Roman Catholic Diocese of Owensboro Benefit Plan
Enrollment / Change Form

Employer Location #
Employee: Last name First name M.L Social Security #
/ /
Address Date of Birth
City State Zipcode Sex:  Male Female
/ / Medical/dental coverage begins on the first day of the first full month after date of hire.
Date of Hire
Type of plan: Single Family Waive coverage [
Medical/dental coverage cheice:  $500 deductible [ $2,000 deductible [

Do you have other medical or medicare coverage this insurance will coordinate? Yesld — Nold

If yes, name of plan

Family Information: Complete this section only if family coverage is chosen. Dependents must be eligible for
coverage under the terms of the Plan. To expedite enrollment for those dependents over the age of 18 submit “Proof
of Current Enrollment” from the educational institution they attend.

Sex:
1) M F / { - -
Spouse Name Date of Birth Social Security #
Add-date [/ Term-date [/ Other coverage? Yesd Noll
2) M F / [ - -
Child Name Date of Birth Social Security #
Add-date___ [/ Term-date____ [/ Yestd Noll
Full-time student ~ Name of Educational Institution
3 M F / / - -
Child Name Date of Birth Social Security #
Add-date____/ [ Term-date___/__/ Yesld  Noll
Full-time student  Name of Educational Institution
4) M F [/ - .
Child Name Date of Birth Social Security #
Add-date [/ Term-date [ Yes) Nold

Full-time student Name of Educational Institution

**Attach supplemental sheet for additional family members
' ‘ Continued on back~»




AUTHORIZATION FOR RELEASE OF INFORMATION: I hereby authorize any doctor, hospital, insurance
company, employer or organization to release any information regarding history, treatment, disability, or benefits for
claims to Roman Catholic Bishop of Owensboro Employee Benefit Plan. A copy of this authorization shall be valid as
the original, | GNDERSTAND THE FOLLOWING: This form will be used for benefit information and as claim

from. The information listed above is correct and true. To verity incorrect information for this form is to commit fraud
that may be punishable under law. This form will be used as an authorization to deduct from my pay my coniribution
to the cost of the benefits [ have selected. If Iam declining enrollment for myself or mry family because of other group
health coverage, | may, in the future, be able to enroll myself or my dependents in this plan. I must request enrollment
within 30 days after that event. Please be advised that this plan contains a pre-existing exclusion for health care services.
The exclusion lasts 12 months form your effective date of providing proof of prior health care coverage. You should
have received a “Certificate of Health Care Coverage” from your previous health plan or employer.

/ /
Employee Signature (Must be signed by employee to be valid) Date signed

CREDITABLE COVERAGE: (Applies to new enrollments only)

If you are coming to his plan from another insurance plan, make sure to send the “Proof of Creditable Coverage:
form from your previous plan. In certain instances, benefit may not be payable for pre-existing conditions (illnesses
or injuries for which medical advice, diagnosis, care or freatment was recommended or received prior to the effective
date of coverage.) If a pre-existing provision applies, each participant has the right to prove cieditable coverage,
including the right to secure a certificate from a prior plan of coverage. It is your responsibility to request a “Proof
of Creditable Coverage” form from your prior plan. Attach all certification forms verifying prior health plan
coverage dating up to 12 months prior to this application,

I am coming into this plan with medical/dental coverage up to the effective date of this plan Yesld Nold
o Proaf of Creditable Coverage form(s) are attached
QA Proof of Creditable Coverage form(s) will be forwarded when received from prior benefit plan(s)

For Employer Use only:

Check the box(es) that apply: New employee U (First day of active employment)

Enrollment change Q (Date change takes effect)
Name/address change ([ Dependent change ()
Termination [ Lok

Retirement L P

Location transfer LJ From location #

No. hours worked each week: Occupation/Title:

Class:  Lay 4 Religious D Priest L Medicare coverage:  Primary L Secondary |

Earnings: Annual amount § (Determines fay employees Life and LTD benefit)

Verified by: Date:

1) Send copy fo - BAS, Inc., P.O. Box 6121, Bluefield, WV 24701
2) Keep copy in employee file
3) Send copy to - Diocese of Owensboro, ATTN: Kay Hardin, 600 Locust Street, Owensboro, KXY 42301




Roman Catholic Diocese of Owens]aoro Benefit Plan
© e e BENEFICIARY DESIGNATION FORM FOR

Unum“‘ GROUP LIFE AND GROUP
Unum Life insurance Company of America

Please fully complete this form and sign it if you wish to designate a beneficiary or if you want to change your existing
beneficiary designation.

Name (First, Middle initial, Last) Social Security Number

Policy Number {s)
551767.027

Name of current employer- Division
Diocese of Owensboro/Affiliated Catholic EmpTrust of Neb

{ designate the person(s) named below as my primary beneficiary {ies) to receive payment under the policy in the event of
my death. The share of any primary beneficiary who is no longer living or is otherwise disqualified by law at the time of my

death, will pass to any remaining beneficiary (ies) in equal shares.

1. %o
Name Date of birth Relationship Address 1
Sactal Security Number Address 2

2 Yo
Name Date of birth Relationship Address 1
Social Security Number Address 2

3 Yo
Name Date of birth Relationship Address 1

Social Security Number Address 2

| designate the person{s) below as my contingent beneficiary (ies) who wilf receive payment only if all primary beneficiary

(ies) predecease me or are otherwise disqualified by law.

1. %
Name Date of birth Relationship Address 1
Social Security Number Address 2

2. %
Name Date of birth Relationship Address 1
Social Security Number Address 2

3 %
Name Date of birth Relationship Address 1
Social Security Number Address 2

SECTION 4: Authorization and Signatures = = .o o i

By signing this document, | understand and agree to the following: This beneficiary designation revokes all prior designa-
tions. This beneficiary designation form will apply to my Unum Insurance plan established in connection with my employ-
er’s plan. if more than one primary beneficiary is named and no percentages are indicated, payment will be made in equal
shares to my primary beneficiary (ies) who survive(s) me or if the percentages listed do not add up to 100%, Unum will
disburse the benefit pursuant to its discretion and/or pursuant to the above policy provisions if applicable.

Employee Signature Date

Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.
1095-04 (4/07)



