Member Electronic Evidence of Insurability

8 Guardian

Easy-To-Use Online Link Provides Faster
Processing

Guardian's online electronic Evidence of Insurability (EOI) No registration is required. The process is easy and
provides an alternative to paper EOI forms when you need secure, simply follow the steps outlined below:
to provide additional information for requested coverage. 1 Fillin your Group ID #

Common situations include: . .
2 Enter your personalinformation

= Answering yes to one of the health questions on your

enroliment form 3 Answer the health questions
+ Enrolling for coverage in excess of the guaranteed 4 Electronically sign your name and click ‘Submit’
issue amount

Guardian receives the completed EOIl form in minutes!

* Requesting coverage after your initial eligibility for 1 Guardian's Medical Underwriting Team moves

coverage through the EOIl process and will contact you with any
Electronic Evidence of Insurability can be used for the questions.
following coverages*: 2 Wewill send you aletter in the mail regarding the
« Basiclife status of yourrequest for coverage.
+ Voluntary Life 3 We will notify your employer of the outcome of your

+  Short Term Disability request only if your coverage amount is changed.

+ Long Term Disability If you have questions about the process or if
you need to provide evidence of insurability,

Guardian's online EOI form offers several advantages: please contact your plan administer.

* Your personal data is kept secure
* No errors due to hand-written data

 Faster submission of your completed form

Accessing the electronic Evidence of Insurability link

Simply go to: guardianytime.com/eoi

The Guardian Life Insurance *Applicable to coverage requiring full Evidence of Insurability (not applicable to conditional
Company of America issue amounts). Electronic EQlis not available in New York and New Hampshire. Electronic EOl is
New York, NY available using most internet browsers.

guardiananytime.com Guardian® is a registered service mark of The Guardian Life Insurance Company of America.
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WorkLifeMatters

Your Confidential Employee Assistance Program — Helping find balance between work and home
life.

WorkLifeMatters provides guidance for personal issues that you might be facing and information about other concemns that
affect your life, whether it's a life event or on a day-to-day basis.

* Unlimited free telephonic consultation with an EAP counselor available 24/7 at 800-386-7055

o Referrals to local counselors — up to three sessions free of charge

* State-of-the-art website featuring over 3,400 helpful articles on topics like wellness, training courses, and a
legal and financial center

WorkLifeMatters can offer help with:
Education Dependent Care & Care Giving Legal and financial
= Admissions testing & procedures = Adoption Assistance = Basic tax planning
= Adult re-entry programs = Before/after school programs » Credit & collections
= College Planning = Day Care/Elder Care * Debt Counseling
= Financial aid resources = Elder care = Home buying
= Finding a pre-school = In-home services = Immigration
Lifestyle & Fitness Management Working Smarter
= Anxiety & depression = Career development
= Divorce & separation = Effective managing
» Drugs & alcohol = Relocation

For more information about WorkLifeMatters, go to www.ibhworklife.com: User Name: Matters; Password: wim70101

WorkLifeMatters Program services are provided by Integrated Behavioral Health, Inc., and its contractors. Guardian does not provide any part of WorkLifeMatters
Program services. Guardian is not respensible or liable for care or advice given by any provider or resource under the program. This information is for ilustrative
purposes only. Itis not a contract, Only the Administration Agreement can provide the actual terms, services, limitations and exclusions. Guardian and IBH reserve
the right to discontinue the WorkLifeMatters Program at any time without notice. Legal services provided through WorkLifeMatters wiil not be provided in connection
with or preparation for any action against Guardian, IBH, or your employer.
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And its Affiliates and Subsidiaries

6’ Guardiane The Guardian Life Insurance Company of America

Guardian Life, P.0. Box 14319,
Lexington, KY 40512

Please print clearly and mark carefully.

Enroliment/Change Form
Page10f6

Employer Name: MAVIN GONSTRUCTION, LLC

Group Plan Number: 00540461

Benefits Effective:

PLEASE CHECK APPROPRIATE BOX  Q Initial Enroliment
U Increase Amount O Family Status Change

Q Re-Enrollment

Q Add Employee/Dependents

a Dr;p/Refuse Coverage

2 Information Change

—
| Class: Division: Subtotal Code: (Please obtain this from your Emplayer)

About You: Social Security Number

First, MI, Last Name:

Address ) City | State Zip

|
Gender; QM QF Date of Birth (mm-dd-yy): - - Phone: ( ) -
Email Address: Are you married or do you have a spouse? O Yes O No Date of marriage/union: - -

Do you have children or other dependents? O Yes O No

Placement date of adopted child: - -

About Your Joh:

Hours worked per week:

Job Title:

Work Status:
O Active O Retired [ Cobra/State Continuation

‘ Date of full time hire: - -

Annual Salary: $

 as a grandchild, a niece or a nephew.
Spouse (First, Ml, Last Name)

About Your Family: Please include the names of the dependents you wish to enroll for coverage. A dependent is a person that you,
as a taxpayer, claim; who relies on you for financial support; and for whom you qualify for a dependent tax exemption. Dependent
tax exemptions are subject 1o IRS rules and regulations. Additional information may be required for non-standard dependents such

D ]Gender '|S_ncial Se?:um\mmber ]

Address/City/State/Zip:

Phone:( ) -

amar - -
Address/City/State/Zip:
Date of Birth (mm-dd-yyyy)
Phone: { ) - — = =
Child/Dependent 1: Q Add Q Drop|Gender  Social Security Number  [Status (check all that apply)
OMOF . _ \Q Student (post high school) Q Disabled

Date of Birth (mm-dd-yyyy)

(1 Non standard dependent

Child/Dependent 2:

Address/City/State/Zip:

Phone:( ) -

Q Add Q Drop| Gender

Sacial Security Number
amar - -

Date of Birth (mm-dd-yyyy)

Status (check all that apply)
O Student (post high school) O Disabled
O Non standard dependent

CEF2015-R
Questions? Call the Guardian Helpline (888) 600-1600

www.guardianlife.com

DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER
DATE FORM PUBLISHED: Jul 12, 2019



Child/Dependent 3: 'DAdd O Drop| Gender Social Security Number  [Status (check all that apply)
aMar - _ 0 Student (post high schoal) Q Disabled
Address/City/State/Zip: O Non standard dependent
Date of Birth (mm-dd-yyyy)
Phone:{ ) -
Child/Dependent 4: Q Add QO Drop|Gender  |Social Security Number  |Status (check all that apply)
amar . _ Q Student (post high school) (O Disabled
Address/City/State/Zip: Q) Non standard dependent
' Date of Birth (mm-dd-yyyy)
Phone: ( ) - ‘ ‘ . .
Drop Coverage: Caveraae Being Dropped:
O Drop Employee O Drop Dependents O Dental Q Employee O Spouse O Child(ren)
The date of withdrawal cannot be prior to the date this form is completed Q Vision QEmpioyee O Spouse 0 Child{ren)
and signed. Q Basic Life
Last Day of Coverage: " y Q Accident Q Employee O Spouse O Child(ren)
Q Termination of Employment O Retirement Q Long Term Disability
Last Day Worked: - -
Q Other Event:
Date of Event: - -
Lass Of Other Coverage: I have been offered the above coverage(s) and wish to drop enroliment for the following
I and/or my dependents were previously covered under another insurance reasons:
plan. Loss of coverage was due to: [ Covered under another insurance plan
Q Termination of Employment: - - O Other
Q Divorce - - (additional information may be required)
Q) Death of Spouse - -
Q Termination/Expiration of Coverage - -
Coverage Lost O Dental Q1 Vision
Dental Coverage: You must be enrolled to cover your dependents. Check only one box.
Your Bi-weekly Premium  Empioyee Only  EE & Spouse EE & EE, Spouse &
Dependent/Child(ren) Dependent/Child(ren)
PPO Q$13.01 0 $26.02 0 $30.95 C1$43.95
Q | do not want this coverage. If you do not want this Dental Goverage, please mark all that apply:
Q| am cavered under another Dental plan
Q My spouse is covered under another Dental plan
O My dependents are covered under another Dental plan
Vision Coverage: You must be enrolled to cover your dependents. Check only one hox.
Your Bi-weekly Premium Employee Only EE & Spouse EE & EE, Spouse &
Dependent/Child(ren) Dependent/Child(ren)
Full Feature Q$3.19 0 $6.24 0 $6.46 0 $9.93

Q| do not want this coverage. If you do not want this Vision Coverage, please mark all that apply:

Q i am covered under another Vision plan
Q My spouse is covered under another Vision plan
0 My dependents are covered under another Vision plan




Guardian Group Pian Number: 00540461

Please print employee name:

Benefit raductions apply. Please ses plan administrator.

Pollcy Amount
Employee Only

&1 $10,000

The Guarantee Issue
Amaount is $10,000.

Basic Life Coverage with Accidental Death and Dismemberment (AD&D):

Name your beneficlaries: (Primary beneficiary percentages must total 100%)

Primary Beneficiarles:

Name: Soclal Security Number: - - %,
Date of Birth (mm-dd-yy): - - Address/City/State/Zip:
Phone: ( ) - Relationship to Employee:
Name; Social Security Number: - - %,
Date of Birth (mm-dd-yy):__-_ - Address/City/State/Zip:
Phone: { ) - Relationship to Employee:

Contingent Beneficiary: Social Security Number: - -

Date of Birth (mm-dd-yy): - -  Address/City/State/Zip:
Phone: { ) -

(In the event the primary beneficiaries are deceased, the contingent beneficiary will receive
the benefit. Employer maintains beneficiary information.)

Relationship to Employee:

If this Basic Life policy will replace your existing life insurance policy under your current employer, provide the amount of the previous palicy $

Important Notes:

¢ Based on your plan benefits and age, you may be required to complete an evidence of insurability form for Basic Life.

Long-Term Disability (LTD) Coverage:

Monthly Benefit
1 60% of salary to a maximum of $5,000

Accident Coverage

Your Bi-weekly premium

(| do not want this coverage.

You must be enrolled to cover your dependents.

Employee Only EE & Spouse EE &

EE, Spouse &
Dependent/Child(ren) Dependent/Child(ren)

O $8.58 Q$9.22 Q$12.37

Questions? Call the Guardian Helpline (888) 600-1600

www.guardianlife.com

DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER




Name your beneficiaries: (Primary beneficiary percentages must total 100%)

Primary Beneficiaries:

Name: Social SecurltyNumber: - =~ - = o

Date of Birth (mm-dd-yy):_ - - Address/City/State/Zip:

Phone: ( ) - Relationship to Employee:

Name: Soclal Security Number:__ - - =~ ¢

Date of Birth (mm-dd-yy):_ - - Address/City/State/Zip:

Phone: ( ) - Relationship to Employee:

Contingent Beneficiary: Social Security Number: - -
Date of Birth (mm-dd-yy):_ - - Address/City/State/Zip:

Phone: ( ) - Relationship to Employee:

(In the event the primary beneficiaries are deceased, the contingent beneficiary will receive the benefit. Employer maintains beneficiary information.)

Spouse and dependent/child(ren) - If the intended beneficiary is to be someone other than the employee, please complele the Beneficlary Deslgnation form.

Signature

e  Anemployes's decision to elect Vision or not elect Vision must be retained until the next plan's Open Enroliment periad. If the employee elects not to enroll in vision
coverage, they are not eligible to enrolf until the plan's next Open Enrollment period.

® | understand that my dependent(s) cannot be enrolled for a coverage if | am not enrolled for that coverage.
e | understand that the premium amounts shown above are estimations and are for illustrative purposes oniy.

e  Submission of this form does not guarantee coverage. Among other things, coverage is contingent upon underwriting approval and meeting the applicable eligibility
requirements as set forth in the applicable benefit booklet.

e  lunderstand that | must be actively at work or my elected coverage will not take effect until | have met the eligibility requirements (as defined in the benefit booklet.) This
does not apply to eligible retirees.

e  If coverage is waived and you later decide to enroll, late entrant penalties may apply. You may also have to provide, at your own expense, proof of each person's
Insurability. Guardian or its designee has the right to reject your request.

o  Plan design limitations and exclusions may apply. For complete details of coverage, please refer to your benefit booklet. State limitations may apply.
e | hereby apply for the group benefit(s) that | have chosen above.

®  lunderstand that | must meet eligibility requirements for all coverages that I have chosen above.

®  |agree that my employer may deduct premiums from my pay if they are required for the coverage | have chosen above.

e lacknowledge and consent to receiving electronic copies of applicable insurance related documents, in lieu of paper copies, to the extent permitted by applicable law. |
may change this election only by providing thirty (30) day prior written notice.

e | attest that the information provided above s true and correct to the best of my knowledge.

Any person who with intent to defraud any insurance company or other person files an application for insurance or stalements of claim containing any materially, false
information or conceals for purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and may
also be subject to civil penalties, or denial of insurance benefits.

The state in which you reside may have a specific state fraud waming. Please refer to the attached Fraud Warning Statements page.

The laws of New York require the following statement appear: Any person who knowingly and with Intent to defraud any insurance company or ather person files an
application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information conceming any fact
material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated
value of the claim for each such violation. (Does not apply to Life Insurance.)

SIGNATURE OF EMPLOYEE X DATE

Enroliment Kit 00540461, 0001, EN



Guardian Group Pian Number: 80540461 Please print employee name:

Fraud Warning Statements

The laws of several states require the following statements to appear on the enroliment form;

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for
insurance is guiity of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.

Arizona: For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly presents a false or fraudulent claim for payment
of a loss is subject to criminal and civil penalties.

Colorado: 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 insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misleading facts or information to a policy holder or claimant for the purpose of defrauding or attempting to defraud the policy
holder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of
Regulatory Agencies.

Connacticut, lowa, Nebraska, and Oregon: Any person who knowingly, and with intent to defraud any insurance company or other person, files an application of insurance
or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto, may be guilty of
a fraudulent insurance act, which may be a crime, and may also be subject to civil penatties.

Delaware, Indiana and Okiahoma: WARNING: 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.

District of Columbla: WARNING: Itis a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other 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.

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any faise, incomplete, or
misleading information is guilty of a felony of the third degree.

Kansas: Any person who knowingly, and with intent to defraud any insurance company or ather person, files an application of insurance or statement of claim containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto, may be guilty of insurance fraud as determined by a
court of law.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a 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.

Louisiana and Texas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit is guilty of a crime and may be subject to fines and
confinements in state prison.

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

Maryland : Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit ar knowingly or willfuily presents false information in an
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Rhode Island: Any person who knowingly and wilifully presents a false or fraudulent claim for payment of a loss or benefit or knowingly and willfully presents false
information in an application for insurance is guitty of a crime and may be subject to fines and confinement in prison.

Minnesata: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

New Hampshire: 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 N.H. Rev. Stat. Anp, § 638:20

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

New Mexico: Any person who knowingly presents a false or fraudulent claim for payment or 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 penaties or denial of insurance benefits.

Ohia: Any person who with intent to defraud or knowing that he/she 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.

Pannsyivania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 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.

Vermont: Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to penalties under state law.

Virginia: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement may have violated state law.

Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com 5
DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER




