S.USA LIFE INSURANCE COMPANY, INC.
SBLI USA LIFE INSURANCE COMPANY, INC.

Fax Application Transmittal Cover Sheet

Important:

Use this form for NEW application submissions.

Only applications paying the initial premium by bank draft should be faxed.

DO NOT collect premium with an application that is being faxed.

All applications submitted with this form must be written by the same agent.

Please use one transmittal per application.

Do not mail in applications/forms once you have faxed them, original copies should be
maintained in case of fax transmission problems.

Complete all Agent information in the box below.

DO NOT fax documents or corrections requested by Underwriting to the number below
(2™ applications, replacement forms or other additional documents).

Fax New applications and corresponding documents ONLY to:  1-855-227-7849

Agent Name: Agent Writing #

Phone Number: Fax Number:

Total number of pages being faxed (including cover sheet):

Forms sequence:

Oo000ao

Application

Replacement form (if applicable)

Other state specific required forms (if applicable)

Guaranteed Issue documentation (if applicable)

Creditable Coverage documentation (if applicable)

Signed bank draft authorization

Copy of a voided check or deposit slip on a separate sheet of paper

Applicant Applied Initial Premium
First & Last Name For: Amount to be drafted

Plan

All application questions should be directed to the Underwriting Department at 1-855-228-3771

10-2016
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S.USA Life Insurance Company, Inc.

New Business Pack for

Medicare Supplement Insurance

ILLINOIS



S.USA Life Insurance Company, Inc.

Speed up the processing by double checking the following:

[J Applicant’s Personal information completed
(DOB, Gender, SSN, Medicare number/dates)

[ All dates completed
(Effective Dates, signature dates)

[ Replacement forms completed
(Signed & dated and submitted with application)

J Household Discount Form completed, if applicable
(Signed and dated by both Agent and Client)

(J Premium and payment information completed
(Modal Premium listed, Bank Information complete)

(J Prior Coverage information completed
(Carrier, plan, start & end dates)



UMSAPP16IL

Medicare Supplement
Administrative Office:
P.O. Box 10853
Clearwater, FL 33757-8853
1-855-228-3771

S. USA Life Insurance Company, Inc.

Application for Medicare Supplement Coverage
INCOMPLETE INFORMATION MAY DELAY PROCESSING.

Application for [_] New Business

[ ] Reinstatement

SECTION 1: APPLICANT INFORMATION — PLEASE ANSWER ALL QUESTIONS COMPLETELY.

Name (First/Middle/Last)

Residence Address

City

State Zip

Home Phone No (

area code

Date of Birth / /

MM

Age as of Eff Date

DD  YYYY

[ ] Male [_]|Female

Social Security No:

Email Address

Medicare Health Insurance Card Number [or MBI Number]

Height Feet and inches Weight Pounds

SECTION 2: PLAN / PREMIUM PAYMENT INFORMATION

Medicare Supplement Plan Requested: Requested Effective Date: / /
Avre you applying for the Household Premium Discount? ......... Yes[ | No[ |

If Yes, please complete the Household Discount form.

Premium $

Policy Fee $

Premium Collected $

Initial Bank Draft $

Payment Mode: select one Monthly [ ]

(Bank Draft ONLY)

Annual |:|

Semi-Annual |:| Quarterly |:|

Payment Method: select one Bank Draft |:|

Direct Bill [_]

SECTION 3: MEDICARE INFORMATION — PLEASE ANSWER ALL QUESTIONS COMPLETELY.

To the Best of Your Knowledge:

If “YES,” what is your Part A effective date? /

1. Are you covered under Medicare Part A?.......ccccocveevvvvcienennnn,

[]Yes[ ]No
/

If “NO,” what is your future Part A eligibility date?

/ /

2.
If “YES,” what is your Part B effective date? /

Are you covered under Medicare Part B?...........cccccvevvevvvcnnnne

[ ]Yes[ ]No
/

If “NO,” indicate date you plan to enroll. /

3. Is this your first time enrolling in Medicare Part B?

[]Yes[ ]No

UMSAPP16IL

S. USA Life Insurance Company, Inc.
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SECTION 3: MEDICARE INFORMATION (CONTINUED) — PLEASE ANSWER ALL QUESTIONS COMPLETELY.

4. Will you turn 65 within the next six months? []Yes[ ]No

5. Are you eligible for Medicare due to Disability or End Stage Renal Disease (ESRD)? [1Yes[INo
IF YES, please check the box that applies. [] Disability ] End Stage Renal Disease (ESRD)

6. Are you applying during a guaranteed issue period? (If YES please attach proof of eligibility). []Yes[]No

7. Are you applying during an Open Enrollment period? []Yes[]No
If YES, are you replacing Creditable Coverage? If so, please attach Creditable Coverage letter. []Yes[]No

8. If you do not have six months of Creditable Coverage, any health condition for which medical advice or treatment was

recommended by a medical professional or received from a medical professional within a six (6) month period preceding the
Effective Date of the coverage you have applied for is subject to the Pre-Existing Condition limitation. Please list those

medical conditions in the space provided below.

SECTION 4: MEDICAL QUESTIONS — PLEASE ANSWER ALL OF THE FOLLOWING QUESTIONS.

If you qualify for this coverage due to Open Enroliment or Guaranteed Issue, you are not required to answer the
questions in Section 4.

If you answer Yes to any of questions 2 — 15, you are not eligible for coverage.

1. Have you used tobacco in any form in the past 12 MONthS? ..........cccoiiiiiiiiiine e []Yes[ ] No
2. Are you currently hospitalized, in a nursing home or assisted living facility, receiving hospice or home

health care; or, are you bedridden or require the use of a wheelchair or motorized mobility aid?................. []Yes[]No
3. Have you been diagnosed with or treated for emphysema, Chronic Obstructive Pulmonary Disease

(COPD) or other chronic pulmonary disorders? []Yes[]No
4. Have you been diagnosed with or treated for Parkinson’s Disease, Systemic Lupus, Myasthenia Gravis,

Multiple or Lateral Sclerosis, Osteoporosis with fractures, Cirrhosis or Hepatitis C? []Yes[]No
5. Have you been diagnosed with or treated for chronic kidney disease, kidney failure, or kidney disease

requiring dialysis? []Yes[]No
6. Have you been diagnosed with or treated for Alzheimer’s Disease, Senile Dementia, or any other

oo o AT AL [TTo T =Y RSO []Yes[]No
7. Have you been diagnosed with or treated by a physician or licensed medical professional for Acquired

Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC), or the Human

IMMUNOUEFICIENCY VITUS (HIV) 2.ttt sttt n st []Yes[]No
8. Within the past 3 years, have you ever been treated for or been advised by a physician to have treatment

for internal cancer, malignant melanoma, spinal stenosis, Crohn’s Disease, ulcerative colitis, alcoholism

or drug abuse? []Yes[]No
9. Do you have a pacemaker, a defibrillator or require oxygen? []Yes[]No
10. Have you been advised by a physician that surgery may be required within the next 12 months for

cataracts? []Yes[]No
11. Have you been advised by a physician to have surgery, medical tests, treatment or therapy that has not

been performed or are you currently receiving any treatment or physical therapy? []Yes[]No
12. Have you been hospital confined three or more times in the last two years? [1Yes[]No
13. Have you had an organ transplant, been advised by a physician to have an organ transplant or have you

had any amputation caused by disease? []Yes[]No
14. Have you ever had a medical professional advise you to take more than 50 units of insulin daily or have

you ever required more than 50 units of insulin daily for diabetes? []Yes[]No
15. If you have diabetes, do you have any of the following conditions: peripheral vascular disease,

neuropathy, any heart condition, stroke, or kidney disease? If you do not have diabetes, this question

should be answered “NO” []Yes[]No

UMSAPP16IL S. USA Life Insurance Company, Inc. Page 2 of 8
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SECTION 4: MEDICAL QUESTIONS (CONTINUED):

If you answer Yes to any of the following health questions 16 - 21, you may be eligible for coverage.

16. Within the past 3 years have you had or been treated for or been advised by a physician to have treatment
for a mental or nervous disorder requiring psychiatric care?

17. Within the past 5 years, have you ever been treated for or been advised by a physician to have treatment
for heart attack, heart disease, heart valve disease, coronary or carotid artery disease (not including high
blood pressure), peripheral vascular disease, congestive heart failure or enlarged heart, stroke, transient
ischemic attacks (TI1A) or heart rhythm disorders?

18. Within the past three years have you been treated for degenerative bone disease or crippling/disabling or
rheumatoid arthritis?

19. Have you had a joint replacement or been advised to have a joint replacement that has not been
performed?

20. If you have diabetes, do you have diabetic retinopathy or high blood pressure?

21. Have you had any medication administered in a physician’s office through injection, 1V infusion or are
any scheduled or anticipated in the next 12 months?

For all Yes answers above, please provide all explanations in the space provided below.

[]Yes[]No

[]Yes[]No
[]Yes[]No

[]Yes[]No
[]Yes[]No

[]Yes[]No

SECTION 5: MEDICATION HISTORY

Are you taking or have you taken any prescription or over-the-counter medications within the past 24
months? If “YES,” please list the drug, date originally prescribed, frequency, dosage, and the condition for
which you are taking the medication below.

[]Yes[]No

Medication Name (copy off pharmacy label)

Date Originally Prescribed / /

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed / /

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed / /

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed / /

Frequency and Dosage

Diagnosis/Condition

UMSAPP16IL S. USA Life Insurance Company, Inc.
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SECTION 6: REPLACEMENT QUESTIONS

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible for
guaranteed issue of a Medicare Supplement insurance policy or certificate, or that you had certain rights to buy such a policy or
certificate, you may be guaranteed acceptance in one or more of our Medicare Supplement plans. Please include a copy of the notice
from your prior insurer with your application. PLEASE ANSWER ALL QUESTIONS. Please mark “YES” or “NO” with an “X”
to the questions below.

1. Do you have another Medicare Supplement or Medicare Select insurance policy or certificate in force? [1Yes[]No
(@) If “YES,” with what company, and what plan do you have?

Name of Company

Policy/Certificate Number

Plan

Telephone Number

Issue Date / /
(b) If “YES,” do you intend to replace your current Medicare Supplement policy/certificate with this policy? []Yes[]No
(c) If “YES,” indicate termination date / /
(d) If “YES,” have you received a copy of the replacement notice? []Yes[]No

If you have had any other Medicare plan coverage as referenced below, not to include Medicare Supplement, please complete
questions (2 - 4) below.

2. If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for example,
a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below. If you are still
covered under this plan, leave “END” blank.

START / / END / /

Name of Company

Policy/Certificate Number

Plan

Telephone Number

Issue Date / /

(a) If you are still covered under the Medicare plan, do you intend to replace your current coverage with thisnew [ ] Yes [ ] No
Medicare Supplement policy?

If “YES,” have you received a copy of the replacement notice? []Yes[]No

(b) Reason for termination/disenrollment?

(c) Planned date of
termination/disenrollment?

(d) Was this your first time in this type of Medicare plan? []Yes[]No
(e) Did you drop a Medicare Supplement or Medicare Select policy/certificate to enroll in this Medicare plan? []Yes[]No
(f) Is your former Medicare Supplement or Medicare Select policy/certificate still available? []Yes[]No

UMSAPP16IL S. USA Life Insurance Company, Inc. Page 4 of 8
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SECTION 6: REPLACEMENT QUESTIONS

3. Have you had coverage under any other health insurance within the past 63 days? []Yes[]No
(For example, an employer, union, or individual non-Medicare Supplement plan.)
(@) If “YES,” with what company and what kind of policy/certificate? (List below.)

Name of Company Policy/Certificate/Plan Type Telephone Number

(b) What are your dates of coverage under the other policy/certificate? If you are still covered under this plan, leave “END” blank.

START / / END / /
(c) Reason for termination/disenrollment?

(d) Planned date of termination/disenrollment?

4. Are you covered for medical assistance through the state Medicaid program? []Yes[]No
(NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have not met your “Share of

Cost,” please answer “NO” to this question.)

If “YES,”
(a) Will Medicaid pay your premiums for this Medicare Supplement policy? []Yes[]No

(b) Do you receive any benefits from Medicaid OTHER THAN payment toward your Medicare Part B premium? []Yes[]No

SECTION 7: OTHER INSURANCE IF APPLICABLE

Producers shall list any other health insurance policies/certificates they have sold to the applicant.
(a) List policies/certificates sold which are still in force.

Name of Company

Policy/Certificate Number

Description of Benefits

Effective Date of Coverage / /
(b) List policies/certificates sold in the past five (5) years which are no longer in force.

Name of Company

Policy/Certificate Number

Description of Benefits

Effective Date of Coverage / /
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SECTION 8: IMPORTANT STATEMENTS TO BE READ BY APPLICANT

= You do not need more than one Medicare Supplement policy.

=  |f you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple coverages.

= You may be eligible for benefits under Medicaid and may not need a Medicare Supplement Insurance Policy.

= |f, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare Supplement
Insurance Policy can be suspended, if requested, during your entitlement to benefits under Medicaid for 24 months. You must
request this suspension within 90 days of becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your
suspended Medicare Supplement policy (or, if that is no longer available, a substantially equivalent policy) will be reinstituted,
if requested, within 90 days of losing Medicaid eligibility. If the Medicare Supplement policy provided coverage for outpatient
prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy will not have
outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage before the date of
suspension.

= If you are eligible for, and have enrolled in a Medicare Supplement policy by reason of disability and you later become covered
by an employer or union-based group health plan, the benefits and premiums under your Medicare Supplement policy can be
suspended, if requested, while you are covered under the employer or union-based group health plan. If you suspend your
Medicare Supplement policy under these circumstances, and later lose your employer or union-based group health plan, your
suspended Medicare Supplement policy (or, if that is no longer available a substantially equivalent policy) will be reinstituted, if
requested, within 90 days of losing your employer or union based group health plan. If the Medicare Supplement policy
provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your
coverage before the date of suspension.

= Counseling services may be available in your state to provide advice concerning your purchase of a Medicare Supplement
Insurance policy and concerning medical assistance through the state Medicaid program, including benefits as a Qualified
Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).
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SECTION 9: AUTHORIZATION — PLEASE READ AND SIGN BELOW

I hereby authorize any licensed physician, medical practitioner, hospital, clinic, laboratory, pharmacy, pharmacy benefit manager or
other medical facility, insurance or reinsurance company, the Veterans Administration or other medical or medically-related facility,
insurance company or Medicare, that has any records or knowledge of me or my health to provide to S.USA Life Insurance Company,
Inc., or its reinsurers, any such information. | understand that | am authorizing S.USA Life Insurance Company, Inc. to receive my
health information and prescription drug usage history. The released information received by S.USA Life Insurance Company, Inc.
will remain protected by federal and/or state regulations as long as it is maintained by the health plan. Any information that is
disclosed pursuant to this authorization may be redisclosed as provided herein or as required or authorized by law and may then no
longer be covered by federal rules governing privacy and confidentiality of health information. Medical information will not be used
to decline coverage if | am applying during an open enrollment or guaranteed issue period.

I understand that the information requested is necessary for evaluation and underwriting of my application for the Medicare
Supplement Insurance Policy for which | have applied; to determine eligibility for insurance, risk rating or policy issue
determinations; obtain reinsurance; administer claims and determine or fulfill responsibility for coverage and provision of benefits;
and to conduct other legally permissible activities that relate to any coverage | have, or have applied for, with S.USA Life Insurance
Company, Inc. | understand that telephone interviews may be a part of the application process and that any information obtained
from such telephone interviews may be used to decline my application for coverage. | understand that failure to provide the
authorization to S.USA Life Insurance Company, Inc. will result in the rejection of the Medicare Supplement Insurance Policy
coverage. | understand that | may revoke this authorization at any time by notifying S.USA Life Insurance Company, Inc. in writing
at their Medicare Supplement Administrative Office: P.O. Box 10853, Clearwater, Florida 33757-8853. | understand that such
revocation will not have any effect on actions S.USA Life Insurance Company took prior to their receiving the revocation notice. |
understand that this authorization will be valid for twenty-four (24) months from the date signed if used in connection with an
application for an insurance policy, reinstatement of an insurance policy, or change in policy benefits. A photocopy of this
authorization will be treated in the same manner as the original. | understand that | or my authorized representative am entitled to a
copy of this authorization.

To the best of my knowledge and belief, all of the answers to the questions contained in this application are true and complete and |
understand and agree that: (a) the insurance shall not take effect until my Medicare coverage is effective, the application has been
accepted and approved by the Company, the first premium has been paid, and the policy has been delivered to the applicant; and (b)
oral statements between the agent and myself are not binding on the Company unless accepted by the Company in writing. The
undersigned applicant certifies that the applicant has read, or had read to him, the completed application and that he realizes that any
false statements or intentional misrepresentations therein material to the risk may result in loss of coverage under the policy to which
this application is a part. | understand that any change in my health history prior to delivery of this policy may be used in the
underwriting evaluation process.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
I wish to apply for a Medicare Supplement insurance policy. | acknowledge that | have received or been given access to review or
print: (a) an Outline of Coverage for the policy applied for, and (b) a ”Guide to Health Insurance for People with Medicare.”

*****I M PORTANT*****
If your policy is issued during your Open Enrollment period, it will contain up to a six (6) month waiting period on pre-
existing conditions unless you provide proof you are replacing Creditable Coverage. If you qualify as an eligible person, any
waiting period will be waived for the period of time Creditable Coverage was provided.

Dated at on / /
State MM DD YR Applicant’s Signature

I certify that during an interview with the proposed applicant, | have truly and accurately recorded in the application the information
supplied by the applicant.

PRODUCER NUMBER / (STAMP) Signature of Licensed Producer

Signature Date Printed Name of Licensed Producer

Mail Policy To: [] Insured [] Producer
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ADDITIONAL INFORMATION: SECTION 5 — MEDICATION HISTORY (CONTINUED — IF APPLICABLE)

Medication Name (copy off pharmacy label)

Date Originally Prescribed / /

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed / /

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed / /

Frequency and Dosage

Diagnosis/Condition

Medication Name (copy off pharmacy label)

Date Originally Prescribed / /

Frequency and Dosage

Diagnosis/Condition

SECTION FOR ADDITIONAL COMMENTS IF APPLICABLE

UMSAPP16IL S. USA Life Insurance Company, Inc.
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NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE OR MEDICARE ADVANTAGE

S. USA LIFE INSURANCE COMPANY, INC

Medicare Supplement Administrative Office
P. O. Box 10853, Clearwater, Florida 33757-8853

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE

According to your application, you intend to terminate existing Medicare supplement or Medicare
Advantage insurance and replace it with a policy to be issued by S. USA Life Insurance Company,
Inc. Your new policy will provide thirty (30) days within which you may decide without cost whether
you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage
you now have. If, after due consideration, you find that purchase of this Medicare supplement
coverage is a wise decision, you should terminate your present Medicare supplement or Medicare
Advantage coverage. You should evaluate the need for other accident and sickness coverage you
have that may duplicate this policy.

STATEMENT TO APPLICANT BY AGENT:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge,
this Medicare supplement policy will not duplicate your existing Medicare supplement or, if applicable,
Medicare Advantage coverage because you intend to terminate your existing Medicare supplement
coverage or leave your Medicare Advantage plan. The replacement policy is being purchased for the
following reason (check one):

______Additional benefits.
_______No change in benefits, but lower premiums.
______ Fewer benefits and lower premiums
Change in benefits. (Gaining additional benefit(s) but losing some existing benefit(s)).
My plan has outpatient drug coverage and | am enrolling in Part D.

Disenrollment from a Medicare Advantage plan. Please explain reason for disenroliment.

Other (please specify)

1. Health conditions that you may presently have (preexisting conditions) may not be immediately
or fully covered under the new policy. This could result in denial or delay of a claim for
benefits under the new policy, whereas a similar claim might have been payable under your
present policy.

URPLMS16GN RETURN TO COMPANY



2. State law provides that your replacement policy or certificate may not contain new preexisting
conditions, waiting periods, elimination periods or probationary periods. S.USA Life Insurance
Company, Inc. will waive any time periods applicable to preexisting conditions, waiting periods,
elimination periods, or probationary periods in the new policy for similar benefits to the extent
such time was spent under the original policy.

3. If, you still wish to terminate your present policy and replace it with new coverage, be certain to
truthfully and completely answer all questions on the application concerning your medical and
health history. Failure to include all material medical information on an application may
provide a basis for the company to deny any future claims and to refund your premium as
though your policy had never been in force. After the application has been completed and
before you sign it, review it carefully to be certain that all information has been properly
recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want
to keep it.

Signature of Agent, Broker or Other Representative

Name and Address of Agent

The above “Notice to Applicant” was delivered to me on:

Applicant’s Signature Date
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NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE OR MEDICARE ADVANTAGE

S. USA LIFE INSURANCE COMPANY, INC

Medicare Supplement Administrative Office
P. O. Box 10853, Clearwater, Florida 33757-8853

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE

According to your application, you intend to terminate existing Medicare supplement or Medicare
Advantage insurance and replace it with a policy to be issued by S. USA Life Insurance Company,
Inc. Your new policy will provide thirty (30) days within which you may decide without cost whether
you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage
you now have. If, after due consideration, you find that purchase of this Medicare supplement
coverage is a wise decision, you should terminate your present Medicare supplement or Medicare
Advantage coverage. You should evaluate the need for other accident and sickness coverage you
have that may duplicate this policy.

STATEMENT TO APPLICANT BY AGENT:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge,
this Medicare supplement policy will not duplicate your existing Medicare supplement or, if applicable,
Medicare Advantage coverage because you intend to terminate your existing Medicare supplement
coverage or leave your Medicare Advantage plan. The replacement policy is being purchased for the
following reason (check one):

______Additional benefits.
_______No change in benefits, but lower premiums.
______ Fewer benefits and lower premiums
Change in benefits. (Gaining additional benefit(s) but losing some existing benefit(s)).
My plan has outpatient drug coverage and | am enrolling in Part D.

Disenrollment from a Medicare Advantage plan. Please explain reason for disenroliment.

Other (please specify)

1. Health conditions that you may presently have (preexisting conditions) may not be immediately
or fully covered under the new policy. This could result in denial or delay of a claim for
benefits under the new policy, whereas a similar claim might have been payable under your
present policy.

URPLMS16GN LEAVE WITH APPLICANT



2. State law provides that your replacement policy or certificate may not contain new preexisting
conditions, waiting periods, elimination periods or probationary periods. S.USA Life Insurance
Company, Inc. will waive any time periods applicable to preexisting conditions, waiting periods,
elimination periods, or probationary periods in the new policy for similar benefits to the extent
such time was spent under the original policy.

3. If, you still wish to terminate your present policy and replace it with new coverage, be certain to
truthfully and completely answer all questions on the application concerning your medical and
health history. Failure to include all material medical information on an application may
provide a basis for the company to deny any future claims and to refund your premium as
though your policy had never been in force. After the application has been completed and
before you sign it, review it carefully to be certain that all information has been properly
recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want
to keep it.

Signature of Agent, Broker or Other Representative

Name and Address of Agent

The above “Notice to Applicant” was delivered to me on:

Applicant’s Signature Date

URPLMS16GN LEAVE WITH APPLICANT



S.USA LIFE INSURANCE COMPANY, INC.
POLICY CHECKLIST — PLAN A

Applicant’s Name:

Policy Number:

Name of Existing Insurer:

Expiration Date of Existing Insurance:

PLAN A
SERVICE BENEFIT MEDICARE EXISTING SUPPLEMENT YOU PAY
PAYS COVERAGE PAYS
Hospital First 60 Days All But $1316 $0 $1316
Inpatient 61 to 90" Day All But $329 a Day $329 a Day $0
91 to 150" Day All But $658 a Day $658 a Day $0
(Lifetime Reserve)
Beyond 150 Days Nothing 100% of $0
Medicare
Eligible
Expenses for
an additional
365 days
Skilled First 20 Days 100% of Cost $0 $0
Nursing
Up to
Home Care Additional 80 Days All But $164.50 a Day $0 $164.50 a
Day
Beyond 100 Days Nothing $0 All Costs
Medical Physician’s Services | 80% of Medicare Generally 20% | $183
Expense in hospital, office or | Determined allowable of Medicare Deductible
home, inpatient and | charges after $183 Approved
outpatient medical Deductible Amounts
services and after $183
supplies at a Deductible
hospital, physical
and speech therapy
and ambulance
Prescription Inpatient prescription Generally 20% | All
Drugs drugs. 80% of of Medicare Remaining
allowable charges for Approved Charges
immunosuppressive Amounts for after
drugs during the first inpatient Medicare
year following a prescription and
covered transplant drugs Medicare
Supplement
Pays

This policy does comply with the minimum standards set forth in Section 363 of the lllinois Insurance Code.

Date

POLCL ILA

Signature of Applicant

Signature of Insurance Producer

RETURN TO COMPANY

Plan A 17




S.USA LIFE INSURANCE COMPANY, INC.
POLICY CHECKLIST — PLAN A

Applicant’s Name:

Policy Number:

Name of Existing Insurer:

Expiration Date of Existing Insurance:

PLAN A
SERVICE BENEFIT MEDICARE EXISTING SUPPLEMENT YOU PAY
PAYS COVERAGE PAYS
Hospital First 60 Days All But $1316 $0 $1316
Inpatient 61 to 90" Day All But $329 a Day $329 a Day $0
91 to 150" Day All But $658 a Day $658 a Day $0
(Lifetime Reserve)
Beyond 150 Days Nothing 100% of $0
Medicare
Eligible
Expenses for
an additional
365 days
Skilled First 20 Days 100% of Cost $0 $0
Nursing
Up to
Home Care Additional 80 Days All But $164.50 a Day $0 $164.50 a
Day
Beyond 100 Days Nothing $0 All Costs
Medical Physician’s Services | 80% of Medicare Generally 20% | $183
Expense in hospital, office or | Determined allowable of Medicare Deductible
home, inpatient and | charges after $183 Approved
outpatient medical Deductible Amounts
services and after $183
supplies at a Deductible
hospital, physical
and speech therapy
and ambulance
Prescription Inpatient prescription Generally 20% | All
Drugs drugs. 80% of of Medicare Remaining
allowable charges for Approved Charges
immunosuppressive Amounts for after
drugs during the first inpatient Medicare
year following a prescription and
covered transplant drugs Medicare
Supplement
Pays

This policy does comply with the minimum standards set forth in Section 363 of the lllinois Insurance Code.

Date

POLCL ILA

Signature of Applicant

Signature of Insurance Producer

LEAVE WITH APPLICANT

Plan A 17




S.USA LIFE INSURANCE COMPANY, INC.
POLICY CHECKLIST — PLAN F

Applicant’s Name:

Policy Number:

Name of Existing Insurer:

Expiration Date of Existing Insurance:

PLAN F
SERVICE BENEFIT MEDICARE EXISTING SUPPLEMENT YOU PAY
PAYS COVERAGE PAYS
Hospital First 60 Days All But $1316 $1316 $0
Inpatient 61°"to 90" Day [ All But $329 a Day $329 a Day $0
91" to 150™ Day | All But $658 a Day $658 a Day $0
(Lifetime
Reserve)
Beyond 150 Nothing 100% of $0
Days Medicare
Eligible
Expenses for an
additional 365
days
Skilled First 20 Days 100% of Cost $0 $0
Nursing
Additional 80 Up to $164.50 a
Home Care Days All But $164.50 a Day Day $0
Beyond 100 Nothing $0 All Costs
Days
Medical Physician’s 80% of Medicare $183 Deductible | $0
Expense Services in Determined and generally
hospital, office | allowable charges 20% of Medicare
or home, after $183 Approved
inpatient and Deductible Amounts
outpatient
medical
services and
supplies at a
hospital,
physical and
speech therapy
and ambulance
Prescription Inpatient Generally 20% All
Drugs prescription drugs. of Medicare Remaining
80% of allowable Approved Charges
charges for Amounts for after
immunosuppressive inpatient Medicare
drugs during the prescription and
first year following a drugs Medicare
covered transplant Supplement
Pays

This policy does comply with the minimum standards set forth in Section 363 of the lllinois Insurance Code.

Date

Signature of Applicant

Signature of Insurance Producer

POLCL ILF

RETURN TO COMPANY

Plan F 17




S.USA LIFE INSURANCE COMPANY, INC.
POLICY CHECKLIST — PLAN F

Applicant’s Name:

Policy Number:

Name of Existing Insurer:

Expiration Date of Existing Insurance:

PLAN F
SERVICE BENEFIT MEDICARE EXISTING SUPPLEMENT YOU PAY
PAYS COVERAGE PAYS
Hospital First 60 Days All But $1316 $1316 $0
Inpatient 61°"to 90" Day [ All But $329 a Day $329 a Day $0
91" to 150™ Day | All But $658 a Day $658 a Day $0
(Lifetime
Reserve)
Beyond 150 Nothing 100% of $0
Days Medicare
Eligible
Expenses for an
additional 365
days
Skilled First 20 Days 100% of Cost $0 $0
Nursing
Additional 80 Up to $164.50 a
Home Care Days All But $164.50 a Day Day $0
Beyond 100 Nothing $0 All Costs
Days
Medical Physician’s 80% of Medicare $183 Deductible | $0
Expense Services in Determined and generally
hospital, office | allowable charges 20% of Medicare
or home, after $183 Approved
inpatient and Deductible Amounts
outpatient
medical
services and
supplies at a
hospital,
physical and
speech therapy
and ambulance
Prescription Inpatient Generally 20% All
Drugs prescription drugs. of Medicare Remaining
80% of allowable Approved Charges
charges for Amounts for after
immunosuppressive inpatient Medicare
drugs during the prescription and
first year following a drugs Medicare
covered transplant Supplement
Pays

This policy does comply with the minimum standards set forth in Section 363 of the lllinois Insurance Code.

Date

Signature of Applicant

Signature of Insurance Producer

POLCL ILF

LEAVE WITH APPLICANT

Plan F 17




S.USA LIFE INSURANCE COMPANY, INC.

Applicant’s Name:

Policy Number:

Name of Existing Insurer:
Expiration Date of Existing Insurance:

POLICY CHECKLIST — PLAN G

PLAN G
SERVICE BENEFIT MEDICARE EXISTING SUPPLEMENT YOU PAY
PAYS COVERAGE PAYS
Hospital First 60 Days All But $1316 $1316 $0
Inpatient 61° to 90" Day All But $329 a Day $329 a Day $0
91 to 150™ Day All But $658 a Day $658 a Day $0
(Lifetime Reserve)
Beyond 150 Days Nothing 100% of $0
Medicare
Eligible
Expenses for
an additional
365 days
Skilled First 20 Days 100% of Medicare $0 $0
Nursing Approved Amounts
Home Care | Additional 80 Days | All But $164.50 a Day ;’%g‘; $164.50 | 45
Beyond 100 Days Nothing $0 All Costs
Medical Physician’s Services | Generally 80% of Generally 20% | $183 Part B
Expense in hospital, office or | Medicare Determined of Medicare Deductible
home, inpatient and | allowable charges Approved
outpatient medical after $183 Part B Amounts after
services and Deductible is paid $183 Part B
supplies at a Deductible is
hospital, physical paid
and speech therapy
and ambulance
Prescription Inpatient Generally 20% | All
Drugs prescription drugs. of Medicare Remaining
80% of allowable Approved Charges
?mhgrinrgﬁgsfﬁgpressive Amounts for after
drugs during the first Inpatle_nt_ Medicare
year following a prescription and _
covered transplant drugs Medicare
Supplement
Pays

This Policy does comply with the minimum standards set forth in Section 363 of the lllinois Insurance Code.

Date

POLCL ILG

Signature of Applicant

Signature of Insurance Producer

RETURN TO COMPANY

PLAN G 17




S.USA LIFE INSURANCE COMPANY, INC.

Applicant’s Name:

Policy Number:

Name of Existing Insurer:
Expiration Date of Existing Insurance:

POLICY CHECKLIST — PLAN G

PLAN G
SERVICE BENEFIT MEDICARE EXISTING SUPPLEMENT YOU PAY
PAYS COVERAGE PAYS
Hospital First 60 Days All But $1316 $1316 $0
Inpatient 61° to 90" Day All But $329 a Day $329 a Day $0
91 to 150™ Day All But $658 a Day $658 a Day $0
(Lifetime Reserve)
Beyond 150 Days Nothing 100% of $0
Medicare
Eligible
Expenses for
an additional
365 days
Skilled First 20 Days 100% of Medicare $0 $0
Nursing Approved Amounts
Home Care | Additional 80 Days | All But $164.50 a Day ;’%g‘; $164.50 | 45
Beyond 100 Days Nothing $0 All Costs
Medical Physician’s Services | Generally 80% of Generally 20% | $183 Part B
Expense in hospital, office or | Medicare Determined of Medicare Deductible
home, inpatient and | allowable charges Approved
outpatient medical after $183 Part B Amounts after
services and Deductible is paid $183 Part B
supplies at a Deductible is
hospital, physical paid
and speech therapy
and ambulance
Prescription Inpatient Generally 20% | All
Drugs prescription drugs. of Medicare Remaining
80% of allowable Approved Charges
?mhgrinrgﬁgsfﬁgpressive Amounts for after
drugs during the first Inpatle_nt_ Medicare
year following a prescription and _
covered transplant drugs Medicare
Supplement
Pays

This Policy does comply with the minimum standards set forth in Section 363 of the lllinois Insurance Code.

Date

POLCL ILG

Signature of Applicant

Signature of Insurance Producer

LEAVE WITH APPLICANT

PLAN G 17




S.USA LIFE INSURANCE COMPANY, INC.
P.O. Box 1050, Newark, NJ 07101-1050
Administration Office: P.O. Box 10853
Clearw ater, Florida 33757-8853

Medicare Supplement Household Discount Form

Applicant Name: Applicant Social Security Number:

To qualify for the Household Discount, the applicant must meet the following criteria
below. Both boxes below must be checked in order to qualify.

[ ] 1'am currently married and residing in a Household* with my legal spouse named
below; or | have been residing in a Household* with the person named below for at
least the last 12 months.

AND

[ ] My legal spouse or additional resident has an existing Medicare supplement policy, or
is applying for such a policy, with S.USA Life Insurance Company, Inc.

The Household Discount will be removed if the other Medicare Supplement policyholder
chooses to terminate his or her Medicare Supplement policy or he or she no longer resides
with you.

*Household is defined as a condominium unit, a single family home, or an apartment unit
within an apartment complex. Assisted Living Facilities, Group Homes, Adult Day Care
facilities and Nursing Homes, or any other health residential facilities are not included in the
definition of Household.

Legal Spouse or Additional Resident Name:

Address: City: State: Zip Code:

Last Four Digits of Social Security Number: Date of Birth (mm/dd/yyyy):

Relationship to Applicant:

Existing S.USA Medicare Supplement Policy Number (if applicable):

Agent/Applicant Signature:

By signing this form | certify that | qualify for the household discount by meeting the
criteria listed above.

Agent’s Signature Date

Applicant’s Signature Date

UMSHHD2016IL



SBLI USA Life Insurance Company, Inc.
S S.USA Life Insurance Company, Inc.
- P E RI TY Shenandoah Life Insurance Company
LIFE GROUP™ (Each the “Company”)
Members of the Prosperity Life Group
Administrative Office: P.O. Box 10853, Clearwater, FL 33757-8853

ELECTRONIC FUND TRANSFER AUTHORIZATION FORM

Insured Name: Insurance Policy Number:

The accountholder must sign and date this authorization below.

As a convenience to me, | hereby authorize the Company to make withdrawals from my account with the Financial Institution
identified below for the purpose of paying insurance premium on the above-listed policy. | agree that the withdrawals made on
such Financial Institution shall constitute due notice of premiums being due upon the policy. The withdrawals reflected on my
bank statement will constitute a receipt. | understand that written notification to discontinue OR to make a change to an
EFT withdrawal must be received in our Administrative Office five (5) days prior to the next withdrawal date. |
understand that if any account withdrawal is not paid upon presentation and any premiums due on the policy are not paid
within the time stipulated in the policy, insurance coverage may lapse or may be terminated by the Company. | understand

that this authorization is revocable only upon receipt by the Company of a written notice of revocation.

Section 1 — Indicate below when you would like your account drafted.

Many of our customers have requested the option to pay their premiums on the same day they receive
Social Security or SSI payments. The options below allow you to select the date that best fits your needs.
You may select any option regardless of whether or not you receive Social Security.

Initial Premium Payment: [] Same as subsequent payment date selected below, on or after
(choose one) the requested Effective Date

[] On the Policy Issue Date
[] Paid by enclosed check

Subsequent Premium Payments: [] 1* day of the Month [] 2" wednesday of the Month
(choose one)
[] 3" day of the Month [] 3" Wednesday of the Month

] 4™ Wednesday of the Month

NOTE: If one of the above dates falls on a weekend or holiday, deduction will be on prior business day.

[] Other, please specify a day of the month from 1 to 28 (if this date falls on a weekend or holiday,
deduction will be on next business day)

Section 2 — Select one of the payment options.

[ ] Checking (Please attach a voided check.)

|:| Savings (Please ask the Financial Institution to verify this EFT will be accepted and that the information
provided is correct. Not all Financial Institutions will acknowledge an EFT debit to a savings account.)

Branch/Bank Name:

Routing Number: Account Number:

Section 3 — Complete name and address as shown on account.

Accountholder Name:

Relationship to Insured:

Address/City/State/Zip:

Section 4 — Please sign and date.

Signature: Date:

C-EFTMSPECW16



Administrative Office: P.O. Box 10853, Clearwater, FL 33757-8853

INITIAL PREMIUM RECEIPT
ALL CHECKS FOR INITIAL PREMIUM MUST BE MADE PAYABLE TO S.USA LIFE INSURANCE CO. INC.

Do not make check payable to agent or leave the payee blank.

Received from (Proposed Insured) an application for a Medicare

Supplement plan with S.USA Life Insurance Co. Inc. and a check in the amount of $

for the initial premium on such policy.

If for any reason, the Company should decline to issue the policy, the above amount will be refunded in
full.

NOTICE TO APPLICANT: If for any reason the Company determines that you are not eligible for
coverage, no insurance or temporary or interim insurance of any kind will be effective. Insurance is
not effective until the policy applied for has been issued.

Date:

Agent Name (print):

Agent Signature:

Complete Receipt and Leave with Applicant at time of application.

U-RCTMSPECW16
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