SUBMIT YOUR CLAIM

u S Complete all fields and return to USAble Life
USAbIe Llfe Attention: Claims Department
Email: claims@usablelife.com

CRITICAL ILLNESS CLAIM FORM Fax: (501 235-8410

Submit this form and all required documentation for all USAble Life
Critical lliness plans. CUSTOMER CARE
(800) 370-5856 Monday-Friday, 8 a.m. to 5 p.m. CST

TYPE OF CLAIM (required section)

00 STROKE OO CANCER 0O END-STAGE RENAL DISEASE OO STENT/BALLOON ANGIOPLASTY

O HEART ATTACK O MAJOR ORGANTRANSPLANT [0 CORONARY ARTERY BYPASS GRAFT O OTHER

CLAIM SUBMISSION CHECKLIST (review and ensure you have all that is required for your claim to be processed)

ALL CLAIMS
1. Claim Form (all required sections)
2 Fraud Notice
3. Authorization Statement
4.  Supporting Documentation
° Pathology Report, Operative Report, Admit/Discharge Summary (if confined), Office Visit Notes

SECTION 1: POLICYHOLDER INFORMATION (required section)

Policyholder Name (last, first, middle) Gender [OMale OFemale

Address (street, city, state, and ZIP)

Date of Birth Social Security No. Telephone No.

Email Address Do you authorize USAble Life to communicate with you by email?  OYes ONo

Do you authorize USAble Life to leave detailed messages for you regarding this claim at the telephone number provided above? OYes ONo

SECTION 2: DEPENDENT INFORMATION (required section — if patient is a dependent)

Patient Name (last, first, middle) Gender [OMale OFemale

Address (street, city, state, and ZIP)

Date of Birth Social Security No. Telephone No.

Relationship to Policyholder [Spouse O Dependent

Is the dependent a full-time student? [OYes ONo

If yes, what is the name of the school?
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—— SUBMIT YOUR CLAIM
u S Complete all fields and return to USAble Life
USAbIe Llfe Attention: Claims Department
Email: claims@usablelife.com

CRITICAL ILLNESS CLAIM FORM Fax: (501 235-8410

Submit this form and all required documentation for all USAble Life
Critical lliness plans. CUSTOMER CARE
(800) 370-5856 Monday-Friday, 8 a.m. to 5 p.m. CST

SECTION 3: CLAIM INFORMATION (required section)

When did the symptoms start? Date of first treatment?

What was the name of the physician or hospital the patient was first treated by?

Physician or Hospital Address (street, city, state, and ZIP) Telephone No.

Have you ever had this or similar condition before?  OYes ONo

If yes, what was the diagnosis? Date (month/day/year)

Who was the treating physician?

Has the patient required medical attention in the past 5 years? OYes ONo (if yes, summarize and provide details)

What was the name of the physician or hospital that treated the patient? Date (month/day/year)
Physician or Hospital Address (street, city, state, and ZIP) Telephone No.
What was the name of the physician or hospital that treated the patient? Date (month/day/year)
Physician or Hospital Address (street, city, state, and ZIP) Telephone No.

AUTHORIZATION TO RELEASE MEDICAL INFORMATION: In signing below, | authorize any hospital, physician, medical practitioner, clinic, pharmacy,
pharmacy benefits manager, medically related facility, insurance company, DMV, MIB, Inc., and any consumer reporting agency to release any information
regarding me or my past or present health to USAble Life, its re-insurers, and legal representatives for the purpose of evaluating this enrollment form
forinsurance. Information subject to this authorization includes facts about my physical and mental health, advice or treatment; prescriptions; hazardous
activities; driving record; age; occupation; income; and my use of alcohol, drugs, and tobacco. This authorization does not authorize the release of
genetic screening or testing results. | also authorize USAble Life or its re-insurers to disclose all such information to any physician or any other insurance
company in order to evaluate a claim or an application for insurance. This authorization shall remain valid for a period of two years.

FRAUD WARNING: FOR YOUR PROTECTION, THE LAWS OF SOME STATES MAY REQUIRE US TO FURNISH YOU WITH THE FOLLOWING NOTICE:
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application
for insurance is guilty of a crime and may be subject to fines and confinement in prison.

| attest to the fact that the information provided is, to the best of my knowledge, complete and accurate.

Signature Date
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USAble Life
CRITICAL ILLNESS CLAIM FORM

Submit this form and all required documentation for all USAble Life
Critical lliness plans.

SUBMIT YOUR CLAIM

Complete all fields and return to USAble Life
Attention: Claims Department

Mail: P.O. Box 1650 | Little Rock | AR | 72203
Email: claims@usablelife.com

Fax: (501) 235-8416

CUSTOMER CARE
(800) 370-5856 Monday-Friday, 8 a.m. to 5 p.m. CST

SECTION 4: ATTENDING PHYSICIAN’S STATEMENT (physician must complete) Please complete all that apply in sections A-H.

Name of Patient (last, first, middle)

Date of Birth Social Security No.

Name of Parent/Guardian (last, first, middle) (required if patient is a minor)

Date of Birth Social Security No.

Diagnosis (must have ICD-10 to process) Date of First Visit (month/day/year)

What clinical symptoms were present at the time of evaluation?

Was the patient referred to you? OYes ONo
If yes, please provide the name of the referring physician.

How long has the patient been under your care?

Has the patient ever had same or similar condition? OYes ONo
If yes, please provide date:

Was the patient hospitalized (inpatient) for that condition? OYes ONo

If yes, provide name of the hospital and the dates (month/day/year) hospitalized:

Hospital Address (street, city, state, and ZIP)

Telephone No.

A. CANCER

Has a biopsy been performed? OYes ONo
If yes, when and what was the pathological staging of the tumor?
If no, what were the reasons?

B. HEART ATTACK, STENT/BALLOON ANGIOPLASTY, CORONARY ARTERY BYPASS GRAFT

Were CK-MB levels obtained? OYes ONo

If yes, what was the highest value? Wias this within normal limits?

Were troponin levels obtained? OYes ONo

If yes, what was the highest value? Was this within normal limits?

What EKG changes, if any, were documented?

What other studies were done to confirm the diagnosis?

Did the event result in death of a portion of the heart muscle? OYes ONo

Did the member have a stent placement or balloon angioplasty? OYes ONo

If yes, what date?

Did the member have a coronary artery bypass graft? OYes ONo If yes, what date?

What was the reason for performing the coronary artery bypass graft?

Was median sternotomy performed? OYes ONo
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SUBMIT YOUR CLAIM

u S Complete all fields and return to USAble Life
USAbIe Llfe Attention: Claims Department
Email: claims@usablelife.com

CRITICAL ILLNESS CLAIM FORM Fax: (501 235-8410

Submit this form and all required documentation for all USAble Life
Critical lliness plans. CUSTOMER CARE
(800) 370-5856 Monday-Friday, 8 a.m. to 5 p.m. CST

SECTION 4: ATTENDING PHYSICIAN’S STATEMENT (CONTINUED) (physician must complete)

C. STROKE

Was a CT performed? OYes ONo If yes, what were the results?

Was a MRI performed? OYes ONo If yes, what were the results?

What other studies were performed to confirm the diagnosis of stroke?

Was the patient tested using the modified Rankin Scale? OYes ONo

If yes, what were the dates and results?

Please provide list of neurological deficits and the length for which they persist after the initial event.

D. END-STAGE RENAL DISEASE

Is the renal failure chronic and irreversible in both kidneys? OYes ONo

When was dialysis treatment or possible transplant discussed?

Is the patient on the national transplant list? OYes ONo If yes, on what date was the patient added to the national transplant list?

Has the insured undergone renal transplant surgery? OYes ONo
If yes, where and when was the transplant performed?

Is the insured currently undergoing maintenance dialysis? OYes ONo  If yes, when did dialysis begin?

Where is the dialysis performed?
What is the dialysis schedule?

E. MAJOR ORGAN TRANSPLANT

What is the underlying disorder resulting in the need for organ transplantation?

Is the patient on the national transplant list? OYes ONo  If yes, on what date was the patient added to the national transplant list?

Has the patient undergone a previous transplant? OYes ONo
If yes, specify what type of transplant, reason for transplant, and date the transplant was performed.

Is the organ being used for transplant from a human donor? OYes ONo

Will it be a whole organ? OYes ONo

Has the transplant been scheduled or completed? OYes ONo  Scheduled Date: Completed Date:

F. BURN

Please specify degree, location, and what percentage of the body surface area was burned.
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SUBMIT YOUR CLAIM

u S Complete all fields and return to USAble Life
USAbIe Llfe Attention: Claims Department
Email: claims@usablelife.com

CRITICAL ILLNESS CLAIM FORM Fax: (501 235-8410

Submit this form and all required documentation for all USAble Life
Critical lliness plans. CUSTOMER CARE
(800) 370-5856 Monday-Friday, 8 a.m. to 5 p.m. CST

SECTION 4: ATTENDING PHYSICIAN’S STATEMENT (CONTINUED) (physician must complete)

G. PARALYSIS

Is the paralysis total and permanent?

What is the cause of the paralysis?

What limbs impacted?

What date was paralysis diagnosed?

H. OTHER (riders/miscellaneous diseases)

Please provide diagnosis

Date of diagnosis

Physician’s Name (last, first, middle)

Physician's Degree Fax No.

Physician's Address (street, city, state, and ZIP) Telephone No.

FRAUD WARNING: FOR YOUR PROTECTION, THE LAWS OF SOME STATES MAY REQUIRE USTO FURNISH YOU WITH THE FOLLOWING NOTICE:
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application
for insurance is guilty of a crime and may be subject to fines and confinement in prison.

| attest to the fact that the information provided is, to the best of my knowledge, complete and accurate.

Signature of Physician Date
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USABLE LIFE

= st Mail: P.O. Box 1650 | Little Rock | AR | 72203
e I e Email: claims@usablelife.com

Fax: (501) 235-8416

AUTHORIZATION TO DISCLOSE, OBTAIN, (8901 3705356 Mondey-Fridey, 8 arm. 105 pm. CST
AND USE PERSONAL INFORMATION

In signing below, | represent the statements | may have provided for claim review are true, complete and correct. | hereby authorize third persons,
including, without limitation: any financial institution, consumer reporting agency, insurance company or reinsurer, insurance service organization such
as the MIB, Inc., benefit plan administrator, health plan, hospital, health care provider, pharmacy, laboratory, business associate, governmental entity
(federal, state, or local), or any other organization or individual (collectively “Third Parties”); to disclose the minimum necessary personal, financial and
health information, including physical, psychological, psychiatric, drug or substance use and communicable disease diagnosis or treatment information
("Personal Information”) to USAble Life (the “Company”), its representatives or agents in connection with underwriting, claim evaluation or processing,
medical or disability assessment and management, or treatment, payment, and operations related activities (the “Permitted Activities”). The Company
may possess and further disclose Personal Information obtained from me, Third Parties, or developed by the Company to other Third Parties, claim
or medical management organizations, investigative firms, agents, employees, consultants, and others who have a legitimate business interest in
obtaining the minimum necessary Personal Information in connection with the Permitted Activities. If any provision of this authorization is or becomes
invalid or unenforceable pursuant to applicable Federal or State laws, it shall be ineffective only to the extent of such invalidity or unenforceability, and
the remaining provisions of this authorization shall not be affected. This authorization is valid for the lesser of: the period that my coverage from the
Company remains in effect or; if this authorization is given in connection with the Company’s consideration of a claim for benefits, for the duration of
the Company's consideration of that claim. | have the right to revoke this authorization, in writing, at any time or to refuse to sign this authorization. |
acknowledge that if | do so, that revocation may adversely affect the completion of the Permitted Activities, including the denial of a claim for benefits.
Any written revocation of this authorization shall become effective upon receipt by the Company, but shall not apply retroactively as to Personal
Information that has been previously disclosed, obtained, or used in accordance with this authorization. A photocopy of this form is as valid as the
original. A copy of this authorization will be provided to me or my authorized representative upon request.

Name (last, first, middle)

Telephone No. Email Address

Signature Date
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USABLE LIFE

= st Mail: P.O. Box 1650 | Little Rock | AR | 72203
e I e Email: claims@usablelife.com

Fax: (501) 235-8416

FRAU D N OTI CE é%g;;“g-%ggfﬁl\jgnday-Friday, 8a.m.tob5p.m. CST

FOR YOUR PROTECTION, THE LAWS OF SOME STATES MAY REQUIRE US TO FURNISH YOU WITH THE FOLLOWING NOTICE: Any person who

knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance
is guilty of a crime and may be subject to fines and confinement in prison. Please see below for special notices required by state law for residents.

Any person who knowingly presents a false or fraudulent claim for payment of aloss or benefit or who knowingly presents false information

inanapplicationforinsuranceis guilty of acrime and may be subject torestitution, fines, orconfinementin prison, orany combination thereof.

Any person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete,

or misleading information may be prosecuted under state law.

AZ Any person who knowingly presents a false or fraudulent claim for payment of a loss is
subject to criminal and civil penalties.

For your protection, California law requires the following to appear on this form. Any person who knowingly presents a false or fraudulent
claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

AK

CA

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any
Cco insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a
policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or
award payable frominsurance proceeds shallbe reportedto the Colorado division of insurance within the department of regulatory agencies.

Any person who knowingly, and with intent to injure, defraud or deceive any insurer files a statement of claim containing any false,

DE, ID, IN incomplete, or misleading information is guilty of a felony.

Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other
DC person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially
related to a claim was provided by the applicant.

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim containing any false,

FL incomplete, or misleading information is guilty of a felony of the third degree.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information

S in an application for insurance may be guilty of a crime and subject to fines and confinement in prison as determined by a court of law.

Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing
KY any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime.

It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding

ME, TN : . ; . ) . . )
the company. Penalties may include imprisonment, fines, and denial of insurance benefits.

MD. RI. TX Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully
T presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
MN A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

NH Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a statement of claim containing any false,
incomplete, or misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.

NJ Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

NM Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information
in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.

OH Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a
claim containing a false or deceptive statement is guilty of insurance fraud.

oK Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance
policy containing any false, incomplete or misleading information is guilty of a felony.

OR Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information

in an application for insurance may be guilty of a crime and subject to fines and confinement in prison.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
PA statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to

VT -
penalties under state law.

It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding
the company. Penalties include imprisonment, fines, and denial of insurance benefits.

SIGN AND DATE BELOW (I have read and understand the Fraud Warning that applies to my state of residence.)

VA,WA

Name (last, first, middle) Telephone No.

Signature Date
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