MADISON NATIONAL LIFE INSURANCE COMPANY, INC. - P.O. Box 20533, Indianapolis INDIANA
EMPLOYEE DENTAL, LIFE, VISION, & WEEKLY DISABILITY INCOME INSURANCE APPLICATION

L

EASE PRINT IN SPACE PROVIDED

STREET ADDRESS CITY STATE ZIP
SOCIAL SECURITY NUMBER TELEPHONE NUMBER BIRTH DATE
: ( ) / /
SEX EMPLOYMENT DATE | MARITAL STATUS OCCUPATION/TITLE | EMPLOYMENT STATUS

MALE FEMALE MM DD YY SINGLE MARRIED ACTIVE INACTIVE

Mandatory Dental Insurance
o EMPLOYEE o SPOUSE O CHILDREN

Optional Vision Insurance oYes o No
O EMPLOYEE o SPOUSE o CHILDREN

Optional Disability Income o©Yes o No

Disability Income Insurance: If you are applying for disability income insurance, are you currently working a
minimum of 30 hours each week for one employer? O Yes 0O No

Optional Life Insurance o Yes o No

0 EMPLOYEE O SPOUSE o CHILDREN
PRIMARY BENEFICIARY:
Name Relationship
CONTINGENT BENEFICIARY:
Name Relationship

i IF APPLYING FOR LIFE INSURANCE, COMPLETE THE FOLLOWING QUESTIONS. DESCRIBE ANY “YES”

ANSWERS IN THE SECTION THAT FOLLOWS THE QUESTIONS:

{ A. During the past 10 years have you or any dependent applying for life insurance:

1. Flown or intend to fly in the next 2 years, as a pilot, student pilot of crew member of a non-commercial aircraft? 0O Yes O No
2. Had an application for life, health or disability income insurance declined or modified; or received disability compensation? 0 Yes 0O No
3. Participated in SCUBA diving, auto racing, hang gliding, or other hazardous sport or avocation? O Yes O No

B. Have you or any dependent applying for life insurance smoked cigarettes in the past 12 months? 0 Yes 0O No

C. Within the past 10 years have you been diagnosed as having or treated by a member of the medical profession for:

1. Coronary artery disease, myocardial infarction, heart disease, iregular or rapid heart rhythm, stroke, hypertension, hyperfipedemia
(elevated cholesterol and/or trygliceride levels), or any other disease or disorder of the heart or circulatory system? O Yes O No

2. Cancer, melanoma, tumors, cysts, polyps or other types of growths? O Yes O No

3. Diabetes, Addison’s Disease or any other disorder of the endocrine system? O Yes O No

4, Ulcerative colitis, Chron's Disease, hepatitis, liver disease or any other disorder of the digestive system? O Yes O No

5. Anorexia, bulimia, seizure disorder, muscular dystrophy, multiple sclerasis, mental/nervous/emotional disorder, mental retardation,
Dawn's syndrome, paralysis or other neurological or nervous disorders? O Yes 0O No

- continued -
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C. Within the past 10 years have you been diagnosed as having or treated by a member of the medical profession for:
6. Emphysema, Chronic Obstructive Pulmonary Disease (COPD), obstructive airway disease or any other disorder of the respiratory
system? O Yes O No
7. Rheumatoid or Psoriatic Arthritis, Lupus (systemic or discoid) or any other collagen disorder, muscular or skeletal disorder? O Yes o No
8. Alcoholism or abuse, Drug addiction or abuse? 0 Yes 01 No
9 Abnormal medical test results? 0 Yes O No

D. Within the past 10 years have you or any dependent applying for insurance tested positive for exposure to the HIV
infection or been diagnosed as having ARC or AIDS caused by the HIV infection or other sickness or condition

derived from such infection? 0 Yes 0O No

E. Have you been scheduled for treatment or testing for any medical condition within the last 6 months? 0 Yes O No
Describe any “Yes" answers here:

SPOUSE NAME SEX BIRTH DATE (MM-DD-YY)
0 MALE o FEMALE / /
CHILD NAME SEX BIRTH DATE (MM-DD-YY) [ STUDENT (Over Age 19)
! 0 MALE 0O FEMALE / / 0 Yes 0 No '
' CHILD NAME : SEX BIRTH DATE (MM-DD-YY) | STUDENT (Over Age 19) |
O MALE o FEMALE / / o Yes o0 No
CHILD NAME SEX BIRTH DATE (MM-DD-YY) | STUDENT (Over Age 19)
0 MALE o0 FEMALE / / o Yes 0 No
CHILD NAME , SEX BIRTH DATE (MM-DD-YY) | STUDENT (Over Age 19) |
| o0 MALE 0 FEMALE / / 0 Yes o No

l

| REASON FOR REFUSAL;

| REASON FOR REFUSAL:

WILL YOU OR ANY DEPENDENT HAVE OTHER DENTAL INSURANCE COVERAGE?
IF YES, PLEASE LIST THE NAME OF THE OTHER INSURANCE COMPANY AND PHONE NUMBER:

| DECLINE DNL COVERAGE FOR: o0 MYSELF o MY SPOUSE o MY CHILDREN

| DECLINE VISION COVERAGE FOR: o MYSELF 0 MY SPOUSE 0O MY CHILDREN
REASON FOR REFUSAL:

| DECLINE LIFE COVERAGE FOR: o MYSELF 0 MY SPOUSE O MY CHILDREN

| DECLINE WEEKLY DISABILITY INCOME COVERAGE.
REASON FOR REFUSAL
.g

- e sty S Y v A A e T S s S ) S Rty 1
| herehy requesl cove ge as outllnad above under the rance Company, Inc. of Wiscons group plan
offered by my employer. | authorize my employer to deduct from my earnings, including any future adjustments, any required
contributions. | reserve the right to revoke or change this authorization by written notice. | understand that if | have declined any
coverage on myself or eligible dependents and wish to enroll at a later date, coverage will be deferred in accordance with the Policy
provisions. To the best of my knowledge and belief all answers are true and complete.

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

or an application containing any false, incomplete or misleading information is guilty of a felony of the third degree.

DATE CITY AND STATE

SIGNATURE OF EMPLOYEE

Agents Signature

Agents Name (Printed, typed, or stamped) Agents Fiorida license ID Number
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