’g Perico Life Insurance Company
~J 12358 Manchester Road St. Louis, Missouri 63131
.ﬂ main 314 965 5675 Tfacsimile 314 965 7054

Excess Loss Insurance
Disclosure Form

Group Name Address nor.o. Box)

This Disclosure Form is an integral part of your request for and/or renewal of Excess Loss Insurance. It will be relied upon by Perico Life
Insurance Company in issuing a Stop Loss Insurance Contract. This Disclosure Form must be completed no earlier than the later of either a) thirty
(30) days prior to the proposed Contract Effective or Renewal Date, or b) the date the premium is received by Perico Life Insurance Company.
This form must be forwarded to Perico Life Insurance Company within fifteen days of completion by the Plan Sponsor. The Excess Loss
Insurance Proposal requires the Plan Sponsor to disclose employees who are not actively at work and dependents that are hospital-confined or
totally disabled on the Disclosure Date. Furthermore, the Plan Sponsor is required to disclose the same information for covered individuals whose
paid claims under the Plan have exceeded 50% of the requested Specific Retention Amount during the twelve (12) month period immediately
preceding the Disclosure Date, or whose claims are expected to exceed 50% of the requested Specific Retention Amount.

The information provided on this Disclosure Form must be current as of the date the form is signed. It must be completed in its entirety.
Perico Life Insurance Company reserves the right to withdraw its quote if the signed Disclosure Form is not completed and returned to us within
fifteen (15) days following the date the Disclosure Form is signed.

Please answer the following questions using Page 2 to fully explain any YES answers:
1. Are there any participants (employees, dependents or COBRA beneficiaries) who, during the preceding twelve (12)

month period, incurred claims in excess of 50% of the Specific Retention Amount whether paid, pended, or denied?................ __Yes__No
2. a. Arethere any participants (employee, dependents or COBRA beneficiaries) who are expected to be absent from
work due to work related or non-work related Disability on the Contract Period Effective/Renewal Date?........................ __Yes_No
b. Are there any dependents, including dependent children, who are currently disabled or who are covered under the
Plan under a disabled or handicapped child eXtension ProVISION?..........ou ittt e e e e e e e e e e __Yes__No
3. Are there any participants (employee, dependents or COBRA beneficiaries) who are or have been confined in the
hospital or medical facility within the preceding twelve (12) months for five (5) or more consecutive days?.........cc..covvevenennnn. __Yes_No
4. a. Arethere any participants (employee, dependents or COBRA beneficiaries) for whom a hospital requested
pre-certification within the past twelve (12) months for five (5) or more consecutive days?...........ccooevi i viiiiiieie e, __Yes__No
b. Are there any participants (employees, dependents or COBRA beneficiaries) who were in case management in the
past 12 months or who are currently in Case ManagemeNt?. ... ..o iii it e e i e e e e e e e e e e e e e e e e e Yes __ No

5. Are there any participants with a history or a current diagnosis of any serious disease or disorder such as BUT NOT LIMITED
TO cancer, diabetes, heart disease, renal failure, AIDS or AIDS Related Complex (ARC), leukemia, muscular/neuro diseases,
high risk pregnancy and potential organ transplants, BIC.2......... .o i e e Yes __ No
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6. Are there any other serious potential shock loss claims (i.e. claims which may reasonably be assumed will exceed 50% of the
Specific Retention Amount) in the next twelve (12) MONTNS?. .. ... . e e e e e e e e e e e e e __Yes__No
7. If the Specific Retention Amount is $15,000 or less, is any covered person currently pregnant? .............ccccoovviiieeininennnnnnn. __Yes__No
If so, provide a list including name, expected date of delivery, nature of pregnancy (normal, high risk) and expected means
of delivery (normal, c-section).

After receipt and review of the completed Disclosure Form, Perico Life Insurance Company reserves the right to revise the initial offer of coverage
and/or to withdraw its offer to provide Excess Loss Insurance. Furthermore, Perico Life Insurance Company reserves the right upon discovery of
any omitted information, to revise or otherwise reconsider any underwriting actions that may have been made, and any such actions may be
retroactive to the Effective Date of coverage. This information shall be treated as confidential by Perico Life Insurance Company.

Please provide full explanation below to any “YES” answers to Questions 1 through 7 on Page 1:

Question | Name of Plan | Employee | Date of Gender Date of Diagnosis & Prognosis | Current Health Status | Benefits Paid,
Number Member or Birth Disability and Estimate of New Pended or
Dependent Claims Denied in Last
12 Months

Please answer the following questions regarding this group:

1) Are there MUIIPIE L0CalIONS? ... o ittt e e e e e e e e e e e e e e e eae e e e e e e __Yes__No
If so, please provide full address and number of employees in each location on a separate form.

2.) Are retirees to be covered Under this POIICY? ... ... ou i e e e e e et et e e __Yes_No
If so, indicate here or on the census the Name, Date of Birth, Sex and Single/Family status for each person by line of coverage.

3.) Are there any COBRA participants (employee and/or dependent) .........coeiriiiie it e e e e e e __Yes__No
If so, indicate here or on the census the Name, Date of Birth, Sex and Single/Family status for each person by line of coverage.

4.) What is the Employer’s (not employee’s) percent of contribution for medical coverage? Employee % Dependent %

5.) What is the name and telephone number of the Claims contact at the TPA?
6.) What is the name and telephone number of the Premium contact at the TPA?
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The Plan Sponsor acknowledges by signing below that they have contacted their Utilization Review/Large Case Management Company, Third
Party Administrator, Human Resources Manager and any other applicable source to verify the above data. The Plan Sponsor acknowledges by
signing below that attachments to the Disclosure Form will only be accepted if noted as such and signed and dated by the Plan Sponsor. The Plan
Sponsor acknowledges by signing below that Excess Loss Insurance coverage is available to those individuals who are disabled and not
actively at work or are unable to perform the same duties of an individual of the same age and sex of the effective date of coverage only if
such individuals are disclosed herein.

It is agreed that the statements in this Disclosure Form plus any and all materials submitted to Perico Life Insurance Company for this group are
hereby warranted by you. All representations shall be deemed material to acceptance of the risk by Perico Life Insurance Company and the Excess
Loss Contract is to be issued in reliance of the truth and accuracy of such representations. Should subsequent information become known which,
if known prior to issuance of the Excess Loss Contract, would affect the premium rates, factors, terms or conditions for coverage thereunder,
Perico Life Insurance Company will have the right to revise the premium rates, factors, terms or conditions as of the effective date of the Excess
Loss Contract by providing written notice to you. Any fraudulent statement will render the Stop Loss Contract null and void and claims, if any,
will be forfeited. Acceptance of all the above understandings is represented by the signatures below.

Disclosure Date:

Plan Sponsor: Third Party Administrator:
Plan Sponsor Federal Tax ID #: Authorized Person Signature:
Authorized Person Signature: Authorized Person (please print):
Authorized Person (please print):; Agent Signature:

Title: Agent Name (please print):

Agency Name (if applicable)

Agent Address:

Agent Phone No.

Agent E-mail:
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