% We ©o 1o BAT AU

\ . & union members
_Mi Worlgplace Benefit Advocates Team Insurance Serviees

P.O. Box 1232, Lakewood, CA 90714 ~ phone/fax (323) 298-1894 ~ Telephone (562) 244-5100; Fax (562) 425-5141

ENROLLMENT FORM FOR INSURANCE

Insured Name SSN
Home Phone Mae Femde  Age dob / [/
Home Address City Zip

Employer: Los Angeles County

Phone Fax E-mall
Department Address City
Job title Hire date Yearly Salary
Emp # Dept #
VOLUNTARY LTD BENEFIT BI-WKLY PREMIUM

o $ Max Benefit $

o $500 Minimum Benefit $

o $ Other Benefit Amount  $

Please check one. Y ou may select any amount between max & min in increments of 100.

Go to wbatins.net to download forms and for claims and dental information.
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HEALTH QUESTIONS
Please answer the following questions. I you answer "YES” to any questions, pieass provide details in REMARKS balow.
if you are applying for dependent coverage, please answer all questions for your eligible dependents.
Applicant: Height —__ Weight Spouse: Height ———————  Weight Yes No
1. Have you aryour dependents geined or iost 10 or more pounds during the past 12 months? [
i Yes, howmuch .
2. Have you or your dependents within the past § vears:
a) Received or been advised lo receive any medicalion, ireatment. surgary, therapy, testing, obsarvation, or consuita-
tion by a physician, surgeon oF other health care provider (inciding psychologist, counsetor, dentisd, chiropractar,

osteopalh, elc.) in any clinic, haspital, sanitarium, health resort or any other health relatod faciiity? [

mumanglﬂegaldmga? a 4d
3. Inthe past’5 years, have you of your dependents ever had, been treated for or been advised to seek reatment for

persistent cough, fatigue or swollen glands, preumonia, chest discomfort, muscle weakness, unexplained weight

loss of ten paunds or mare, patches in mouth, skin lesions, prolonged night sweats, visual disturbance or recurving

diarrnea, fever orinfectlon? o o
4, Areyou oryour dependents pregnani? 0O O
5. Hawe you or your depandents used tabacco, in any formin the past 12 months? o 0
6. Hmeynuorywﬂapmmmhad baenmadlmllydlwd treated or been advised 1o seak traatmant tor:

arthritis; back, neck or joint disorder; asthma, emphysema or lung disorder, cancer or tumors; diabetes; alcohol,

eocaing or drug abuse; high biood pressure; skuksm"mmdm.satrdhm depression; psychological counsel

ing; mm.mwmmmwm acquired immuradebciency syndrome (AIDS) within the past 5 o o

?

“Disorder” is defined as a disease, liness, njury andfor condition differing in any way from the usual or normal state
andfor struciure.

Mame, addrase and telophona no. of persanal physiclan
REMARKS-If you answered “YES” to any heaith question above, please provide details bolow,

Description of liness, Rasidual
Ques. ! First iNjury, OF pregnancy, Duration {dates} | effecis/ Mame and address of aftending
No. Nama medicaticn and frestment | & no. of episodes | resulls physician or hospital {indude zip}

IMPORTANT NOTICE TO APPLICANTS - PLEASE READ CAREFULLY

MY SIGNATURE ON THIS APPLICATION CERTIFIES THAT I:
;App}yrnr the coverages designated for which | am eligible under my employer's plan with Fortis Banefits Insurance Company,
1TV O nsurance pany. a,
1 understand that | will ndmad i beeniafits undil tha axpiration of the Late Entrant Limitalion period specified in the policy, 3 3)
mnhodnanyrnulraddadumhmhmnwmirg& 4) Designate the beneficiary named on this application to receive any
payaﬁenﬂmmﬂdmvums Fepresant that ait of ihe information on this application is com) nmmtandh.e
toﬂmhaﬂuf my knowledge and belief, 6) nd that | must be actively at work the number of hours u'ﬁg_?l_&
EI nqpﬂmammmmadn insured. 7) Have read, understood and received a copy of this appli and I.ha
EGARDING THE MEDICAL iNFCIRMMIGN BUREAL, INSURANCE INFORMATION PRACTICES AND AUTHORIZATION
TO UBTAIN AND FURMISH INFORMATION. 8) merﬁMImmﬂgmmmuanyumlmmmmym
%I.#gmmndmat%mﬂeumfplanmd:.ﬂanm-mIHptmismmatmhadvlsuma:nadvﬂmaufﬂwbanaﬂslmarbaaigbla
& procadure
Fnrmrmadim%wﬂnhwmqumsﬂﬁmmtuwarmmmm Any person who knowingly prasants a
falso or fraudulent ciaim for the payment of a loss is guilty of a crime and may be subject to fines and confinament in

state

AWWWHTDRELEA&EWWWH For undarwriting and claim purpases, | give my permission fo: Anyplmm
o Glhey medical practilioner, |, olinic, pharmacy, insurance com , ConSumer reporting agency, empioyer,

Information Bureau to give Fortis o its reinsurers ALL INFORMA an My behalf, inciuding findings on medical care,
dental care, alcohol or drug abuse information, psychiatric or psycholngical care or examination, or surgery, as they apply 1o me
oF my dependents who are 10 be insured. | give My permission 1o Benefits or its reinsurers to raléase any nformation 1o
other iife insurancs companies as | may come in contact with.

1 knowy that | have a righl 1o a copy of this authorization. A photocopy of this authorization will be as valid as the original. This

authorization will ba valid for the term of coverage of the policy if health insurance or the duration of the claim iur non-haalth
insurANcE,

Employea’s signature _ Date

Spousa’s signature (if spousel coveraga) Date —
Form 12 (12r90) (GA) mmtm%l
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WBAT-Workplace Benefit Advocates Team Insurance Services
P.O Box 1232, Lakewood, CA 90714
(562) 244-5100 ~ Fax (562) 425-5141
Telephone/Fax (323) 815-0178

Whatins.net
Your monthly deduction of $ includes:
$ Voluntary Long Term Disability + $ Optional Dental HMO +

1% Union dues (when applicable).

Plus $ 3.00 monthly administration fee and should commence in approximately two
months. Deductionswill appear on your pay stub as code 448 AFSCME L ocal 685.
Y our application acceptance of benefits offered does not constitute membership in
AFSCME or any of itslocal unions.

For policy cancellation, awritten request must be mailed or faxed to the insurer (888) 203-2323 and to WBAT ins (323) 298-1894 or
(562) 425-5141 in order to cancel both policy and deductions. Cancellation notices must be received by the 15" of the month in order

to take effect by the next pay period. Otherwise, cancellation will take effect the following month. Administration fees are non-
refundable. A DI claim may befiled by cortacting Customer Relations (800) 733-7879. Follow the prompt to Claims. Request to
have claim form mailed or faxed to your home. Mail or fax clamto Fortis Ins, P.O. Box 419596, Kansas City, Mo 64141; fax (816)
881-8768. The insurer may report to the MIB, anon-profit membership organization of life insurance companies, which operates an
informational exchange bureau on behalf of itsmembers. If aclaim for benefits is submitted within 12 mos of enrolling, the bureau,
upon request, will supply the information it hasinitsfile. WBAT Ins enrollment company helps facilitate payroll deduction but isin
no way responsible for premiums deducted. We reserve the right to cancel payroll deduction or transfer pay codes at our discretion
without prior notice. Thisenrollment form may be photocopied and mailed to the address above. If you have any questions
regarding your program(s), please contact your benefit representative.

PAYROLL DEDUCTION AUTHORIZATION
By my signature, | certify that I: 1. am actively at work at least 20 hours/wk at the time of this enrollment;
2. authorize premium deductions from my pay check as of today’ s date and the auditor of the county of
Los Angelesto adjust from time to time the amount of this deduction as may be required to comply with
adjustments under the existing contract with the insurer. This authorization shall remain in effect until
cancelled by me by written notice; 3. have read and understand the MIB insurances information practices
and authorize the collection & release of information; 4. understand that | am not covered until approved;
5. understand that my name may be added to a reservice report whose purpose is to provide verification of
products and services enrolled with WBAT Ins. Agentsrepresenting WBAT Inswill have access to this
report. Thelist of all namesin the report will be presented only to those included in the report; 6.
represent that all of the information on this application is complete, correct and true to the best of my
knowledge.

By my signature below, | affirm that | understand the above provisions that have been
explained to me.

X Date:
EMPLOYEE SIGNATURE
Printed Name Name of Insured (if different)
Employee# Dept # 30f 3
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