i KANSAS UNIVERSITY TEACHERS

Linum Life Insurance Company of America
70 Dapariant e AND EMPLOYEES ASSOCIATION
2211 Congress Street, Portland, Maine 04122 Benefit Election Fomm
LONG TERM CARE Long Term Care Policy #5205384
Your Nama: (Lest Name, First, Middie initial} Social Security Numbar Date of Bitth mamoparry
et e / A A
Street Address Gender Date of Membership anunoryyys
1 Male £l Female / /
City, Siate, Zip Code Home Telephone # Work Telephone #
{ ) { )
Complete the following only if applicant is not the employee
Empioyse's Name Employse Sccial Security No. Employee Date of Birth Employee Date of
Membership

. - / / I A

. T — .

Applicant Is: (This Benefit Election Form must be completed for any selection)

1 Employee B Employee’s Parent or Grandparent £ Retiree
{3 Employee's Spouse I Spouse's Parent or Grandparent [ Retires’'s Spouss

Plans
(Check ong) | O Plan 1 O Pian2 [J Plan 3 O Plan 4

# Long Term Care Facility | « Long Term Care Facility ¢ Long Term Care Facifity | e Long Term Care Facility

© Simple inflation ¢ Professional Home Care | « Simple Infiation
* Total Home Care » Professional Home Care
« Total Homa Care

Facility Monthly Benefit Amount
(Check one) | [1$1,000 0 $2,000 &1 $3,000 1 $4,000 £ $5,000 * ] $6,000 *

Facility Benefit Duration (puration of benefits may vary depending on where benefits are received,)
(Checkone) | I3 Years 16 Years (1 Unlimited Duration *

*EMPLOYEES: Selection of this option exceeds the Guarantee Issue limits and requires completion of the Long Term Care
Insurance Application {medical questionnaire). ALL OTHER APPLICANTS must complete this Benefit Election Form and
the Long Term Care Insurance Application (medical questionnaire) for any selection. Note to Employees: All Active
Employees & Newly Hired Employees — who enroll after the Guarantee lssue enrollment period or choose benefits over the
Guarantee Issue limits will be reguired to fill out a medical questionnaire.

* {f you are an Active Employes or Employes’s Spouse, please submit the completed form to Blue Chip Group/KUTEA. Make
monthly check payable to Blua Chip Group/KUTEA, please remit premium {o Blue Chip Group/KUTEA, P.O. Box 30296, Kansag
City, MO 84112,

« If you are an eligible family member or a retiree, you will be billed directly by the insurance cornpany.

Family Members or Retireas, how would you like to be biled? 0O Quarterly £ Semi-Annually L1 Annuatly

Caution; if your answers on this Enroliment Form are incorrect or untrue, we may have the right to deny benefits or rescind
your insurance,

By signing below. you sighify that you have read and understand that loss of Activities of Daily Living (ADL) or Severs Cognitive
Impairment must occur after your effective dats of Coverage under this Long Term Care plan in order to be coverad, and that certain
limitations and exclugions apply fo vour coverage. This information is contained in your Kit.

Your Premium: § {Transfer the premium amount from the calculation on the rate sheet.)

I AN i A WMot Sy EREMAS  sistooeman WM ot OO AT Mickrdit Compime TR kit

Applicant's Signature Date Employee’s Signaturs Date
(Required for Spouse Coverags)
All applicants, sign and maif sl reguired signature forms o Blue Chip Group/KUTEA, P.O. Box 30296, Kansas City, M0 84112,
Retain a copy for your records. {M4)

i you have questions about Long Term Care coverage, please call Blue Chip Group/KUTEA's toll-free number 1-800-845.561 a

Yolurdary




