EVIDENCE OF INSURABILITY & APPLICATION FOR INSURANCE TO:

Refer to the Group Policy Boston Mutual Life Insurance Company Application
for types of coverage available Attn: Group Administration Department Required For Each
& eligible amounts of insurance 120 ROYALL STREET, CANTON, MA 02021-9968 Employee

TO BE COMPLETED BY POLICYHOLDER

GROUP NUMBER DIVISION NUMBER EMPLOYER/GROUP NAME
EMPLOYEE/MEMBER (FIRST, MIDDLE INITIAL, LAST) SOCIAL SECURITY NUMBER
General ’ )
A. Iinformation | HOME HOME
ADDRESS TEL. 3 |
DATE OF HIRE DATE OF BIRTH CLASS |SEX(MorF) OCCUPATION OR JOB TITLE *Ia,\mm%@xmc HT [WT
CJ LUFE [ AD&D
] Long Term Disability &) 000 Monthly Benefit
Application Current Coverage Under Plan: s UJ Weekly Disability Income $ Weekly Benefit
B. For: . . i
Coverage Being Applied For: $ ————— | [ Excess Loss $_Individual Deductible
Total Proposed Coverage
Under Plan: $ 4
0] Late Applicant 1 Applying for Supplemental Coverage [ Other
C. Reason 1 Adding Dependent Child [1 Applying for Coverage in excess
(7 Adding Spouse of Guaranteed Amount
TO BE COMPLETED BY INSURED
[ Employee/Member 10 Employee & Dependents [ Dependents only (employee already covered)
(if you want Dependent coverage, list all your dependents below)
NAME RELATIONSHIP DATE OF BIRTH HEIGHT WEIGHT
Proposed
D. insured(s):
Please list all life insurance now in force or pending on your life.
Do you awma to 0%38_ om n:m_%m this
_ coverage if you and your dependents are
Existin Life AD&D | Year Issued f i .
E. neas%m Name of Company Amount Amount | or Pending %mﬁwmmﬂo%_ﬂor@m insurance applied for on
OYes [ No
UJYes [ONo
Do you or your dependents currently, or have you or your dependents within the last two years participated in skin or scuba div-
F Hazardous ing or flying as a pilot or crew member or organized auto or motorcycle racing? .................. R CJYES CINO
. Activities
If yes, please give details on reverse side in the details section.
GRP - EVID (12/94) CA {over)
NOTICE OF INFORMATION PRACTICES This Notice Must Be Give To Proposed Insured

(Including Medical Information Bureau Notice and Fair Credit Reporting Act Notice)

In considering your application, information from various sources will be considered. These include your statements, the resuits of your physical examination (if
required), and reports we get from doctors or medical facilities which have attended you.

Information about your insurability will be treated as confidential. We, or our reinsurers, may, however, make a brief report of this to the Medical Information
Bureau, a nonprofit membership organization of life insurance companies, which operates an information exchange on behalf of its members. If you apply to another
Bureau member company for life or health insurance coverage, or a claim for benefits is submitted to such a company, the Bureau, upon request, will supply
such company with the information in its file.

Upon receipt of a request from you, the Bureau will arrange disclosure of any informaiton it may have in your file (medical information will be disclosed only
to your attending physician). If you question the accuracy of information in the Bureau's file, you may contact the Bureau and seek a correction in accordance
with the procedures set forth in the federal Fair Credit Reporting Act. The address of the Bureau's information office is Post Office Box 105, Essex Station, Boston,
Massachusetts 02112, telephone number (617) 426-3660.

We, or our reinsurers, may also release information to other life insurance companies to whom you apply for life or health insurance, or to whom a claim is submitted.



CALIFORNIA LAW PROHIBITS AN HIV TEST FORM BEING REQUIRED OR USED BY HEALTH INSURANCE COMPANIES AS A CONDITION OF OBTAINING HEALTH INSURANCE COVERAGE.
Have you or your dependents ever been treated for or consulted a Physician for:

Yes No Yes No
a. Disorder of eyes, ears, nose, or throat? .. ... e 0O O . Sugar, albumin, blood or pus in urine; venereal
b. Dizziness, fainting, convulsions, headache; speech disease; stone or other disorder of kidney, bladder,
defect, paralysis or stroke; mental or nervous disorder? O [J prostate or reproductive organs? ................... o o
c. Shortness of breath, persistant hoarseness or cough, g. Diabetes; thyroid or other endocrine disorders? ....... O O
blood spitting; bronchitis, pleurisy, asthma, h. Neuritis, sciatica, rheumatism, arthritis, gout, or
emphysema tuberculosis or chronic amu:ms;\ disorder of the muscles or bones, including the spine,
.— diSOrder?. . . o O back or joints?......... TR T o O
- d. Chest pain, palpitation, high blood uamm:a :acsmﬁ_o i. Deformity, lameness or amputation? .. ... .. .. o O
Mm%rmwmm% ﬂﬁﬁccmmﬂﬁmzwox or other disorder of o o LDisorder of skin, lymph glands, cyst, tumor, or cancer?. O O
SIS RETESEY = x Allergies; anemia or other disorder of the blood? ... .. o o
e. Jaundice, intestinal bleeding; ulcer, :ms_m | Alcoholism? O 0O
m%ma_nam_ colitis, diverticulitus, :mao::o_%_ CONOUSIL e ee e T
recurrent indigestion, or other disorder of the m. Have you been informed that <oc have HIV infection
stomach, intestines, fiver, gall bladder? .. .. ... .. ... O0 O or been treated for such? ............ e 0o 0O
Yes No Have you ever used marijuana, amphetamines, LSD, Yes No

barbiturates, heroin, or other addictive or non-addictive

Other than above, have you or your dependents within the ( or
drugs, except as prescribed by a physician? ..........

past 5 years:
a. Had any mental or physical disorder not listed above? O
b. Had a checkup, consultation, illness, injury, surgery? D
N. c. Been a patient in a hospital, clinic, sanatorium, or
other medical facility? ......................... ... O
O
g

O
g

Have you had any change in weight in the pastyear? .. O O

Have you ever had life or heaith insurance declined
postponed, changed, rated-up or withdrawn; had military
service deferment, rejection or discharge because of a

d. Had electrocardiogram, X-ray, other 988&_0 test? .

o OO gaa

| O B Qo

e. Been medically advised to have any diagnostic test, physical or mental condition?. ... .. i OO
hospitalization, or surgery which was not completed? Have you ever requested or received compensation as a
* result of an injury or sickness? ............... . 0 O
NAME DISEASE OR INJURY DATE DETAILS PENSICAN & HOSPITAL
Details
of
1-6

BOSTON MUTUAL LIFE INSURANCE COMPANY
AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION

Boston Mutual Life Insurance Company (referred to as Boston Mutual), its reinsurers, insurance support organizations, and their authorized representative, may
obtain medical and other information in order to evaluate my enrollment form for life and/or health insurance.

Any physician, practitioner, hospital, clinic, other medical or medically refated, facility, the Veterans Administration, the Medical Information Bureau, Inc., my employer
and consumer reporting agency or insurance company who possesses information of care, treatment, or advice of me or my dependent may furnish such information
to Boston Mutual, its reinsurers or its representatives upon presenting this authorization or a ujosooE

This authaorization includes information about drugs, alcoholism or mental illness.

Boston Mutual or its reinsurers may make a brief report regarding me or my dependent to other companies to whom | have applied or may apply.

This authorization will be valid from the date signed for a period of two and one half years.

I authorize Boston Mutual to obtain an investigative consumer report on me or my dependents.

| have read this authorization and understand | can receive a copy. | have also received copies of the “Notice Regarding MIB” and the “Notice Under the Fair
Credit Reporting Act.”

| elect to be interviewed if an investigative consumer report is prepared in connection with this application. Please contact me during

the hours of and . My telephone number is

| have read all statements and answers in this application. Regardless of whether written solety by me or with the assistance of another, | represent 5& all such
statements and answers are true and complete to the best of my knowledge and belief. | agree that all statements and answers shall be the basis of and a part
of the consideration for the insurance applied for. | understand that any misstatement or failure to report information which is material to the issuance of coverage
may be used as a basis for rescission of my insurance and/or denial of payment of a claim.

SIGNATURE OF APPLICANT (EMPLOYEE/MEMBER) DATE SIGNED & DATED AT (CITY & STATE)

SIGNATURE OF PROPOSED INSURED DATE - SIGNED & DATED AT (CITY & STATE)
(Employee/Member if the proposed insured is under 15)

Thank you for considering Boston Mutual Life insurance Company as your insurance carrier. Your application will receive our immediate and full consideration.

In addition, we may get an investigative report from a consumer reporting agency. This report requires personal interviews with
your neighbors, friends, or other acquaintances for information as to your general reputation, personal characteristics and mode
of living. As part of your application, you have authorized us to do this. You have the right to be personally interviewed and
to make a written request within a reasonable period about the nature and scope of this investigation. Upon written request you
will be told if such a report has actually been ordered, and if it has, we will give you the name and address of the consumer
reporting agency. You may contact this consumer reporting agency and ask for a copy of such report.

Unless a legitimate business need exists or we are required to do so by law, the information we get in this report, as well as
any other information which we later acquire, will not be disclosed to anyone else without your consent. You may request a
copy of all information acquired by us and have a right to correct any persona! information which you feel is inaccurate. We
witl, if required by law, give you a more detailed notice of the types of personal information which we get in considering your
application, as well as any additional rights which you may have.

If you need any assistance, please feel free to write to us at Boston Mutual Life insurance Company, Attention: New Business
Department, 120 Royall Street, Canton, MA 02021.



