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LIFE BENEFIT SUMMARY

Basic Life and AD&D Insurance coverege is provided to you at no
Company Pald Basic Llfe & AD&D cost by Floors, Inc. in the amount of $20,000.
. $10,000 increments to $300,000 maximum, not to exceed 5X Basic
Employee Supplemental Life Annual Earmings. _
Spouse Supplemental Life $s,000 mcEemenB to $150,000 maximum. Not to exceed 50% of the
_ employees’ supplemental covered amount.
P €A1l $£10,000 for children 14 days to 21 years or 25 if full-time student
Child Supplemental Life $250 for children hirth to 6 months
Behefit: Reductlun : Reduced to 65% at age 63, Reduced to 42% at ape 70, 28% at age 73
Basic Life and AB&D and: Supp[emental ‘Life Coverage terminates at retirement
Accelerated Peath Benefit 50% to 530,000
- Seat Belt Beaefit
Other Provisions c_a et Bege
Ajr Bap Beneiit

Limitations for Accidentul Death and Dismemberment Insurinee: Svicide or nttempled suicide while sane or insane; War or net of war; Disense,
badily ar menta! infirmity, or infection (except, bacterdal infection from o visual secidental injury); Intentional self-inflicted injury; Drugs unless
preseribed by physician; Driving while intoxicated os defined by the epplicable stote Jaws where the loss ocourred; Commission of felony, erime or
nssoult; Flipht, vnless fare paying passenger on commersinl Jight.. Life nod Accidents! Death & Dismemberment covernges are underwritten by
Unimesico Insurnnce Company, 6300 Olson Memarial Hwy, Golden Volley, MM, 35427, This is 2 summuary of benefits and does not include all plan
provisions and exelusions. Late applicants oo subject to Siotement of Insurability.

Mavy 2006/ Supplemental Life Enrollment Guidelines
Employee

If you are currently eorolled in the supplemental life insurnnce plan, you may eontinne yoor current
coverage, You may incrense your coversge, however, any increnses will require Statement of
Insnrability satisfactory to United HeslthCare Insurance Company.

If you are not currently enrolled, you may eleet coverape, however, nny amounts of coverage elected

will require Stotement of Insurability satisfactory to United HealthCare Insurance Company.

»  Newlp Eligible Employee: 1 you are applying for Supplemental Life coverage during your initial
eligibility period, Statement of Insurability satisfactory to United HealthCarc Insurance Company is
not required for amounts up te $175,000. Any amounts over $175,000 will require Siatement of
Insurability satisfactory to United HealthCare Insurance Company,

Sponse (Employee must elect coverage for the spouse to be eligibie)

» I you do not currently have your spouse enrolled, you may apply for coverage for your spouse, any
nmotnts will require Statement of Insurability satisfactory to United HealthCare Insurance
Company.
If you have current coverage for your spouse, yeu may continue the current coverage. You may
inerease your spouse coverage, however sny incresses require Statement of Insurability satisinctory
to United HealthCnre Insurance Company.
«  Newly Eligible Finployee: If you are applying for Spouse Supplnmentni Life coverage during your
initinl eligibility period, Statement of Insurability satisfactory to United HealthCare Insurance
Company is not required for amounts up to $36,000. Any amounts over the 530,000 will require
Statement of Insurability satisfactory to United HenlthCare Insurance Company.
Child{ren) (Employee must elect coverage for the child(ren) to be eligible)
s If you do not currently have your child{ren} enrolled, you may spply for coverage for your
child(ren), any amounts will require Statement of Insurability satisfactory to United HealthCare
Insurance Company. )

s If you have current coverage for your child(ren), you inay continue the current coverage. You may
increase your child(ren) coverage, however any inerenses will require Sintement of Insurability
satisfactory to United HealthCare Insurance Company.

«  Newly Eligible Empleyee: I you ore applying for Child(ren) Supplemental Life coverage during your

initizl eligibility period, Statement of Insurability satisfactory to United HenlthCare Insurance
Company is not required for amounts up to the 310,000, -Any future enroliments will require
statement of Insurnbility sutisfactory to United HealthCare Insuronce Company.

This is an overview of yonr benefits. The contract will govern uctual benefits. The Compuany reserves the right to
take future changes
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Floors, Inc.
ENROLLMENT FORM

Group Life and Disabilily Insurance produsts provided by
United HealthCare Insurance Gompany.

‘A, ENMPLOYEE INFORMATION . o
" Wew

Use this form to apply for or make changes to the coverage lstad helow. You must
complete a separate Statement of Insurability If you apply for Iifz Insurance (1) exceeding
the Guarantead Issue Limit, or {2) afiar the completion of any open enrofiment perod (as
sgreed upon by your employer and the insurance company), or {3) as & naw hire or current
emnolovee more than 37 davs after vour Initial effiaibility waitina oerlad {lata enirantl,

] Address 'Mame

Employee %rgl?:gnt gtlr‘:;? L] Cangel Change Change L1 Other Date
Last Name First Name M.l § Social Security Number Gendear Date of Birth
OMIOF
Strest Address | Apt No. City Stats Zip Codel ] Single T Memied
Home Fhone Wark Phana Annuzl Salary
{ ) { }
Employer or Group Name Division/Location Subgroup Code Job Title

. Floors, Inc.
B, PRODUCT SELECTION - Application for {check all that apply): =

" Life Insurance:
X $20,000 Basic Life Insurance (automatic)
O Supplemental Employze Life § arnount*
{§40,000 increments up to 300,000 not to sxceed 5X Baslc Annual Eamings)
] Dependent Spouse Insurance § amount™
{55,000 increments up to $150,000) not to exceed 50% of Employee Supp.
(] Dependant Child{rzn) Insurance 3 amount”
$10,000 for child{ten) 6 months to 21/25 if full ime student
5250 for chiki{ren) birth lo 6 manths
Accldental Death & Dismemberment Insurance:
X 520,000 Basic Accidental Death & Dismembenment (automnatlc)

Hensficiary Deslgnation:
Baslc Life and AD&D [nsurance
Heneficlary's Full Name

Relatlonship to Employee

Supplemental Employee Lie Insurance
Beneficlary's Full Name '

Relatlonship to Employee

*Guarzntee Issue Limit for Supplemental Empioyee Lie Insurance fs $175,000;
530,000 for Dependent Spouse Insurance; and §10,000 for Dependent Child
Insurance. Guaranteed coverage Is only avallable during new employee’s initial
earalimant. All elections in excess of thase amounts require sallsfactory evidence of
insurability. Late entrants must provide satisfactory evidance of insurability before any
supplemental elections go into effect. See your benefils manager for the forms.

i [

You will be the beneficiary for your spouse and child{ren) unless you
specify otherwise. 1f you would (ke to specify multiple beneficiaries,
plaass request a separate Unimerica Baneficiary Designation Form
from your benefits or htman ressurces rapresentative,

L s [ L b ) & P EIMBbEe 0 he coverat
{f child 1s over age 18, please
Last name First Nama ML Date of Birth Relstionship | Indicate stztus andfor school  § Gender ; Ghack one

L] Handlcapped Y C Enit T3 Canes)
[ Student at 0OF O Walve [ Chenge
Cl Handlcapped M DG Enmil 0 Cancal
[ student at OF {1 Waive [ Changa
{7 Handizapped OM .| Dewa O Cancel
L] Student at ClF O Walve [J Chenge
1 Handlcappad i QEwat O Cancol
[ Student at OF Cwewe [ Changs

D.” SIGNATURE “(This form must be signed) :
| understand that by signing this form that | am authorizing the necess
| have selected.

X

ary premium daductions from my salary or wages for the coveragea(s)

: Slgnature of Emplayee

‘B EMPLOYER USE ONLY - e n iy
" [ Initial enraliment following Daie of Hire
[ Late Applicant

Employae Effective Data
(rmm/ddiyyyy}

Sipned for Employar by

Date

Group Nurmber

Unimerica,
. Warkplnco Benafibs
A UnitadHaalth G Company




United HealthCare Insurance Company
Insurance Information Practices Notice

Our Underwriting Procedures
Par certain types of coverage, we require proof of good henlth: to determine if you are eligible for the coverage you requested. We

review all of the information in the Statement of Insurability Form, and, if necessary, confirm or add to this information in the
ways described in this notice.

Privacy and Information Practices

Collecting Information
Vour Statement of Insurbility Form is our main sonrce of information. But we may:
«  Ask you to have n physical examn, an EKG and/or a blood profile, atc.
s+  Ask physicians, hospitals, or other health care providers to confirm or add to the information you have given us.
«  Obtain information fram the Medical Information Bureau (MIB). See *Notice Regarding MIB, Inc.” below.
«  Seek information from other compagies you have applied to for insurance.
«  Ask you for additional information through use of & written request.

Information Use
We will use the information enly for business purposes arising from the relationship you have with us.

: Information Muaintenance and Disclosure
We treat the information we have about you as confidential. The anthorization form thut you have been asked to complete will
permit us to send the information to our affiliates and to MIB, our reinsurers, employecs, contractors, or other organizations that
process transactions concerning coverage you have with United HealthCare Insurance Company or its affiliates, and to other life
insnrance companies to whom you may apply for life or health insurance or ¢o whom a claim for benefits muy be submitied. In

_ certain circumstaness, the information we have about you may be disclosed to third parties without your sperific permission,

Access to Information
If you request it in writing, we will send you & copy of the relevant information we obtain about you in connection with your
request for coverage. Medical information, however, will only be disclosed through the attending licensed physician.

If you feel that any of the information in eur file is nof comect or is incomplete, we will eview it. If we agree with yon, we will make the

corechions. IFwe do not agree wilh you, you may fle & SHoLt Stetomenl 61 diSputs w. Wit e Yo statementwill-beiochuded any time we—
disciose thismformation (o anyone.

We will not send you information we collect in expectation of or in connection with any claim or civil or criminal proceeding.

Notice Regarding MIB, Inc. (Medical Information Bureau)

Information regarding your insurability will be treated as confidential. United HealthCare Insurance Company, or its reinsurers may,
however, mnke a brief report thereon o MIB, a not-for-profit membership arpanization of insurnnee companies, which operates an
information exchange on behalf of its Members. If you apply to another MIB Member company for life or health nsurance coverage, or a
claim for benefits is submitted to such a company, MIB, upon reguest, will supply such company with the informaton in iis file.

Upon receipt of & request from you, MIB will arrange disclosure of rny information it may have in your file. Please contnct MIB at B66-
§92-6001 (TTY B66-346-3642). 1fyou question the rccuracy of information in MTR's file, you may contact MIB and seek a vorrection in

accordance with the procedures set forth in the federal Fair Credit Reporting Act. The address of MIB's information office is Post Office
Box 105, Essex Stution, Boston, MA 02112,

United HealthCare Insurance Company, or its reinsurers, may also release information in iis files te other life insurance
companies to whom you may apply for life or health insurance, or to whom a claim for beefits may be submitted.

2 Long Form
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Statement of Insurability
Instractions

The Statement of Insurability form may alreedy show your Employer’s Name, Group Number and Location (if applicable}.
Check with your Benefits Administrator if this information is missing. We cannot pracess the statement without it.

If you ore opplying for Life coverage, your Benefits Administrator may complete the section of the form regarding Current
Amovnt, Total Amount Desired (incloding your current amaunt and any guarentead amount, if applicable) snd the Amount 1o be
Underwritten or he/she should give you instructions an what the amounts should be. Xf you have a question regarding the
amount that requires underwriting, please contact your Benefiis Administratar.

IMPORTANT:

The “zraount to be underwritten” is the dollar amount of coverage for which you or your dependents must show proof of goad
heakth. This “underwritten” amount should NOT include any coverage you or your dependents already have in force through this
plan or sny covernge that ean be obtained throngh this plan without providing proof of good health. If the amount io he
underwritten is incorrectly siated on your Statement of Insursbility form, you or your spouse may he asked to have an exam,
blood profile or EKG that might otherwise not be necessary. Note: If there is no enment coverage in force, a zero 0" should be
put in that columnn. Current, total and underwritten amounis need only be indicated on this Statement of Insurability for the
farmily members who are applying for coverage at this time.

Please make sure you've provided all requested information, answered all questions and that you've signed and dated the form.
Tailure to do 50 may result in the form being retmned to you, which will delay processing time.

Make a copy of the form for your records. Also, Read the Insurance Information Practices Notice page and keep it for your
reference.

Afier completing the Statement of Insurehility form, fallow the instructions given to you by your Benefits Administrator. 1f you
are instrucied to ond] fhe form directly to us, please use the “Return form to™ address on page four.

1 Long Form



United HealthCare Insurance Compauny

Statement of Insurability
Employer Group # Location
Employee Name Employee Social Security No.
Address City, State, Zip
Employee Date of Birth Home Phone # | Work Phone #
Hire Date Annual Salary
Persons Proposed for Coverage (list Employee Information first):
MNAME RELATIONSHIP TO SEX | BIRTH HEIGHT | WEIGHT
FIRST, M.L, LAST EMPLOYEE M/F | DATE FT,IN LBS

MM/BDIVY

For life coverages, enter the dollar Amount of current coverage {including any guaranteed issue amount, if applicable), the total dolar
amount desired and the dollor amount of the difference between the total amount desired and the current amount which requires proof of
good heglth at this time (i.e, needs to be medically underwritten}, .

Produck(s) Being Underwritten
Basic Life Supplemenint Current Life Total Life Amount | Life Amount lo Short Term Long Term
Life Amount Desired be Underwritien Disability Disnbility
Employee 3 5 3
Spouse NIA 3 8 5 N/A NIA
Dependent N/A 5 5 5 N/A N/A
#1
Dependent | N/A £ b3 3 NA N/A
#2 . :
This Statement of Insurability is being submitted due to: New Hire Late Botrant Increase Other

If other, plesse explain:

The following questions apply to !l persons proposed for coverape:
1. 'Within the past 10 years (7 years in Muryland) bes any person proposed for coverape ever been medically treated or medically
dizgnosed with:
2} []Yes [INo Diabetes or sugar, albumin or blood in the urine: If Yes, when first diagnosed?
b) [1¥Yes [INo High blood pressure, chest pain, heart murmur, shortness of breath, angina or other heart or circulatory
disorder?
¢} []¥es [INe Stoke, epilepsy, fainting, dizziness, headaches or any disorder of the brain or nervous system?
d) [1VYes [INo Tuberculosis, asthma, hay fever, lung or respiratory disorder?
e) [ 1Yes [|No Stomach or duodensl vlcer, sther ulcer, colitis, disorder of gall bladder, liver, stomach or intestines?
f) [ Yes []No Varicose veins, varicose ulcers, or phlebitis or hernia of sny kind?
g) []¥Yes [INo Kidney,bladder or prostate disorder or other urinary disorder? :
h) []Yes [1No Tumor ordisease or dysfunction of the breast, reproductive organs or sbnormal menstrual period?
iy [JvYes []No Arthritis, rheurnatism or any disorder of the joints, muscles, back or bones ?
i) [JYes 1Mo Cancer or tumor or uleer of any kind, growth or cyst?
k) [1Yes []No Any disorder of eyes, ears, nose or throat?
) [JYes [INa Alcoholism, narcotic addiction (or have you or your dependents joined any organization for alecholism or drug
shuse)?
m) []Yes [{No WNervous or mental disorder {including professional counseling)?
a) []Yes [|No Anydisorder of the immune system, including ATDS (Acquired Immune Deflciency Syndrome) or ARC
{AIDS Related Complex)?
2. Has any person praposed for coverage:
~) [[] Yes 7] No—~Had auy life or health insurance declined (not applicable to Missouri residents), postponed or modified, or had
’ ’ " a waiver or extra premium added? ) : : ' T
b} [l Yes {1No Beenreleased from the military for medical reasons?
¢) [JYes []No Received payment for disabilily, fllness or injury?

EQI-UHIC-L (7/04) 3 Long Form M375935




d} []Yes [1No Hadachsope of weight of more than 10 pounds in the last 12 months? If Ves, state name of person(s),
reason(s) and amount(s) of gain/loss in Detail Secion below.
3. Within the past 3 years, bas auy person proposed for coverape:
1) [[]¥es [IMc Had abnormal findings of & physical examination, clectrocardiogram, X-ray, blood test or diagnostic test?
b) [ Yes []No Hadinpatient or outpatient surgery?
¢) [1¥es [INo Beenzdvised to have surpery not yet done?

d) [J¥es [INo Had anymedical treatment, health or physical impsirment, condition or congenita] anomaly not mentioned

above?

4, [ ves [[INo Havemedications been preseribed to any person proposed for coverage for uny reason in the last 12 months?
If Yes, please list medication name, dose, dates used and condition used for in Detail Section below,

5. [ 3Yes [INo Aze any persons to be covered pregnant?

If Yes: Name of person,

Expected delivery date:

DETAIL SECTION - GIVE FULL DETATLS TOR EACH "YES" ANSWER IN QUESTIONS 1 -4 ABOVE

IF MORE SPACKE 1S NEEDED, ATTACH A SEPARATE PIECE OF PATER, SIGNED AND DATED.

Name of Person Question | Dates of Dingnosis, Degree of recovery Name, Address, Phone # of
No. Treatment Atiending Physician

NAME, ADDRESS AND PHONE # OF PRIMARY CART PHYSICIAN OF PERSONS PROPOSED FOR COVERAGE:
EMPLOYEER SPOUSE CHILDRTN

DOCTOR NAME
STREET ADDRESS

CITY, STATE, ZIP
PHONE NUMBER

AUTBORIZATION AND ACKNOWLEDGEMENT
1 hereby declare that all the stalements made shove and on the reverse side are, 1o {he best of my lmowledge and belief, true and complete
and that they are the basis on which insurance reguested by me may be issued. '

I hereby authorize any licensed physician, medical practiioner, hospital, clinic or other medically related facility, Insurance company or
its reinsurer, the Medical Information Bureau or other organization, institution or person, that has any records or lmowledge of me or my
hezlth, or that of any member of my family whose neme appears in the application to which this is attached to give United HealthCare
Insurance Compeny (“UHIC™), and its aifiliates any such information. This information will be used to determine eligibility for
insurance. 1 understand that I may revoke this authorization at any time by sending a written revocation to UHIC at the address below.
Such revocation will not affest any actien taken or information releesed prior to the revocation, and will not affect any legal right THIC
has {0 contest an insurance policy/certificate, or to contest a claim nnder an insurance policy/certificate. I understand that if I revoke this

authorizetion, TJHIC may not he ohble to process my application, and may not be able to make any henefit payments due under any
existing policy, certificate, or other binding npreemeat.

I ngree that a photocopy of this form shall be as valid as the original, apd that it shall be valid for 30 monihs (24 months in KY and NM)

from the date signed. 1 also understend that T, or » person authorized to sct on my behalf, is entifled to receive a copy of this authorization
form.

NOTICE: Any person who knowingly and with intent to defraud any insurance company or other person files an application or
insuranee containing any materially fnlse information or conceals for the purpose of misleading, information conecerning any fact

material thereto may commit o frandulent insurance act, which iz a erime and may be subject civil papaltes, eriminal penalties
und/or the denial of insurance benelits.

Employse Signature Date

Spouse Signature {if applying for coverage) - ' ‘Spouse SSik:

Return form to: United HealthCare Insurance Company: Gronp Mced Underwriting Serv, P.O. Box 17829 Portland, ME 04112
EQI-UHIC-L (7/04) 4 Long Furm M37935
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