Medicare
Supplement Coverage - OREGON

THIS APPLICATION MUST BE USED TO WRITE COLUMBIAN MUTUAL LIFE MEDICARE
SUPPLEMENT PRODUCTS

i Application

Complete “Plan Information” Box.

Refer to the Outline of Coverage for policy forms.

Answer all questions in full.

Sign and Date in all places indicated.

Be sure to leave all applicable forms with the proposed insured.
See reverse side of this page for additional detailed information.

= Sl Sl

[ Colleet Preminm Amount

+  The full modal premiun is collected at the time of application.

+  Follow instructions on page 1 of Caleulate Your Premium form (T05_422) to caleulate
the premium. Complete the form and return with the application.

»  Caleulate the premivm based on age at the time of application.

» There is a one-time application fee of $25.00 (per applicant) that will be collected with the
initial payment. :

Provide Client with Buyer’s Guide

Provide Client with Qutline of Coverage

Complete Producer Information page

Oononao

If applicable, complete the Authorization for Electronic Funds Transfer form (ACH/BSP form
TO05_426) and return with the completed application

(3

Provide Client with Conditional Receipt signed by ageat (f applicable), and provide Client with
Notice of Information Practices

O Complete, sign and provide client with copy of the Authorization To Disclose Personal
Information (HIPAA form T0S_419_9710). This form is NOT a requirement if applying during an
Open Envollment or Guaranteed Issuce Period

O Complete Replacement Notice (T05_423) and leave a copy with the applicant (if applicable}

Please provide additional information and comments
in the space provided on the application.

Note: An interviewer may call to verify/confirm the information provided on the application.

T05_418_OR




COLUMBIAN MUTUAL
LIFE INSURANCE COMPANY Application For Medicare Suppiement Coverage

BINGHAMTON, NEW YORK 130021381

PLAN INFORMATION (o be completed by Producer)
NOTE: For ALL sections, ONLY complete the Applicant B information if to be insurad.
NT APPLICANT B
Paolicy Form - Paolicy Form
Requested i?ffeczive Dute Requested Effective Date
Prewvam Colected (based on uge 2t application date) 3 Presnium Collecied (based on age at application date) §
The mutial premioe incindes 2 ope-fime policy fe of 825,00, The initial premium includes a one-time policy fee of $25.00.
Inftial Mode A, 8§, € ACH initlal Mede 4, 8 O, ACH
Renewsl § ' Repewal 3
RenewslMode A, & 0. B {direct not avaitable) RenewalMode A, § O, B (direct monthly not pvnilable)
PLEA READ E FOLLOWIN( AR - AND A R £ 0 ON OMP
AppHcant Applicant B
Nams (FimstMiddle/Lash) Name {First/Middle/Last
Residence Address Residence Address (i different from Agplicant’s)
City Ciy
State 7r State Ze
Mailing Address {if different Fom residencs address) Mailing Address (Gf different from residence address)
City ' City
State Zip State Zip
Home Phone No { )] Home Phone No ( 3
{aren code) {areq coae)
Curmant Age Date of Birth [ | Current Age __ Date of Birth f
L3} ady YT mo . day v

Maie (] Fernale [ Mate O Fesaale [
Social Security No Social Secarity No
Medicare Health Insurance Card Number (if known) Medicare Health Innurance Card Numiber (if known)
E-mnnil Address E-riait Address
Height Weight Height Weiglt
Ft n Lbs Ft In Lbs

T05-2012 Rav Columbian Mutual Life Insurance Company « Administrative Service Office 1

P.O. Box 2620 « Omaha, Nebraska 88103-2820



ALL OF THE FOLLOWING QUESTIONS.

2. PLEASE ANSWEF

1. Have you recsived a aopy of the Guide to Health Insurance for People with Mcﬁicure
and the Outline of Coverage?

2. Haveyon used fobaceo in any fonn in the past 12 months?

To the Best of Your Knowledge;

1. Are you covered under Medicare Part AY
I “YES.” what is your Part A offective date? [ = ] !

Applicand Applicani B
H NG, what is your eligibitity date? S A 7 [ ¢
Apphicant Apphicent B
2. Are you covered under Medicare Part B? _
1 “YVES,” what is your Part B effective date? _ / { { / {
Applican Applidant B
H“NO.” indicate date you plan to enrofl. { / i
Apphicant Applicart B
3. Did you turn age 63 in the last six months?
4. Did you enroll in Medicare Part B in the last six monthe?
H*YES.” indicate your effective date. i i i / )
Applicint Applicnent B

' Ap?cant

Yest] Noil
Yes[] Nold

Yes ] nNoll

Yes{] Noll

Noll
Mel3

Yasid
Yesid

Applicant B
Yes[] Neld
Yes [ Nold

Yesil Nold

Yes [ NoO

Yeu [ NoO
Yes 1 No O

Hyou lost or are losing other health instrance coverage and weeeived & notice from ymarwr insprer saving you were eligible for guaranteed
issne of o Medienre supplerent insurance policy or certificate, or that yon had certam rights to buy such a policy or certificate, you may be
guaranteed acceptance i ons or more of our Medicare supplement plans, Please include 4 copy of the notice from your prior insurer with
youf appima‘twn, PLEASE ANSWER ALLQUES{Z{}N& Please mark “YES” or “NOP with an “X” to the guestions below.

R YOUR PROTEC_' 101 he &atsertai ﬁ;ssoeiatien ef Insurance Commfssmners requests that we i i

sk the feiiewmg q

_sabe

To the Best of Your Knowledge:

1. Age you applying during & guaranteed issue period?
(NOTE: If the answer above is “YES.” please attach proof of eligibility,)

2. Do you have another Modicare supplement or Medicare select insurance policy or
certificate tu force?
{a)y I “YES.” with what company, and what plen do vou have?

msurance gehctes or ceri:tﬁcates you may have.

Applicant
Yes (0 Nold

Yes ] Noll

Appiicaat B
Yes O Ne T

Yes [ Mo

Applicant Applicant B

Name of Company Name of Company

Policy Certifivate Nuniher PolicyiCertificate Number

Plan Plan

Izsue Date Issue Date

i b d

{b) M*YES.” do youinfend to replace your current Medicare supplement policv/certificate with
this policy? _
&) IE“YES,” indicate termination date. T I L)

Applicant Applivat B
{d) If*YES” have you received a copy of the replacement nofice?

1f you have had any other Medicare plan coverage as referenced below, not to include

Medicare supplernent, please complete questions {a-g) below, If not, skip to question #4.

3. Hyou had coverage from any Medicare plan other than original Medicare within the past
63 days (for example, & Medicare Advantage plan, or a Madicare MO or PPO). il i your
start and eud dates below. If'you are still coversd under this plan, leave “END" blank.

START __ | | END /4 JSTART / | END__f ]

Agpplieant Appitcant B
(a) Ifyou are still covered under the Medicare plan. do you intend to veplace your current
coverage with this new Medieare supplement polioy?

{&) H“YES,” have you received a copy of he replacement netme"
{¢) Reason for termmation/cisenvoliment?

Yes 10 Wold

Yes[] Nof]

Yos
Yes []

No[J
Neoll

Yes[d No[J

Yes £1 No

Yes [} Noll
Yes 1 No O

Applicant
{d) Planned date of termination/disenrotiment? i1 i

i
Applicant B

i1

Apphcant

Applizant B

T05-2012 Rev
P.O. Box 2620 « Omaha, Nebraska 83103-2620

Columbian Mutual Life Insurance Company - Administrative Service Office




Applicant Applicant B
{€) ‘Was this vour frst time in this type of Medicare plan? Yes ([ Nell | Yesid Nell
£y Did you drop a Medicare supplement or Medicare select policy/certificate to enroll in this
Medicare plan? Yes[D Noll|] YesD No[D
{g) Isyour former Medicare supplement or Medicare select polivy/certificate stifl available? 1vesD] Nold | vesDd NelD
4. Have yon had coverage under any other health insurance within the past 63 days? Yesl Nod | YesDd NeO
{For example, an employer, union, or individual non-Medicare supplement plan.)
{ay If“YES” with what company and what kind of policy/certificate? (List below.)
Applicant Applicant B
Name of Company Eind of Policy/Certificate MName of Company Kind of PolicyiCertificate

{b) What are your dates of coverage under the other policy/certificate? Hvou are still covered under this plan. lsave “ENDY™ blank.

START {

{ END / {

/ START ) /

Applhcant

END A

Appicani B

<) Reason for tenmination/disenroibnemt?

f

Applicant
() Planned date of termination/disenroliment? T |

Applicant B

{ /

/

Applivant

Appiicet B

5. Areyou covered for medical assistance thyough the state Medicsid program?
{NOTE TO APPLICANT: If you are pasticipating in a “Spend-Down Progran™ and have
niof miet your “Share of Cost,” please answer “NO™ to this question.)
HEEYES™ .
{a) Witl Medicaid pay your premiums for this Medicare supplement policy?
b} Do youreceive any benefits from Medicaid OTHER THAN pavment toward your

Medicare Part B premdwm?

6. Producers shall list any other health nswranee policies‘ertificates they have sold tothe applicant

{a} List policies/certificates sold which are still in force.

Yes [ Noll

Yes{1 Neld

Yes ] Noll

Yestd Nold

Yes ) Neld

ves 1 No (O

Applicant Applicant B

Mame of Company | Name of Company
Policy/Certificate Number Policy/Ceritficate Numbet
Description of Benefits Deseription of Bensfits
Effective Date of Coverage Effective Date of Coverage

{t) List policies/certificates sold in the past five {3) vears which are 1o longer in force,

Applicant Applicant B

Name of Company ‘Name of Company

Policy/Certificate Number Policy/Certificate Mumber

Deseription of Bencfits Description of Benefits

Effective Date of Coverage Effective Date of Coverage
T05-2012 Rev Columbian Mutual Life Insurance Co;n;sany « Administrative Serviée Office

PO, Box 2620 » Omsha, Nebraska 68103-2620




i’ you are applying during Open Envolltnent or & Guaranteed Bssue period, |
4, PLEASE ANSWER ALLOF THE OLLOYW&G QUES ONS. Make sure gxii questions are answered by each

llowing questzons 1-‘%4 ihat persmz 3 net

"l‘s the Best of Your Knowledge:

1. Are you cwrently hospitalized or confined to a nursing facllity; or, are you bedridden or
confined to a wheelchair?

2. Have you been diagnosed with emyphysema, Chronic Obstructive Pulmonary Disease
{COPD) or other chronic puimeamry disorders?

3. Have you been diagnosed with Parkinson’s Disease, Systemic Lupus, Myasthenia Gravis,
Mhdiiple or Lateral Selerosis, Osteoporosis with factorss, Cishosis or kidney disease requiring
dialysis? _

4. Have vou been diagnosed with Alzheimer’s Disease, Senile Dementia, or any other
cognitive disorder?

5. Have vou been diagnosed with or treated for Acquired Inunune Deficiency Syndrome
{AIDS) or AIDS Related Complex (ARCY?

6. If you have diabetes, do vou have any of the following conditions: diabetic retinopathy,
peripheral vascular disease, neuropathy, any heart condition (incloding high blood pressure)
or kidney disease? Ifyou do net bave diabetes, this question should be answered “NO”,

7. Do you have dinbetes that has ever reguired more then 30 vmits of insulin daily?

8. Within the past two years have you been treated for or been advised by a physician to
have treatment for internal cancer, alechiolismy or drug abuse, mental or nervous disorder
requiring peychiatric care or have you had any amputation caused by disease?

9, Within the past two vears have vou been freated for or been advised by a plivsician o have
treatment for heart attack, heart, coronary or carotid artery disease (oot inchnding high
blood pressure), peripheral vascudar disease, congastive heart fatlure or endarged beast,
stroke, transient ischemie attacks (TTA) of Leart fhythm disorders?

10, Within the past two years have you been treated for degenerative boue disease, crippling’
disabling or rheumatold arthritis or have you been advised to have a joint replacement?

11. Have you been advised by a physician that surgery may be required within the next 12
months for cataracts?

12. Have you been advised by a physician to have surgery, medical tests, treatment or therapy
that has not been performed?

13. Have you been hospital confined three or more times in the last fwo years?
14, Have you had an organ transplant or been advised by a physician to have an organ teansplant?

&yylmmi

Yes [

Yes [}

Yes {1

Yes 1]

Yes [

Yas [
Yes [T

Ves ]

Yes 11
Yes{]
Yes U
Yes[]

Yes [}
Yes T}

Nol[
Noll

No[l
Noll

No

“No il

Nol

No[O

No[J
Noll
NolJ
Noil

No[d
Nolll

Apphcant B

Yes [

Yes [

Yas [
Yes ]

Yes [}

Yes [}
Ves [

Yes [

Yes [
Ves 7]
Yes (1

Yes [
Yes

Yes

No ]

No il

No 3
No 3

No [

No [
No

No

o
Nol]
Ne O

No [l
Mo O
No OO

13. Are vou raking or have you taken any prescription or ever-the-sounter medications within
the past 12 months? If“YES,” please list the drug and the condition in the following table.

Yes 3

Noll

Yes [

Ne

Applicant {please attach a separate sheet if needed)

Applicant B {please attoch 2 separste sheet i needed)

Medication Mame {copy off
pharmacy label)

Date Originally Preseribed

Fraquency and Dosage

Dingnosis/Condition

Medication Name {copy off
pharmacy label)

Date Originally Preseribed

Erequency and Dosage

Diagnosis/Condition

Medication Name (vopy off
pharmiacy Iabel}

Date Originally Prescribed

Frequency and Dosage

DiagnosisCondition

T05-2012 Rev Colinmbian Mutual Life Insarance Company « Administrative Sarvice Offfice

£.0. Box 2620 » Omaha, Nebraska 68103-2620




5. PLEASE READ AND SIGN BELOW

IMPORTANY STATEMENTS TO BE READ BY AP?LICANT
B Youdo not need mors than one Medicare supplement policy.
B  if you purchase this policy, youmay want to evaluate your exisiing health coversge and decide If yon need mwdtiple coverags,
B Youmay be eligible for benefits nnder Medicaid and may not need a Medicare supplernent policy.
B

if, after purchasing the policy, vou become eligible for Medicmd, the benefits and premioms under your Medicare supplement
policy can be sespandad, i requested, during your entitlement to benefits under Medicaid for 24 months. You nust request
this suspenston within 90 davs of becoming efigible for Medicaid. If vou are no Jonger entitled to Medicaid, your suspended
Medicare supplement policy {or, if that is no longer available, 2 substantially equivalent policy) will be reinstituted if requested
within 90 davs of losing Medicaid eligibifity. 1f the Medicare supplement poliey provided coverage for outpatient prescription
drugs and you envolled in Medicare Part D while your policy was suspended, the reinstituted policy will not have cutpatient
prescription ding coverage, but will otherwise be substantially equivalent to vour coverage before the date of the suspension.

B Ifvouare eligible for, and have enrolled in a Medicare supplement policy by reason of disability and you later become covered
by an employer or uaton-based group Liealih plan, the benefits and premums under vour Medicare supplement policy can'be
suspended, if requested, while vou are vovered under the employer or union-based group heaith plan, If you suspend vour
Medicare supplement policy under these circumstances, and later lose your employer or wnion-Based group healih plan, your
suspended Medivare supplement policy {or, if that is no longer availeble. & sebstantially equivalent policy) will be reinstinried
if requestad within 90 days of losing vour employer or nnton-based group health plan. If the Medicare supplement policy
provided coverage for outpatient prescription drags and you enrolled in Medicare Part D winle your policy was suspended, the
reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivaient to your
coverage before the date of the suspension.

B Coouseling services may be available in your state to provide advice conceming your purchase of Medicare supplement
insurance and conceming medical assistance through the state Medicaid program, inchuding benefits as a Qualified Medicare
Beneficiary {QMB) and » Specified Low-Income Medicare Beneficiary (SLMB).

1 wish to apply for a Medicare supplement insurance policy. I represent that my answers and statemenis on this application are
true and complete. T understand flit, upon accepiance of the completed application, ssch applicant will receive a separate policy.
I understand that my policy benefils can start no earler than my Medicare effective date, my first month’s premium has been
received andfor processed and my application has been approved by Columbian Mutal Life Insarance Company.

Dated at .on .
City Siste  Month Day Year  Appheant’s Signature

Dated at . on .
City State  Month Day Year  Applicent B’s Sagnature {if spplving}

Premium Must Accompany Application

ViWe certify that during s interview with the proposed applicant, Twe have truly and accurately recorded in the application the
information supplied by the applicant.

{Signature of Licensed Produeer) - {Date} {Signature of Licensed Producer} {Date}
Dann Loewenthal
PRODUCER STAMP PRODUCER STAMP
T05-2012 Rev Columbian Mutual Life Insurance Company - Adminisirative Service Office 5

F.0. Box 2520 » Omaha, Nebrasks 881032620



Aﬁﬁi?iONAL B‘EF‘ORMATION F’ART 4 CGN T E'EEALTH fMEQlCAL QUESTIONS ‘Question #‘¥5

Applicant {please attach a separate sheet Hneeded)

Applicant B (please aftach 2 separate sheet if neexled}

Medication Name {copy off
phannacy label)

Date Originally Prescribed

Frequency and Dosage

Diagnosis/Condition

Medication Name {copy off
pharsnacy label)

Date Originally Prescribed

Frequency and Dosage

Dragnosis/Condition

Medication Name (copy off
pharmacy label)

Date Originally Preseribed

Frequency and Dosage

DiagnosisCondition

Medication Name {copy off
pharmacy fabeD)

Date Originally Prescribed

Freaqueney and Dosage

Diagnosis'Condition

~ SECTION FOR ADDITIONAL COMMENTS

Applicant {please attach a separate sheet if needed)

. Applicant {pi atﬁah a separate sheet'

T05-2012 Rev Columbian Mutual Life Insarance Company + Administrative Service Office 8
P.0. Box 2620 *» Omaha, Nebraska 68103-2620




COLUMBIAN MUTUAL
LIFE INSURANCE COMPANY
Homa Cffice; Binghamion, NY 13902

Administrative Service Officer PG, Boy 2620

Crnaba, MNE £8103-2620

Calculate Your Premium
Medicare Supplement

Medicare Supplement Plan

Before vou begin: If vou've not in your open envellnient or guarantee issue period, please go to page 2 to
determine your eligibility for coverage.

Line | Steps Example AppHcant’s Applicant B
Rate displayed is used for Preminm Preminm
catealation purposes only,

#1 | Premium $128.52
Write in your Med supp plan’s preminm from
the Outline of Coverage provided.

#2 | Payment Options $128.32 monthly payment
To determine other pavment schedules,
mnltiply vour monthly premium by
3 to pay 4 times a year {quarterly) $385.56 quarterly payment
6 1o pay twice a year {semdanmually) $771.12 semianmual pavment
12 to pay once a vear {aunually) $1,542.24 annual paymnent

#3 | Earvellment/Policy Fee $128.52+ $25.00 = 5153.52
There is & one-time application fes of $23.00,
This will be coliected with yeur iniial . te shows initial ' X
payment and will NOT affect your rencwal 'xaﬁ;if 5 ;’::15 '?’ paymen
premium amounts. {monthly schedule).

Complete and retarn with appHeation
Page 1 T05_422




Height and Weight Chart
Eligibility

To determine whether yoo may purchase coverage, lovate your height, then weight in the chart below. T vour weight is in the Decline
colmnn, we'te somy, yow're not eligible for coverage at this thue, If your weighi is located in the Standard columm, you may continue

to step L
Decline Standard Pecline
Heigln Weight Weight Weight
43 < 534 54 - 143 146 4+
43" < 36 36~ 151 152+
44" « 38 38 157 138 -+
£ 5t < &0 60— 163 164 +
460 <63 63 - 170 171+
47 < £5 63176 177 +
EN <67 67— 182 183+
4 gv 70 T0—189 190 +
4' <72 72— 196 197+
4 1 <73 73 -202 203 +
2o <77 77209 210+
§ < B 80 - 216 217 +
52" < 83 83224 225 +
s 3" < 835 335 231 32+
o < 88 88 238 238+
M <91 01 -~ 246 247 +
Fan <83 93 ~ 234 255 4
it <06 95 261 262 +
Fg «< 05 99 . 269 270+
39 < 102 102 - 277 278 +
31 < 103 105 - 285 286+
ol E < 108 108 293 204 +
g <111 111 - 302 303+
& <114 114~ 310 311 %
LAY < 117 117.-319 320+
& 3" < 121 121 328 326 +
&4 <124 124 - 338 337+
& 5" <127 127 345 < 346 +
&e" < 130 130 .~ 354 335 +
&7 < 134 134 -- 363 364 +
ga < 137 137 373 374+
& o < 146 140 332 383 4
& < 144 144 .. 302 393 +
g 11" < 147 147 - 401 402 +
o < 151 131 -4 412 +
7 < 155 155 - 421 433 &
7 < 138 138 431 432 +
T <162 162 441 442 +
T4 < 166 166 - 4351 452 +

Medicare supplement insurance is underwritien by

Columbian Mutual Life Insurance Company

Administrative Service Office

POC. Box 2620

Qmaha, Nebraska 681032-2620
hitps:fhwwwefelife.con/parinersimedsuppfhome

Page 2

T05_422




COLUMBIAN MUTUAL
LIFE INSURANCE COMPANY
Home Office; Binghamion, NY 13902

Administrative Sewvics Office: PO Box 2620
Crmaha, NE 68103-2820

Policy Delivery

Mai policy/policies o
(a3 Apphicant ] Producer 1}
() Applicant B [ Producer

Producer{s} information

Producer Name ___Dann Loewenthal Social Security No
Comm, % Share Producer Phone No (541 _434.9613 Commission Code
Producer E-mail Address ~~ dann @ _lowinsure.com

Producer FAX Nunher 941.284.2994

Producer Name Sovial Becurity No

Comm. % Share Produger Phone No {___ ) Commission Code
Producer E~-mail Address i@

Producer FAX Number

Producer To Complete Qply if Premium is To Be Paid With A Business Check/Account
Initial Pafment
Is the applicant:
{7} unemploved?.......... B rsvssenis rvsramenas - e rton R e PR Rk o8 e amE e e n renraesea wonenesesne rrrabpesai et ares
{1 employed, but aot werking for the business that is paying the premitm? i rereress b n e o ared e pernsriest
- {¢} the Lusiness owner or spouse of the business OWNEIT i b vk bep et et et e

ifia) (bhor (o) i§ *Yeg,” the premiwmn can be patd with a business checkfacconat,

Renewal Payvment
Is the applicant:
(2] DRETRPIOVEUT - e reisererer st e n s reme et et e ed e e £ At R e e e :

.................................

{b) employed, but not working for the business that is paving the premiumT oot s
{c} the business owner or spouse of the business owner?....... S~ vrsersreastensas tereraes et e e e e AR e -

I {a), (), or {c} is *Yes,” the premitun ¢an be paid with & business cheekfacconnd,

Yeg

nong

oo g




COLUMBIAN MUTUAL PLEASE SIGN AND RETURN THIS

AUTHORIZATION WITH YOUR
LIFE INSURANCE COMPANY COMPLETED APPLICATION

Authorization To Disclose Personal Information To Columbian Mutual Life insurance Company

Meanings of Terms
“Medical Persons and Entities” means: all physiciaus, medical or dental practitioners, hospitals, clinics, pharmacies,

pharmacy benefit managers, other medical cars facﬁznes health maintenance organizations and all other pmudezs of medical or
dental services,

“Personal Information” means: all health information, such as medical history, mental and physical condition, preseription
drug records, drug and aleohol wse and other information such as finances, oceupation, general reputation aud nsurance claims
information about me. Personal Information does not include Psychotherapy Noies,

*Psychotherapy Notes” means: noies recorded by 2 health care provider who is a mental health professional documenting
or analyzing the coutents of conmversation during a counseling session. which notes are separated from the rest of the person’s
medica record, Certain information, such as that relating to prescriptions, diagnosis and functionad status, is not included in the ferm
Psychotherapy Notes.
“Snecified Companies” means:
+  The group of companies which presently micludes Columbian Mutual Life Insurance Company and additional companies
which ray become part of this group of companies and their successors.
«  Oiher persous and endities which act on behalf of these companies 1o provide services to them,
Authorization to Disclose
T anthorize the Medical Persons amd Entities, the Specified Companies, employers, consimer reporting agencies and other insurance
eomapanies to disclose Personal Information abont me to Columbian Mutual Life Insurance Company. '

Purposes
The Personal Information will be used to determine my eligibility for insurance and to resolve or contest any issues of mcempiete,
incorrect or misrepresented information on my application which may ardse during the provessing of my application or in coanection
with claims for insurance benefits,

Potential for Redisclosure
If the person or entity to whom Personal Information is disclosed is not a health care provider or heaith plan subject to federai privacy
regulations, the Personal Information may then be subject to further disclosure by that person or entity withowt the protections of the
federal privacy regulations.

Faiture o Sign
[ undersiand that I nmay refuse 10 sign this authorization, [ realize that if I refuse to sign, the mswwance for which I am applyving will not
be issued.

Expiration and Revocation
Tinless revoked earlier, this authorization will yemnain in effect for 24 months from the date T sign it T understand that I may revoke
this anthorization at any time, by written notice fo:
ATTN: Individual Underwriting
Columbian Mutual Life Insurance Company
BO, Box 2620
Omaha, Nebraska 68103-2620

1 realize that my sight to revoke this authorization is Emited fo the extent that Cohanbian Mutual Life Insurance Company bas taken
action in refiance on the suthorization or the law altows Columbian Mutual Life Insurance Company to contest the issnance of the
policy or a claim under the policy,
Copy

1 understand that I will recelve 2 copy of the signed authorization. A copy of this authorization is as effective as the original.
Applicant acknowledges and agrees that if theve is more than one proposed insured o this application, all information provided may
be reviewed or shared with the other applicant. A completed and signed application will become part of each applicaut’s policy.

Names and Signatures
Name(s) nsed for medical records ¥ different than the nanme(s) below):

Applicant Applicant B

Printed Name of Proposed Applicant Printed Name of Proposed Applicant
Signature of Proposed Applicant Signature of Proposed Applicant
Daie Date

TO5_418 0710  THIS AUTHORIZATION COMPLIES WITH HIPAA AND OTHER FEDERAL AND STATE LAWS




COLUMBIAN MUTUAL
LIFE INSURANCE COMPANY

Notice to Applicant Regarding Replacement of Medicare Supplement Insurance
or Medicare Advantage

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

According to your application, you intend 10 ferminate existing Medicare supplement or Medicare Advantage insurance
and replace it with a policy to be issued by Columbian Mutual Life Insurance Company. Your new policy will provide
thirty (30) days within which you may decide without cost whether you desite to keep the poticy.

You should review this new coverage carefully. Compare it with alf 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 Applicant by Issuer, Agent, Broker or Other Representative:

Thave reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare
supplement policy will not duplicate yonr existing Medicare supplement or, if applicable, Medicars Advantage coverage
because you intend to terminate your existing Medicare supplement coverage or leave your Medicare Advantage plan.
The replacement policy is being purchased for the following reason(s) {check one):

Applicant Applicant B
e i ditional benefits . Additional benefits
No change o benefits, but lower preminms No change in benefits, but lower premivms
Fewer benefits and lower preminms Fewer benefits and lower preminms

My plan has outpatient prescription drug coverage My plan has outpatient prescription drug coverage
and 1 am enrolling in Part D e and [ am enrolling in Part D
Disenrollment from a Medicare Advantage Plan Disenroliment from a Medicare Advantage Plan
Please explain reason for disenrollment . Please explain reason for disenroliment

— Other {please specify) e Othe {please specify)

If you still wish to terminate your present policy or certificate and replace it with new coverage, be certain to tauthfully and
cotnpletely answer all questions on the application conceming your medical and health history. Failue 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 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 or certificate until you have received your new policy and are sure that you want to
keepit. '

Signature of Agent, Broker or Other Representative
Colimbian Mutual Life Insorance Company, P.O. Box 2620, Omaha, Nebraska 881032620

Applicant Applicant B
Signature Signature
Date Date

1

1 - Home Office Copy
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COLUMBIAN MUTUAL
il i IFE INSURANCE COMPANY
' Home Office; Binghamton, NY 13802

Administrative Senvice Office: PO, Box 2620
Urmahs, NE 58103-2620

Initial Premiums Paid through Automated Clearing House (ACH)
Medicare supplement applications may have their initial premiums automatically deducted fror their checking or savings
accoumt through the specific Electronic Funds Transfer (EFT) process identified as Amomatic Clearing House (ACH). When
they do, you may fax the application and required forms instead of mailing them.

Follow these easy steps to submiit Med supp apps using ACH for initial premiums:

Step 1 - Complete the Autho

Applicants wishing to pay slectronically complete the appropriate Med supp Anthorization for Electronic Funds Transfer
form™:
T03_420 for Columbian Mutual Life Insurance Company
To Pay: '
s Only the initial premium via EFT, complete the top portion as well as the account information on the
Med supp dufhorization for Electronic Funds Transfer form
*  Boih the initial and renewal premiums via EFT, complete the entire form, including the account information

Step 2 - Fax the following items to the dedicated line for ACH payments at 1-866-422-9139

1. ACH fax transmitial cover sheet on the back of this form, T05_421*
2. Med supp duthorization for Electronic Funds Transfer form, T5_420*
3. Med supp application and other required forms

Tips for Submitting Initial Premiums through ACH
¢ Do not send a signed check for the initial premium; clients could be charged twice
* Do not fax the forns more than once; additional charges could result
¢ Ifyou fax the forms, do not mail them, too; processing errors occur and additional charges result

*In the application package

For producer use only. Not for use with the general public.




Instructions for Completion of Authorization for Electronic Funds Transfer (ACH/BSP) Form

Actoant Holder Name "

John Doe Check #1234
Strest Address :
Fown, City  Zip code

Payio

Bank Mame
& Address

Memo Signed By,
123234567894 LB385L78 = R234 M

Bank Routin lﬁarék Account Chack Nugriber Do NOT include the cheok number as part
m

Transfer Numbe Bar | o o | | o either the Routing or Acoount Number.

The applicant may select one of three payiment options indicated on the back side of this form. Tnstructions for each
option are listed below. With each option, the form mst be signed and dated.

Onption A: Pay all premiums (15t month and monthly renewals) by Electronic Funds Transfer (EFT).
Automatic Clearing House (ACH) is used for initial payinent and Bank Service Plan (BSP) is nsed for renewal
payments. When choosing to pay both the initial and monthly renewals by EFT, the applicant must complete the
form and submit it with the application. DO NOT submit a signed check for payment under this option. To avoid
potential delays in processing, submit a voided check and complete the account information (routing/account
numbers, name of financial instittion) on the foom,

Option B: Pay 1st month by paper check and monthiy renewals by BSP

When choosing to pay the initial preminm via paper check and the monthly renewals by BSP, the applicant must
complete the form and submit it with the application. A signed check for the initial monthly premium mmst be
submitted with the application.

Option C: Pay 1st month by ACH and pay renewals by direct bill (monthly direct billing is not offered)
When choosing to pay the initial premiums by ACH and renewal preminms by divect billing (quarterly,
semiamnnally, or annually), the applicant must complete the form and submir it with the application. DO NOT
subinit a signed check for the initial premium payment under this option. To avoid potential delays in processing,
submit a voided check and coraplete the account information (routing/account mumnber, name of financial
wistinution) on the form, .

When cheosing fo pay initial premivms by ACH, money will be withdrawn on the date the application is
processed. This may be different from the monthly withdraw date selected for renewal premiums.

Payments cannot be postponed until a later date.
Payment from a third party, including any foundation, cannot be accepted.
All refunds will be made o the applicant in fhe event of rejection, incomplete submission, overpayment, cancellation, ¢,

Please complete the Electronic Funds Transfer form accurately and in its entivety, making sure that all required
information is correct and complete on your Electronic Funds Transfer form prior to submission. In addition, please
make sure that the premiom amount is filled in on the Electronic Funds Transfer form so we can initiate a timely and
accurate withdrawal from your client’s bank account.

An example of how to find correct Routing and Account Numbers on your clients’ checks is included at the top of this
form. Do notinctude the check number as part of gither the Routing or Account Naber. The applicant’s bank name
is nommatly included above the Memo Hine on the check

TO5_420




COLUMBIAN MUTUAL

LIFE INSURANCE COMPANY - -
Homae Gifice: Biaghamion, MY 13002 Please refer to instructions

Admiristrative Seniice Office: PO, Box 2620 on the Front of dus forn,
Omaha, NE 88103-2620

Authorization for Electronic Funds Transfer {ACH/BSP)

This form Is intended as authorizatien to debit vour acconnt{. Please complete initial and renewal premzum yayment

information below. Applicant A |Applicant B
Medicare Supplement Premium Payment Options: YES NO|YES NO
A. Pay premiums (Ist month and monthly renewals) by Electronic Funds Transfer 8 oo O
{ACH is used for initial payment and BSP is used for renewal paymenis.)
B. Pay 1st premium by signed paper check and pay monthly renewals by BSP O ojgo o
C. Pay initial premivm by ACH and pay renewals by direct bill (monthly direct biling ismotofferey T 00 | 10 [
+ Ifchoosing Options A or C, list amount of initial premivm withdrawal ... ... . ..., $ 3
+ I choosing Options Aor B,
select a withdrawal date for monthly renewal payments {circleone) . ... ... ... {stor 15th | 1stor 15th
+ Is a Business Account being used to pay premiums? ... i O 00 (N
+ Ifyes, is the applicant:
@ Unemployed . oL oo e o oo 0«
{b) Employed, but not working for the business that is paym& the premmm ............ o o yoa &
{¢} The business owner or spouse of the businessowner. ... oo i il n, 0 oo 0
If (A}, (B, or {C) are *Yes,” preminms CAN be paid with 2 business account,
Applicant A ! Applicant B

Cemplete the information below. To avoid potential delays in processing, submit 2 copy of a veided check,

Account Type (check one): [OChecking  DUSavings Account Type (check ene): UChecking [ISavings
Neme of Financial Institution Name of Financial fnstitution

Routing Number {first 9 digiis on lower left side of check) Routing Nummber (first 9 digits on the fower left side of check)
Account Number . Accoaat Number

{Do NOT use Debit or Credit Cavd account nuntbers) (Do NOT use Debif or Credit Card sccount munbers)

Name as Shown on Account Name as Shown on Account

IMPORTANT: Withdrawal date of the initial premium payment will occur when the application is
processed and may be different than the monthly withdrawal date selected above,

I authorize Columbian Mutual Life Insurance Company (“Columbian Mutnal™) to withdraw funds from my acconnt for my
initial and/or monthly renewal premiurms and understand that the amounts may differ. 1 also authorize Columbian Mutual

1o collect any preminn(s) due by bask draft withdrawal. Premium shortages may result from a variety of causes, inchuding
underwriting adjustoients. Iauthorize you, my financial instinition, to pay v from my acconnt any checks, drafts or preaurhonzed
electronic fimd transfers from my account to Columbian Mutual, Your rights with each charge will be the same as if personally
paid by me. The authorization will be efiective wniil I give you at least three business days’ notice to cancel it. If notice is
given verbally, you may require writien confinmation from me within 14 days after my verbal notice.

Authorized Signatare as Shown on Account Aathorized Signature as Shown on Aceount

Pate Pate TO5_420






