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Theofferingcompany(ies)listedbelow,severallyorcollectively,asthecontentmayrequire,arereferredtointhisapplicationas“Humana.”

HMOandPOSplansofferedbyHumanaEmployersHealthPlanofGeorgia,Inc.
PPOandClassicMedicalplansandLifeandShort-TermDisabilityplansinsuredoradministeredbyHumanaInsuranceCompany.
DentalplansinsuredoradministeredbyHumanaDentalInsuranceCompanyorHumanaInsuranceCompany.

Pleaseprintclearlyandfillineachapplicablecircle.

HumanaEmployeeEnrollmentApplication-10-99Employees GEORGIA

DependentInformation GA-80124-DP10/2006

Pleaseenter information foreachdependent, includingspouse,applying forcoverage.Foradditionaldependents,copyandattachanadditionalDependent Information form.

1.Lastname Firstname  MI Dateofbirth__/__/____

SocialSecuritynumber Gender:mFemalemMale Relationship:mSpousemChildmOther:

Dependentstatus(ifapplicable):mFull-timestudentmDisabled Ifdisabled,indicatereason:

HMOandPOSonly:

Primarycarephysician    PhysicianID CurrentPatient:mNomYes

HMOandPOSonly:

Employee’snominatedconsumerchoiceoptionprimarycarephysician   CurrentPatient:mNomYes

2.Lastname Firstname  MI Dateofbirth__/__/____

SocialSecuritynumber Gender:mFemalemMale Relationship:mSpousemChildmOther:

Dependentstatus(ifapplicable):mFull-timestudentmDisabled Ifdisabled,indicatereason:

HMOandPOSonly:

Primarycarephysician    PhysicianID CurrentPatient:mNomYes

HMOandPOSonly:

Employee’snominatedconsumerchoiceoptionprimarycarephysician   CurrentPatient:mNomYes

3.Lastname Firstname  MI Dateofbirth__/__/____

SocialSecuritynumber Gender:mFemalemMale Relationship:mSpousemChildmOther:

Dependentstatus(ifapplicable):mFull-timestudentmDisabled Ifdisabled,indicatereason:

HMOandPOSonly:

Primarycarephysician    PhysicianID CurrentPatient:mNomYes

HMOandPOSonly:

Employee’snominatedconsumerchoiceoptionprimarycarephysician   CurrentPatient:mNomYes

EmployeeInformation GA-80124-GN10/2006

MedicalGroupnumber Benefitnumber  Division

Companyname  ProposedEffectiveDate__/__/____

Companycity State

Lastname Firstname  MI Dateofbirth__/__/____

SocialSecuritynumber    Phonenumber

Gender:mFemalemMale  Emailaddress

Streetaddress    Apt/Suite/POBoxnumber

City   State  Zipcode County

Languageofchoice:mEnglishmSpanish

Employmentstatus:Numberofhoursworkedperweek Dateoffull-timehire__/__/____ mFull-timeemployee mRetiree

Areyoudisabledorunabletoperformnormalactivities?mNomYes Ifyes,indicatereason:
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GroupNumber SocialSecurityNumber

GA-8012410/2006 2 Reorder#GA-99955-HH3/2007

BasicLife GA-80124-HL10/2006

Groupnumber Benefitnumber  Class/Division

Primarybeneficiaryname  Secondarybeneficiaryname

Class(employerwillprovideyouwiththisinformationifneeded)  Annualsalary(ifapplicable)$

Basicdependentlife:mNomYesIfno,completewaiversection.

VoluntaryLife

Groupnumber Benefitnumber  Class/Division

Doyouelectvoluntaryemployeelifecoverage?mNomYes Amount(minimumof$15,000)$  Annualsalary$

Primarybeneficiaryname  Secondarybeneficiaryname

Voluntarydependentlife:(availableonlyifemployeeelectsvoluntarylifecoverage)Doyouelectvoluntarychild(ren)lifecoverage?mNomYes

Doyouelectvoluntaryspouselifecoverage?mNomYes Amount(minimumof$5,000)$

Medical GA-80124-MD10/2006

Coveragetype:mEmployeeonlymEmployeeandspousemEmployeeandchild(ren)mFamilymOther

Planname   Networkname

HMOandPOSonly:

Employeeprimarycarephysician   PhysicianID CurrentPatient:mNomYes

HMOandPOSonly:

Employee’snominatedconsumerchoiceoptionprimarycarephysician    CurrentPatient:mNomYes

Dental GA-80124-HD10/2006

Groupnumber Benefitnumber  Class/Division

Coveragetype:mEmployeeonlymEmployeeandspousemEmployeeandchild(ren)mFamilymOther

Planname  

Withinthepast12months,haveyouhadanyindividualorothergroupdentalcoverage?mNomYesOrthodontiacoverage?mNomYes

Effectivedate__/__/____ Termdate__/__/____

Priorcoveragetype:mEmployeeonlymEmployeeandspousemEmployeeandchild(ren)mFamily

Concurrentmedicalcoverage:

•Willyouoranyofyourcovereddependentshaveanyotherindividual
orothergroupmedicalcoverage,includingMedicare,ineffectatthe
sametimeasthisHumanacoverage?mNomYes
 Ifyes,pleasecompletebelow.

Individualorothergroupmedicalcoverage:

Medicalcarriername

Policynumber Effectivedate__/__/____

Carrierphonenumber Termdate__/__/____

Coveragetype:mEmployeeonly mEmployeeandspouse
 mEmployeeandchild(ren)mFamily

Medicarecoverage:

EmployeeCoverage:mNomYes Effectivedate__/__/____

MedicareID Termdate__/__/____

SpouseCoverage: mNomYes Effectivedate__/__/____

MedicareID Termdate__/__/____

Priormedicalcoverage:(Thissectionmustbecompletedin
orderforHumanatoprocessanymedicalclaims.)

•Withinthepast12months,haveyouoranyofyourcovered
dependentshadanyotherindividualorothergroupmedicalcoverage,
includingMedicare?mNomYesIfyes,pleasecompletebelow.

Individualorothergroupmedicalcoverage:

Priormedicalcarriername

Policynumber Effectivedate__/__/____

Priorcarrierphonenumber Termdate__/__/____

Priorcoveragetype:mEmployeeonly mEmployeeandspouse
 mEmployeeandchild(ren) mFamily

Medicarecoverage:

PriorEmployeeCoverage:mNomYes Effectivedate__/__/____

MedicareID Termdate__/__/____

PriorSpouseCoverage: mNomYes Effectivedate__/__/____

MedicareID Termdate__/__/____
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GroupNumber SocialSecurityNumber

Short-termIncomeProtection GA-80124-SP10/2006

Groupnumber Benefitnumber  Class/Division

Doyouelectshort-termincomeprotectioncoverage?mNomYes Annualsalary$

Class(employerwillprovideifneeded)

Thisinformationshouldnotbesubmittedmorethan60dayspriortotheeffectivedate.

1.Withinthepast24monthshaveyouoranydependenthadorbeentreatedforanillnessorinjuryorhadsurgeryorhospitalization
recommended?mNomYes

2.Withinthepast24monthshaveyouoranydependentbeenprescribedmedication?mNomYes

3.Areyouoranydependentcurrentlypregnant?mNomYes;Incurredmedicalexpensesinexcessof$7,500inthepast
12months?mNomYes

Ifyouanswered“yes”toanyofthequestionsabove,pleaseprovidedetailsbelowandspecifythequestionnumber.
Attachadditionalsignedanddatedsheetsifnecessary.

Questionnumber Persontreatedlastname   Firstname

Condition

Listsymptomsencountered

Listtreatmentsreceived

Listmedicaltestsadministered

Medication(s)ifany

Dateconditionwasfirstdiagnosed__/__/____   Datelastseenbyadoctorforthiscondition__/__/____

Questionnumber Persontreatedlastname   Firstname

Condition

Listsymptomsencountered

Listtreatmentsreceived

Listmedicaltestsadministered

Medication(s)ifany

Dateconditionwasfirstdiagnosed__/__/____   Datelastseenbyadoctorforthiscondition__/__/____

Questionnumber Persontreatedlastname   Firstname

Condition

Listsymptomsencountered

Listtreatmentsreceived

Listmedicaltestsadministered

Medication(s)ifany

Dateconditionwasfirstdiagnosed__/__/____   Datelastseenbyadoctorforthiscondition__/__/____

Questionnumber Persontreatedlastname   Firstname

Condition

Listsymptomsencountered

Listtreatmentsreceived

Listmedicaltestsadministered

Medication(s)ifany

Dateconditionwasfirstdiagnosed__/__/____   Datelastseenbyadoctorforthiscondition__/__/____

MedicalHealthHistory GA-80124-MH10/2006
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GroupNumber SocialSecurityNumber
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HealthSavingsAccount GA-80124-HA10/2006

Groupnumber Benefitnumber  Class/Division

Ifyouhavemedicalcoverageunderanotherplan,youmaynotbeeligibleforanHSA.Pleasecheckwithyourtaxadvisorfordetails.

Doyouelectthehealthsavingsaccount?mNomYes

Forhelpfillingoutthissection,usetheenrollmentapplicationHSAworksheet.

å HowmuchwereyouallowedtocontributetoanyHSAinthiscalendaryeartodate?   $

ç HowmuchhaveyoucontributedtoanyHSAinthiscalendaryear-to-date?     $

é HowmuchdoyouwishtocontributetotheHSAfortheremainderofthiscalendaryear?   $

è Ifyourplanyearspanstwocalendaryears,howmuchareyouallowedtocontributetoyourHSAfortheportion
 oftheplanyearthatfallsinthesecondcalendaryear?      $

ê HowmuchhaveyoualreadycontributedtoanyHSAfortheportionofyourplanyearthatfallsinthesecondcalendaryear?$

ë HowmuchdoyouwishtocontributetoyourHSAfortheportionofyourplanyearthatfallsinthesecondcalendaryear? $

í PleaseprovidetheeffectivedateofthisHSAinformation(mm/01/yyyy)     /01/

Beneficiaryforthisaccountwillbetheemployee’sestate.YoumaychangebeneficiaryinformationonfilewiththebankthatadministerstheHSA
oncetheaccountisestablished.

Waiver(Refusalofcoverage) GA-80124-WV10/2006

IacknowledgethatIhavebeengiventheopportunitytoapplyforgroupcoverageavailabletomeandmydependentsthroughmyemployer.I
proclaimthatIwasnotpressuredorforcedbymyemployer,thewritingagent,orHumanaintowaiving(declining)coverage.IfIhavewaivedany
coverageofferedtomeormydependents,mysignaturebelowisevidenceofthisaction.Iherebywaivecoveragefor(checkallthatapply):

Medicalfor:mMyself mMyspousemMydependentchild(ren)

Dentalfor: mMyself mMyspousemMydependentchild(ren)

Basiclifefor:mMyself mMyspousemMydependentchild(ren)

Short-termincomeprotectionfor: mMyself

Healthsavingsaccountfor: mMyself

Ideclinetoapplyforgroupcoveragebecauseof(checkallthatapply):mSpousalcoveragemMedicaresupplementmIndividualcoverage

mCoverageunderanothercarrier’splanprovidedbymyemployer mOther:

Iunderstandandagree:

•IntheeventthatIshoulddecidetoapplyforsuchcoveragehereafter,thatsuchsubsequentapplicationshallbesubjecttotheapplicableterms
andconditionsofthemastergroupcontract(s)orplanprovisionsasdescribedintheSummaryPlanDescriptionwhichmayrequireadditional
limitationsandwaitingperiods.

•Imayberequiredtofurnish,atmyownexpense,evidenceofhealthstatussatisfactorytoHumana.

•IfIamdecliningcoverageformyselformydependents(includingmyspouse)becauseofothercoverage,Imayinthefuturebeabletoenroll
myselformydependentsprovidedthatIrequestenrollmentwithin31daysaftermyothercoverageends.

•IfIhaveanewdependentasaresultofmarriage,birth,adoption,orplacementforadoption,Imaybeabletoenrollmyselfandmydependents
providedthatIrequestenrollmentwithin31daysafterthemarriage,birth,adoption,orplacementforadoption.

•Humanareservestherighttodelaymedicalcoverageand/ordenylifeordentalcoveragewithanyfutureapplicationforcoverage.
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GroupNumber SocialSecurityNumber

Agreement GA-80124-AA10/2006

Trueandcompleteacknowledgement

Iunderstand,agreeandrepresent:

• Ihavereadthisdocumentorithasbeenreadtome.

• Theanswersprovidedwithinthisentireapplicationforcoveragearetothebestofmyknowledgeandbelief,trueandcomplete.

• Neithermyemployernortheagenthastheauthoritytowaiveacompleteanswertoanyquestion,determinecoverageorinsurability,alterany
contract,orwaiveanyofHumana’sotherrightsandrequirements.

• Ifthisapplicationforcoverageisaccepted,coveragewillbeeffectiveonthedatespecifiedbyHumanaonthecertificateofcoverage/certificateof
insurance.

• AnyintentionalmisrepresentationcontainedhereinreliedonbyHumanamaybeusedtoreduceordenyaclaimorvoidthecontractwithinthe
contestableperiodifsuchmisrepresentationmateriallyaffectedtheacceptanceoftherisk.

• Medicalcoveragewillnotbedeclinedduetohealthstatus.

• Ihavereceivedacopyoftheplanproviderdirectoryanddisclosurethatincludesproviderlimitationrules,andanyfnancialarrangementswith
providers.

IherebyenrollforbenefitsforwhichIampresentlyeligibleorforwhichImaybecomeeligibleundermyemployer’sgroupcontract(s).Ifany
deductionsarerequiredforthiscoverage,Iauthorizesuchdeductionsfrommyearnings.Ireservetherighttorevokethisdeductionauthorizationat
anytimeuponwrittennoticeunlessIhavechosentousepretaxdeductions.

Thisdocument,togetherwithanysupplements,willformpartofanycontractandbethebasisforanycertificateofcoverage/certificate
ofinsuranceissued.

Authorization

MydependentsandIauthorizeanyphysician,medicalorhealthcarepractitioner,hospital,clinic,veteransadministrationfacility,othermedicalor
medically-relatedfacility,thirdpartyadministrator,PharmacyBenefitManager,insurance,HMOorreinsuringcompany,theMedicalInformation
Bureau,Inc.,employer,theConsumerReportingAgencyorbankingandfinancialinstitutionshavinginformationregardingmyselfandmy
dependents,includinginformationconcerning,advice,diagnosis,treatmentandcareofthephysical,psychiatric,mentaloremotionalconditions,
drug,substanceoralcoholabuse,illness,andcopiesofallhospitalormedicalrecords,non-publicpersonalhealthinformation,andanyothernon-
medicalinformationtoshareanyandallsuchinformationwithHumana,itsreinsureroritslegalrepresentatives,anditsaffiliates.

MydependentsandIunderstandandagree:

• TheinformationobtainedbyuseofthisauthorizationmaybeusedbyHumanatodetermineeligibilityforcoverage,eligibilityforbenefitsunderan
existingpolicy,planadministration,andmakeclaimdeterminations.

• Ifyoudecidenottosignthisauthorization,Humanacannotcompleteyourplanenrollmentordetermineyourpremiumrateduetotheinabilityto
obtainthenecessaryinformation.

• IfselectingtheHealthSavingsAccount(HSA),youauthorizeHumanaorourbankingpartnerstoprovideyouraccountnumbertoyouremployer
forthepurposesofdepositinganycontributions.

• AnyinformationobtainedwillnotbereleasedbyHumanatoanypersonororganizationexcepttoreinsuringcompanies,theMedicalInformation
Bureau,Inc.orotherpersonsororganizationsperforminghealthcareoperationsorbusinessorlegalservicesinconnectionwithanapplication,
claimorasmaybeotherwiselawfullyrequired,orasI(we)mayfurtherauthorize.

• Oncepersonalandhealth(includingmedical,dentalandpharmacy)informationisdisclosedpursuanttothisauthorization,itmayberedisclosed
bytherecipientandtheinformationmaynotbeprotectedbyfederalandstateprivacyrequirements.

• Acopyofthisauthorizationisavailabletomeormylegalrepresentativeuponwrittenrequest.

• Aphotographiccopyofthisauthorizationshallbeasvalidastheoriginal.

• Thisauthorizationshallbevalidfortwoyearsfromthedateshownbelow.

• Ihavetherighttorevokethisauthorizationatanytime:
 •Torevokethisauthorization,ImustdosoinwritingandsendmywrittenrevocationtoHumana’sPrivacyOffice.
 •Therevocationwillnotapplytoinformationthathasalreadybeenreleasedinresponsetothisauthorization.
 •TherevocationwillbecomeeffectiveafteritisreceivedbyHumana’sPrivacyOffice.

Signature-pleasesignbelowifenrollingorwaivinggroupcoverage

Employeeorlegalrepresentativesignature:______________________________________________ Date:______________________

Nameandrelationshipoflegalrepresentative:_________________________________________________________________________

Spousesignature:_________________________________________________________________ Date:______________________
 (OnlyifselectingLifecoverageovertheguaranteeissueamount.)


