Employee Guide — How to Complete My Evidence of Insurability on DocuSign
PowerForm

General Notes

e DocuSign is set up for the employee (Applicant) to complete the application first.

e For both employee and spouse applications, the employee must enter their name and email
address as well as their spouse’s name and email address. This activates DocuSign to send an
email for the spouse to complete their portion of the application and electronically sign.

e Once completed, DocuSign will send the completed application to the employee and RSL
Medical Underwriting for processing.

Step 1: The employer will send/post the PowerForm EOI URL for the employee to access the Evidence of

Insurability electronically.

The link may look similar to the following example:
https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormld...

Step 2: Once the employee clicks on the link, they should see the following landing page as shown
below.

The top section will contain
instructions on how to start the

PowerForm Signer Information
B SOl COmuce Y o L) application

The employee needs
to enter their full
name and email

Applicant address in the
Applicant section
If employee’s spouse

coverage requires medical
} underwriting, enter

spouse’s full name and

Spouse

email address
Click to begin — "




Step 3: The employee will see the following screen. Click “Continue.”

The top section will contain

This st uses cookies, 50me of which are requirod for the operation of the ste.

Please Review & Act on These Documents

. RELIANCE STANDARD
Retiance Standard Lite Insurance Company

proceed with the application.

further instructions on how to

CE STANDARD

40/ DocuSign,

Please review the documents below.

m FINISH LATER
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Step 4: Once the employee clicks “Continue,” they will see the cover letter that contains the coverage

information and the [30]-day timeframe to complete the application.

Step 5: After reading the cover letter, click “Start.”

Please review the documents below.

m FINISH LATER

START
Hello!

During your recent benefits enrollment period with your employer, you elected Supplemental Life
Insurance, Voluntary Critical lliness, and/or Voluntary Short Term Disability coverage. This election
requires that you complete the below form and submit through DocuSign to Reliance Standard. You will
need to complete all required fields prior to submitting your application.

Once the form is submitted it will be sent to the Reliance Standard Medical Underwriting department for
review. When their review process has been completed, you will receive written nofification informing you
whether or not the coverage you requested has been approved.

‘You must complete and submit this form no later than 30 days from the date you made your benefits

election.

If you have any questions, please contact us at 1-800-351-7500

DocuSign,

OTHER ACTIONS v
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Step 6: The employee will scroll to the next screen that contains a FAQ page.

a
Please review the documents below.

@ Qa 8 06 S

a

FAQ's on How to Complete the Evi of ility Appli
START
Q: What should | do if | want to finish the application later?
A: You can click Other Actions on the right side of screen, and select Finish Later to save your
application. DocuSign will send 1 reminder email to you in real time.

Q: Can | attach a separate document with an explanation of my medical condition with the electronic
application?

A: No, we do not support that capability at this time. To provide additional infermation, you can click on
the box next to the statement “If you need more space...” After you submit the form, your assigned
medical underwriter will contact you directly for the additional medical information.

Q: Can | print the application and complete it by hand?

A: Yes, you can print the application. Once you complete the application, you can mail it to the address
listed on pg.1 of the application or scan and email it to EQlapplications@rsli.com. Related to the
previous question, with this aption, you can attach a separate document with an explanation of your
medical condition.

Q: Canld load the lication and lete it as a fillable/i ive PDF?

A: No, once you download the application, you need to print it and complete it by hand

Q: What should | do if | need to make ions after itting the lication?
A: Since the completed application is forwarded to the Medical Underwriting Dept. in real time, you
should wait 2-3 business days and then call RSL Customer Care (1-800-351-7500) to: -

Gopyright © 2018 DocuSign Inc. | var
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Step 7: The employee can either click “Next” on the left side of the screen or scroll to the next page to
begin the application.

Step 8: The employee will see their employer’s name auto-populated on the top section of the
application.

The employee will be required to fill in all of the fields that are marked with red boxes as shown below.

This site uses cookies, some of which are required for the operation of the site. Learn More [ ok |
Enter fext m FINISH LATER OTHER ACTIONS v
, Q@aQuwsdo [
Employer’s name and the R
. . . . Reliance Standard Life Insurance Company
policy information will Enroliment s of Health
Name of Employer ‘ Location/Division ‘ Bil Group
ABC Company 000001
a UtO'pOpU late here Polcy #and Class# | Polly Fand Class 7 ‘ PoicyFand Cass# | POy Fand Cass ‘ Polcy fand Class
GLODD0D /1
Application Type: [ Initial Eligibility/New Hire O Late Applicant X Other
O Increase Kl Approved Annual Enroliment

[ Change inStatus: Nature of Change(s)

Dals of Change:

If marriage, divorce or birth of a child, please provide copy of document.
Em p | oyee is req u | red to / Employee/Member Information — Always Complete
Submit completed Enrollment | Name. : : ‘ Social Security Number
and Statement of Health form
complete all of the red et o o s
EOlApplications @rsli.com or El | — [
1 ‘Address City State__ | Zi
boxes in the ——— . o
P.0. Box 7818 ‘Occupation Annual Compensation | Hours Worked Per Week
Em p | oyee/M em be r Philadelphia, PA 19101-7818 S— ‘l_% |_p_| L1
I f . d S We do not accept fared forms. jenny.parsonsers1i. con
n O r m at I 0 n a n p O u S e Are you actively performing all the duties of your occupation or profession? O‘(es O No
H H f*No," explain:
Information section \ :
Spouse Information — Complete Only If Applying for Spouse Coverage
‘Spouse Name :l Gender | Date of Birth ‘ Age ‘ Fm{ummh—
Address City T [ 7
[ [ 1l 11 ]

e Change Language -EngisniUS) ¥ | Copyright ©2040 DosuSignine. | 125
Poterad by DocuSign. @ Change Language - Engish | Copyrg jgninc. |




Step 9: The employee is also required to complete all of the fields in the “Coverage Elected and
Amounts” section for Employee and Spouse elections if applicable.

This site uses cookies, some of which are required for the operation of the site. Leal

Enter text

m OTHER ACTIONS v

Employee needs to click “Enroll”
for the coverage(s) elected for
themselves and their spouse.
They will see a red box in the
corresponding “Excess Applied
For” column.

CRECRR AN . JYO]

;pouse Information — Complete Only If Applying for Spouse Coverage

Powered by DocuSign.

pouse Name Gender l".la?gnl.ﬂlnh_| ‘ Ade ‘ ’wm.am—|
fddress City ‘ State Zip
I 1 |
Foverage Elected and Amounts
Enrollor | Current | Increase or Semi-Monthly
Decline' | Amount | Decrease Excess Applied For Premium
= ——
tntary Tom Lt vl T D e Fev———
mployee? Decline
. Enroll
oluntary Term Life: Spouse? B Sedne 5 See Premium Table
oluntary Critical lliness: Enrol
mployes ‘85 eding $ See Premium Table
oluntary Critical lliness: Enroll
useds B Decline § See Premium Table

TEnrol o

“Statement of Health may be required.
“Coverage subject o election of employee

Employee needs to click “Decline”
for coverage(s) that is not elected
for themselves and their spouse.

LRS-9457-0111

They will not see any red box
populate in the corresponding
“Excess Applied for” column.

Employee needs to enter
the dollar amount that is
in excess of the current
benefit amount for
themselves and their
spouse during the recent
enrollment.
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Step 10: The employee can scroll to the next page and enter their height and weight in the red boxes as

shown below.

Employee’s name will auto-populate here

NEXT

Powered by

DocuSign,

Employee/Member Nzl

Health Questions

Answer all questions on
page for each person bej|
underwritten for insuran
For any "Yes answer,
underline the condition af
recard detalls in the spa
provided on the next pag
Failure to provide datails

Employee will enter
their height in feet
and inches in the first
2 boxes.

‘ Date of Birth

A7

EMPLOYEE

SPOUSE

Enter height and weight.

L]
We. Ibs,

<

Ht._ft__in
We__lbs

ise been treated for or
rrhosis) of lidney
Ing follow-up; neurolagical
jyroid disorder; stroke;

condition will cause a delay in
the review of your application.

—
transient ischemic atlack (TIA); cancer andior tumor malignant or
benign; mental or nervous disorder, or been advised 1o have
freatment for drug abuse (ilegal or prescription drugs) or
alcohalism?

@v‘es ONo

T~

[ Yes O No

Y

. Inthe past 10 years, have you or your spouse been diagnosed with

or treated for: chronic pain; arthritis (lupus, theumatoid or
osteoarthritis); musculoskeletal (back, neck or muscle) condition;
respiratory disorder including asthma, chranic obstructive pulmonary
disease (COPD); or emphysema?

@VESONO

O Yes [ No

. Have you or your spouse: () in the past year had: fever persisting

more: than one month; significant involuntary weight loss; diarrhea
persisting more than one month; oral candidiasis (thrush); or
Iymphadenopathy (enlarged or swollen glands)? or (b) in the past 10
years ever lested posilive or been treated for HIV {Human
Immunodeficiency Virus) antibodies, AIDS or AIDS-related complex
(ARC)?

@Veso No

O Yes O No

Employee’s date of birth that was
entered on the first page will auto-
populate here

Employee will
enter their weight
in pounds in the
third box.
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Step 11: Next, the employee will read and provide their responses to the health questions.

If the employee responds “Yes” to any of the questions, they will be required to enter their responses in
the required fields on the next page.

This site uses cookies, some of which are required for the operation of the site. Learn More m

Enter text m OTHER ACTIONS v

(CRECHA AN - JN©) 5]

FUany 1es anower, S = 75
underline the condition and 1. Inthe past 10 years, have you or your spouse been treated for o
record details in the space diagnosed as having: heart, liver (biliary cirrhosis) or kidney
provided on the next page. disorder; an abnormal colonoscopy requiring follow-up; neurological
Failure to provide details of a disorder; diabetes; high blood pressure; thyroid disorder, stroke;
condition will cause a delay in fransient ischemic attack (TIA); cancer and/or tumor malignant or
the review of your application. benign; mental or nervous disorder; or been advised to have
treatment for drug abuse (illegal or prescription drugs) or
alcoholism? @Yes ONo [CYes O No

2. Inthe past 10 years, have you or your spouse been diagnosed with
or treated for: chronic pain; arthritis (lupus, rheumatoid or
osteoarthritis); musculoskeletal (back, neck or muscle) condition;
respiratory disorder including asthma, chronic obstructive pulmonary|
disease (COPD); or emphysema? 1®vesOno Jves 0 no

3. Have you or your spouse: (a) in the past year had: fever persisting
more than one month; significant involuntary weight loss; diarrhea
persisting more than one month; oral candidiasis (thrush); or
lymphadenopathy (enlarged or swollen glands)? or (b} in the past 10|
years ever tested positive or been treated for HIV (Human
Immunodeficiency Virus) antibodies, AIDS or AIDS-related complex
(ARC? ®@vesOno JTves O No

NEXT

4. Inthe past 10 years, have you or your spouse: (a) consulted with or
been examined or treated by a physician, practitioner or specialist
(include routine physicals only when there is an existing or newly
diagnosed medical condition)? (b) been in a hospital or other facility
for observation, diagnosis, treatment or an operation? or (c) been

'@ Yes Q No

prescribed medication(s) (other than for colds, flu or allergies)? OYes O No

5. Are you currently pregnant? In the past 10 years, have you or your
spouse been diagnosed with: abnormal uterine bleeding; abnormal
pap smear; abnormal mammogram requiring additional studies or
with recommendation of breast biopsy?

|a VesQ No QOCIYes OO No
Answer question 6 only if applying for Critical lliness insurance. | -
ey T

Wrin huies e masen af e ar simnie ennunas hinlanisal naemnte
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Step 12: The employee is required to enter their primary care physician’s information.

If the employee does not have a primary care physician, they must enter “N/A” in the red boxes as
shown below.

This site uses cookies, some of which are required for the operation of the site. Lea [ ok |

Enter text m OTHER ACTIONS v

Qa a &8 0 [

Employee/Member Primary Care Physician's Full Name [ Office Phone Mumber -
]| [ ]
Address
]
Spouse Primary Care Physician's Full Name Office Phone Number
Address
LRS-9457-0111 Home Office: Schaumburg, lllinois/Administrative Office: Philadelphia, PA

Page 2 of 4



Step 13: The employee can scroll to the next page and provide their response to the statement
indicated below.

m OTHER ACTIONS ~

Employee’s date of
birth that was entered
on the first page will

auto-populate here

This site uses cookies, some of which are required for the operation of the site. Learn More

Enter text

Employee’s name
will auto-populate
here

Employeeihember Name | Data of Birth

Employee is required to Details

enter a“ names that Please provide all names used for medical records (if different than the names provided on this form):
they used for medical
records. Enter “N/A” in
the red box if not
applicable.

Step 14: As noted in a previous step, if the employee responds “Yes” to any of the questions, they will
be required to enter their responses in the required fields on the page as shown below. If the employee
answered “No” for any of the health questions on page 2, the red box will not populate for that
particular question.

Please note: Depending on the line of coverage that the employee elected, there will be a correlating
number of lines for the responses to the health questions.

For each “Yes” response 10  health question, pleas provide details below.
Question # liness or Nature of Injury Date Physician's Full Name and Address Check One

f different than Prima Employee or Spouse
[__—Mployee or Spouse |

NEXT

o w| & o] & =

If you need more space, check here 1. Complete, sign and date a separate sheet of paper and attach it to this page.

Powered by DocuSign, @ Ghange Language - Engish (US) ¥ | Gopyngnt © 2018 DocuSign Inc. | V2R



Step 15: Once the employee completes the health question responses, they can scroll down to the
Signature page as shown below.

Please note: The date field will be auto-populated with the current date.

Read, Sign and Date Below

| understand and agree that:

. The information provided on this Enrollment and Statement of Health form is true and correct to the best of my knowledge.
The insurance requested will became effective in accordance with the individual effective date information in the Policy; any amount
subject to evidence of insurability will not become effective until approved by Reliance Standard and Reliance Standard has the right to
refuse my request. Coverage is subject fo a minimum participation requirement at the employer level and if the minimum is not met,
coverage may not be issued even though an enrollment form has been completed. An effective date is subject to eligibiity requirements,
satisfaction of service waiting periad (if applicable) and payment of first premium when due. An effective date may be deferred for an
emplayee not actively at work and enrolled dependents confined to a hospital or at home.
Benefits are subject to lerms and conditions of the Palicy.

. For age-banded rate plans, premiums increase as an emplayee (or spouse, if applicable) moves from one age band to the next.
If payroll deduction of premiums begins prior to Reliance Standard's processing of th form, it does not ge is in
effect; premiums paid for coverage not issued will be retumed.

I further understand and agree that if | am applying after the expiration of my initial eligibility period, all medical tests and costs for
attending physician reports may be without expense to Reliance Standard Life Insurance Company and | may be responsible for paying
the expenses, if any.

| acknowledge receipt of “Important Information Regarding Applications for Insurance” and “Notice Regarding Information Practices”.

AUTHORIZATION: | authorize any licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance
company, organization, institution, person or the MIB, Inc. to release any information or record(s) on me or my health to be used in determining the
acceptability of my application for insurance. | autherize any such information or record(s) to be released to Reliance Standard Life Insurance
Company, its reinsurers or authorized representatives. | also authorize Reliance Standard or its reinsurers to make a brief report of my personal
health information to the MIB. This authorization, or a phetographic copy, shall be as binding as the original and valid for a period not exceeding
twelve (12) months from this date. | understand that | (or my authorized representative) will be sent a copy of this Authorization upon request.

Please Note: During an approved enrallment, guaranteed issue amounts of insurance will not require a Statement of Health form provided the
Enrcllment form is complete, signed and received by your emplayer during your enrollment period and: a) you are not a late applicant with respect to
insurance for yourseif (andlor your spause. if applicable); or bj during your present service with your employer or an affiliate, you (andfor your
spouse, if applicable,) have not, with respect to insurance with Reliance Standard or an affiliate: had an application withdrawn; been previously
declined; had coverage postponed; or voluntarily terminated; or c) the enroliment period is not one with specific d i

nyles
g
11/8/2018
X ¥ /87 X
Empieyee silember's Signature Date Spouse's Signature Date
(required at all times) (required if spouse Statement of Health required)

Step 16: Click “Sign” and a new pop-up window will appear as shown below.

Step 17: The employee’s full name will auto-populate and they can select the font style or draw their
own signature for the document.

Click “Adopt and Sign.”

Adopt Your Signature

Gonfirm your name, initials, and signature

* Required

Full Name* Initials™

Test Employee TE
SELECT STYLE DRAW

PREVIEW Change Style

DocuSigned by: DS

Tut Ewloger | TE

ABBBES121F00487

lecting Adopt and Sign, | agree that the < and initials will be the electronic representation of my signature and initials for all purposes when | {or
my agent) use them on documents, includin y binding contracts - just the same as a pen-and-paper signature or initisl.

ADOPT AND SIGN CANCEL




Step 18: The employee will see the signature populate on the Signature line as shown below.

Click “Finish” to submit the application.

This site uses cookies, some of which are required for the operation of the site. Learr [ ok |

Done! Select Finish to send the completed document. m OTHER ACTIONS v

| further understand and agree that if | am applying after the expiration of my initial eligibility period, all medical tests and costs for
attending physician reports may be without expense to Reliance Standard Life Insurance Company and | may be responsible for paying
the expenses, if any.

| acknowledge receipt of “Important Information Regarding Applications for Insurance” and “Notice Regarding Information Practices”.

AUTHORIZATION: | authorize any licensed physician, medical pracfitioner, hospital, clinic or other medical or medically related facility, insurance
company, organization, institution, person or the MIB, Inc. to release any information or record(s) on me or my health to be used in determining the
acceptability of my application for insurance. | authorize any such information or record(s) to be released to Reliance Standard Life Insurance
Company, its reinsurers or authorized representatives. | also authorize Reliance Standard or its reinsurers to make a brief report of my personal
health information to the MIB. This autharization, or a photographic copy, shall be as binding as the ariginal and valid for a period not exceeding
twelve (12) monihs from this date. | understand that | {or my autharized representative) will be sent a copy of this Authorization upon request.

Please Note: During an approved enrollment, guaranteed issue amounts of insurance will not require a Statement of Health form provided the
Enrollment form is complete, signed and received by your employer during your enrollment pericd and: a) you are not a late applicant with respect to
insurance for yourself (andior your spouse, if applicable); or b) during your present service with your employer or an affiliate, you (andfor your
spouse, if applicable,) have not, with respect to insurance with Reliance Standard or an affiliate: had an application withdrawn; been previously
declined; had coverage postponed; or voluntarily terminated; or ¢) the enrollment period is not one with specific guaranteed issue/health acceptability

Tocubigned by

x| Tid Guplogee 11/12/2018
W‘d’dﬁﬂﬁws Signature Date Spouse's Signature Date
required at all times! (required if spouse Statement of Health required)

Step 19: A new pop-up window will appear to indicate that the employee has completed their portion of
the application.

The employee can click “Continue.”

You're Done Signing

A copy of this document will be sent to your email address when completed
by all signers. You can also downicad or print using the icons above.

CONTINUE




Step 20: After the employee completes their portion of the application, DocuSign will send the spouse
an email to begin their portion of the application.

Employer’s name will
appear here

DocuSign NA3 System <dse_NA3@docusign.net> Parsons, Jenny e Z10PM
Please DocuSign: <<Client's Name>> Evidence of Insurability
@ Ifthere are problems with how thismWRage is displayed, click here to view itin a web browser, "

+ Get more apps

Please use caution when opening attachments, clicking links or responding to requests for information.

The sender’s name will be RELIANCE
STANDARD and the email address
will appear here, which will be a RSL
personnel with
“firstname.lastname@rsli.com”
email address

RELIANCE STANDARD

A MEMBER OF THE TOKIO MARINE GROUP

C' Spouse needs to click
“Review Documents”

RELIANCE STANDARD sent you a document to review and sign. to begi n t h e

application.

RELIANCE STANDARD
jenny parsons@rsli.com

You are receiving this link because you recently elected <<supplemental life
coverage>> through your employer that requires Evidence of Insurability.

Please complete and submit the enclosed Evidence of Insurability form within 30 days
from the receipt of this link

Powered byDocuSign,

Do Not Share This Email

Thia amail rantaine 2 sarnra link tn NariSian. Ploaca dn nat chara thie amail link ar arracs rde

Step 21: The spouse will see the following screen that will contain the agreement to use electronic
signature.

i s uses cookos 30me o WG a1 i for t operation of o . Lear Moo The top section will contain

Evidence of Insurability.

View More

Please Review & Act on These Documents
RELIANCE STANDARD
Reliance Standard Life Insurance Gompany

You are receiving this link because you recently elected <<supplemental life coverage=> through your employer that requires

further instructions on how to  sureso
proceed with the application. [«

Please read the Electronic Record and Signature Disclosure.
B» OTHER ACTIONS v
[ ! agres to use electronic records and signatures.

Spouse needs to click
on this box to proceed
with the application.

Powered by DocuSign,
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Step 22: Once the spouse clicks on the box indicating the consent for electronic signature, they will see
the “Continue” button will be enabled on the right hand side of the screen. Click “Continue.”

This st uses cookies, 50me of which are requirod for the operation of the ste.

Please Review & Act on These Documents el Sl
. RELIANCE STANDARD Pomarsd o) DocuSign.
Retiance Stancad Lite Insurance Company

88 Yo 1ECENTYy SICTED <CSUPDMMENLE e COnErage>> Trough your Employer that requres

Please review the documents below. m FINISH LATER OTHER ACTIONS v

Powerss by DocuSapm, © Cergelanguae B L Y | Conyrght ©2010 Doaviign e | 1

Step 23: Once the spouse clicks “Continue,” they will see the cover letter that contains the coverage
information and the [30]-day timeframe to complete the application.

Step 24: After reading the cover letter, click “Start” or scroll to the next page.

Please review the documents below. m FINISH LATER OTHER ACTIONS v

START
Hello!

During your recent benefits enrollment period with your employer, you elected Supplemental Life
Insurance, Voluntary Critical lliness, and/or Voluntary Short Term Disability coverage. This election
requires that you complete the below form and submit through DocuSign to Reliance Standard. You will
need to complete all required fields prior to submitting your application.

Once the form is submitted it will be sent to the Reliance Standard Medical Underwriting department for
review. When their review process has been completed, you will receive written nofification informing you
whether or not the coverage you requested has been approved.

‘You must complete and submit this form no later than 30 days from the date you made your benefits
election.

If you have any questions, please contact us at 1-800-351-7500

DocuSign. © Gronge Langunge - EngshUS) 7| Gopyrht 02010 Docusignine | v2n




Step 25: The spouse will scroll to the next screen that contains the same FAQ page that the employee

viewed.
a
Please review the documents below.

@ Qa 8 06 S

a

FAQ's on How to Complete the Evi of ility Appli
START
Q: What should | do if | want to finish the application later?
A: You can click Other Actions on the right side of screen, and select Finish Later to save your
application. DocuSign will send 1 reminder email to you in real time.

Q: Can | attach a separate document with an explanation of my medical condition with the electronic
application?

A: No, we do not support that capability at this time. To provide additional infermation, you can click on
the box next to the statement “If you need more space...” After you submit the form, your assigned
medical underwriter will contact you directly for the additional medical information.

Q: Can | print the application and complete it by hand?

A: Yes, you can print the application. Once you complete the application, you can mail it to the address
listed on pg.1 of the application or scan and email it to EQlapplications@rsli.com. Related to the
previous question, with this aption, you can attach a separate document with an explanation of your
medical condition.

Q: Can | download the application and lete it as a fillable/i ive PDF?

A: No, once you download the application, you need to print it and complete it by hand

Q: What should | do if | need to make ions after itting the lication?
A: Since the completed application is forwarded to the Medical Underwriting Dept. in real time, you
should wait 2-3 business days and then call RSL Customer Care (1-800-351-7500) to: -

Gopyright © 2018 DocuSign Inc. | var
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Step 26: The spouse will scroll to the next page to see the pre-filled information that the employee
entered on page 1. The spouse should review to verify the information in the Spouse Information
section and Coverage Elected amount.

This site uses cookies, some of which are required for the operation of the site. Learn More

m OTHER ACTIONS v

Enter text
= .
Q@ Q& 85 0 E
Date of Change: -
If marriage, divorce or birth of a child, please provide copy of document
- Always Complets
Submit completed Enroliment [ Name Test Employee Social Security Number
and Statement of Health form
to: Gender Date of Birth Age State of Birth Date of Hire
E0l om or F 01/02/1954 64 cA 09/08/2001
Address City Sate | Zp
Reliance Standard 123 Werry Way Evergreen or 12345
P.0. Box 7818 Phone Number Occupation ‘Annual Compensation | Hours Worked Per Week
Philadelphia, PA 191017818 | 123-456-7890 | support 75000 40
Emall Address
We do not accept faxed forms. | test. employee@abc. com
Are you actively performing all the duties of your occupation or profession? X1 Yes I No
If*Mo,"” expiain:
LIzar Spouse Information - Complete Only If Applying for Spouse Coverage
Spouse Name Test Spouse Gender Date of Birth Age State of Birth
M 04/29/1957 61 Ms

Address ity State: Zip
123 merry way Evergreen orR 12345
Coverage Elected and Amounts

Enrollor | Curent | Increase or Monthly
i Decling’ | Amount | _Decrease Lo Premium
[Voluntary Term Life: & Enrol ¢ 50000 20 Pramium Tabla




Step 27: The spouse can click “Next” or scroll to the next page and enter their height and weight in the
red boxes as shown below.

Enter text m OTHER ACTIONS v

Employee’s date of
birth that was entered
on the first page will
auto-populate here

Employee’s name will auto-populate here

T~

| EmployeelMember Name  Test employee | Date of Bith o1 /02/1954 |

Hoalth Questions Spouse will enter their

Answer all questions on this . . [—EMPLOYEE SPOUSE
page for each person being helght n feEt and HLSf 2 in ﬁ i D
underwritten for Insurance. . . 3 jght. Ton o -
For any "Yes" answe, inches in the first 2 W 120 s | we [ Jos .
" : Spouse will enter
underiine the condition and 1. Inth boxes \ pouse wi
record detalls in the space diag| . . . .
provided on the next page. diso ical their WEIght n
Failure to provide details of a disorder; diabetes: high blood pressure: thyroid disorder siroke; .
NEXT condition will cause & delay in ient ischemic attack (TIA); cancer and/or tumor malignant or poun dsin the
the review of your application. benign; mental or nervous disorder; or been advised to have h H d b
treatment for drug abuse (illegal or prescription drugs) or thir OX.
alcoholism? ¥ Yes O No @Y’es ONO
2. Inthe past 10 years, have you or your spouse been diagnosed with
or treated for: chronic pain; arthritis (lupus, theumatoid or
osteoarthritis); musculoskeletal (back, neck or muscle) condition;
respiratory disorder including asthma, chronic abstructive pulmonary
disease (COPD); or emphysema? #Yes O No @YEEO No

Step 28: Next, the spouse needs to provide their responses to the health questions.

If the spouse responds “Yes” to any of the questions, they will be required to enter their responses in
the required fields on the next page.

This site uses cookies, some of which are required for the operation of the site. L e m
Enter text m OTHER ACTIONS v
Q Q¥ 8 06
underling the condiion and 1. Inthe past 10 years, have you o your spouse been treated for or
record details in the space diagnosed as having: hear, iver (bifary cirthosis) or kidney
provided on the next page disorder; an abnormal colonoscapy requiring follow-up; neurological
Failure to provide details of a disorder; diabetes: high blood pressure; thyroid disorder; stroke;
condition will cause a delay in transient ischemic atiack (TIA); cancer and/or tumor malignant or
the review of your application i or el 10 have
reatment for drug abuse (ilegal or prescription drugs) or
alcoholism? Kves O ho [@ves Ono

~

. Inthe past 10 years, have you o your spouse been diagnosed with
ortreated for:chronic pain; rthits (upus, heumatoid or
osteaarthritis); musculoskeletal (back, neck or muscle) condition;
respiratory disorder including asthma, chronic obstructive pulmonary
disease (COPD); or emphysema? Kves O ho @) ves O

o]

- Have you or your spouse: () in the past year had: fever persisting
more ihan one month; significant involuntary weight loss; diarrhea
persisting more than ane mont; oral candidiass (hrush);or

NEXT ymphadenopathy (enargad or swollen glands}? ar (5} i th past 10

years ever tested positive or been treated for HIV (Human

Immunodeficiency Virush antbodies, AIDS or AIDS-elaled complex

(ARC)? OYes B No [®ves Ono

=]

e past 10 years, have you of your spouse: {a) consulled wilh or
been examined or realed by a physician, practioner or speciaist
(include routine physicals only when there is an existing or newly
diagnosed medical condition)? (b) been in a hospital or other facility
for observaion, diagnosis, reatment or an operalion? of (¢) been

Pm@ Mo

prescribed medication(s) (other than for colds, flu or allergies)? O'Yes B9 No

w

. Are you currently pregnant? In the past 10 years, have you or your
spouse been diagnosed wiln; abnormal uterine bleeding, abnormal
pap smear; abnormal mammogram requiring additional studies or
with recommendation of breast biopsy? OYes B9 No vesC No




Step 29: On the bottom of page 2, the spouse is required to enter their primary care physician’s
information.

If the spouse does not have a primary care physician, they must enter “N/A” in the red boxes as shown
below. If they leave those red boxes blank, they will not be able to complete the application.

This site uses cookies, some of which are required for the operation of the site. Learn More m
Enter text m OTHER ACTIONS v
CRECHR AL _ RO} [
with recommendation of breast biopsy? : | OYes K No F) Yest.d No -

EmployeeMember Primary Care Physician's Full Name Office Phone Number
Dr. Mehmet 0z 789-456-1230

Address
78 wellness st., portland, OR 12456

Spouse Primary Care Physician's Full Name Office Phone Number
[

Address

Step 30: On page 3, the spouse is required to provide their responses in the second set of red boxes
labeled “# 1-5” as shown below.

Please note: As noted in a previous step, if the spouse responds “Yes” to any of the questions, they will
be required to enter their responses in the required fields on the page as shown below. If the spouse
answered “No” for any of the health questions on page 2, the red box will not populate for that
particular question.

Depending on the line of coverage that the employee and spouse elected, there will be a correlating
number of lines for the responses to the health questions.

Since the employee was required to complete their portion of the application first, the spouse will see
the employee’s responses (if any were entered) in the first 5 or 6 lines of this section.

This site uses cookies, some of which are required for the operation of the site. Learn More m
Enter text m OTHER ACTIONS ~
CINDIUYEEIMENIDE el TS T EMpIOyee | Uawuiom 01/02/1954 .
Details
Please provide all names used for medical records (if different than the names provided on this form)
N/A
For each “Yes" response to a health question, please provide details below.
Question # lliness or Nature of Injury Date Physician’s Full Name and Address Check One
(if different than Primary) Employee or Spouse
thyroid 3/6/2008 | same as above
arthritis 10/29/201p same as above

NEXT

D EEE IR




Step 31: Once the spouse completes the health question responses, they can scroll down to the
Signature page as shown below.

Please note: The date field will be auto-populated with the current date.

Read, Sign and Date Below

1 undersand and agree tha:
The informaton provided on this Envoliment and Stztement o Heallhform s e and correct o the bestof my knawledge
. The requested will be effe accord: with the individual effective date information in the Policy, any amount

subject to evldence of insurability will not bemme effective until approved by Reliance Standard and Reliance Standard has the right to
refuse my request. Coverage is subject o a minimum parlicipation requirement at the employer level and if the minimum is nat met,
coverage may not be issued even though an enrollment form has been completed. An effective date is subject o eliginility requirements,
salisfaction of service waiting period (if applicable) and payment of first premium when due. An effective dale may be deferred for an
employee not actively at work and enrolled dependents confined to a hospital or at home.
Benefits are subject to terms and conditions of the Policy.

+ For age-banded rate plans, premiums increase as an employee (or spouse, if applicable) moves from one age band to the next.

. If payroll deduction of premiums begins prior to Reliance Standard's processing of the enrollment form, it does nat mean coverage is in
effect; premiums paid for coverage not issued will be refumed.

I further understand and agree that if | lying aft bility period, all medical tests and costs for
attending physician reports may be without expense to Reham:e Standald L\fe Insuranu Company and | may be responsible for paying
the expenses, if any.

NEXT
I acknowladge receipt of “Important Information Regarding Applications for Insurance® and “Notice Regarding Information Practices”,

AUTHORIZATION: | authorize any licensed physician, medical pracitioner, hospital, clinic or other medical ar medically related facility, insurance
«company, organization, institution, person or the MIB, Inc. to release any information or record(s) on me or my health to be used in determining the
acceptability of my application for insurance. | authorize any such information or record(s) to be released to Reliance Standard Life Insurance
‘Company, its reinsurers or authorized representatives. | alsa authorize Reliance Standard or its reinsurers to make a brief report of my personal
health information to the MIB. This autharization, or a photographic copy, s jinding as the original and valid far a period not exceeding
twelve (12) months from this date. | understand that | {or my authorized rep ) will be sent a copy of this Authorization upon request.

Please Note: During an approved enroliment, guaranteed issue amounts of Il not require a Statement of Health form provided the
Enrollment form i complete, signed and received by your emplayer during ent period and: a) you are not  late applicant with respect to
insurance for yourself (andlor your spouse. if applicable): or b} during with your employer or an afiiiate, you (andlor your
spouse, if applicable,) have not, with respect to insurance with Reliance S affiliate: had an application withdrawn; been previously

declmed had coverage posiponed; or voluntarily terminated; o c) the enrolimk  is not ane with specific guaranteed issue/health acceptability
Sign
ﬁuc o 11/12/2018 x ¥ 11/12/2018
e‘Mmeel‘s Signature Date Spouse's signature Date

Step 32: Click “Sign” and a new pop-up window will appear as shown below.

Step 33: The spouse’s full name will auto-populate and they can select the font style or draw their own
signature for the document.

Click “Adopt and Sign.”

Adopt Your Signature

Confirm your name, initials, and signature
* Requirsd

Full Name* Initials™

Test Spouse TS
SELECT STYLE DRAW

PREVIEW Change Style
DocuSigned by:

Tut Spuse. | TS

4632C32A6598470.

By selecting Adopt and Sign, | agres that the signature and initisls will be the electronic representation of my signature and initials for all purpozes when | (or
my agent) use them on documents, including legelly binding contracts - just the same &s & pen-and-paper signature or initisl

ADOPT AND SIGN CANCEL




Step 34: The spouse will see the signature populate on the Signature line as shown below.

Click “Finish” to submit the application.

This site uses cookies, some of which are required for the operation of the

Done! Select Finish to se sompleted document. m OTHER ACTIONS v

CRECRR AN . JYO]
UAGUIIY VI T GEMIRGUAT U1 IISUIGIV. T GUBIAIES @y SUul i
Company, its reinsurers or authorized representalives, | also autho
health information ta the MIB. This authorizatien, or a photographic copy, shall be as binding as the original and valid for a period not exceeding
twelve (12) months from this date. | understand that | (o my authorized representative) will be sent a copy of this Authorization upon request.

11 U1 1SN 16 LT T SISA3TU U 1SIAILE VIaliualy LT 11SU1al Ve

nce Standard or its reinsurers to make a brief report of my personal

Please Note: During an appraved enrollment, guaranteed issue amounts of insurance will not require a Statement of Health form provided the
Enrollment form i complete, signed and received by your emplayer during your enrollment period and: a) you are not a late applicant with respest o
insurance for yourself (and/or your spouse, if applicable: or b) during your present service with your employer or an affiiate, you (and/or your
‘spouse, if applicable,) have not, with respect to insurance with Reliance Standard or an aff liate: had an avn\»oauon wllhdrawn been Dremousiy

declined; had coverage postponed; or voluntarily terminated; or ) te eqrglment period is 1ot one with Spedfic quaranieed
rules.
X ﬁl&f .pmlm, 11/12/2018 A Tid o 11/12/2018
'sMamber's Signature Date QUSE’S, e Date
{required at all imes) (required if spouse Stalement of Health required)

Step 35: A new pop-up window will appear to indicate that the employee has completed their portion of
the application.

Please note: It is optional to download or print the application.

Now, both employee and spouse portions of the application are complete and DocuSign will send the
application to RSL Medical Underwriting email alias for processing in real time.

The spouse can click “Close.”

Save a Copy of Your Document

¥

[ S |

Your document has been signed

It you would like a copy for your records, click Download or
Print and save.

DOWNLOAD PRINT

Step 36: Once the spouse clicks “Close,” they will see the window as shown below.

You're done!

Thanks for using DocuSign.

After all recipients finish signing, you will receive an email with a link to the document.




Step 37: The employee and spouse will receive an email confirmation from DocuSign with the

completed EOI form attached.

DocuSign NA3 System <dsi

ocusign.net> Parsons, Jenny s
Completed: Please DocuSign: <<Client's Name> > Evidence of Insurability

1 there ore problems with how this messoge i disployed,clickhere to view i in o web browser

DocuSign Sample Cover Letter].docxpdf
94KB

PowerForm EO Instructions for EE and SP_1.docxpdf st EO form Revl.doc.pdf
274 KB 5 KB

40

This message originated outside of Reliance Standard's Network. Please use caution when opening attachments, clicking links or responding to requests for information.

RELIANCE STANDARD

A MEMBER OF THE TOKIO MARINE GROUP

Your document has been completed
VIEW COMPLETED DOCUMENTS

RELIANCE STANDARD

Al parties have completed Please DocuSign: <<Glient's Name>> Evidence of
Insurability.

Povered biDocuSigr
Do Not Share This Email

This email contains a secure link to DocuSign. Please do not share this email, link, or access code.
with others.
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