B HUMAN RESOURCES
DEPARTMENT

tniversity of Louisvilie
1956 Arthar St Sie 106
Loulsville, Kentuchy 400068
HIRATIELE

INIVERSITY of IOUISVILLE,
i, Email: hrhelp@iouisville edu
dare to be g?’é’.ﬂf www foalsvitle edu/adminhumany
TO: ALL RESIDENTS
FROM: HUMAN RESOURCES
DATE: March 20, 2008
RE: BENEFIT FORMS

The following two forms should be turned in by everyone.

1. University of Louisville Health Plan 2008, you will either be choosing a health plan
or providing the name and policy number of your other coverage outside of the
university.

2. Sun Life Assurance company of Canada- Beneficiary Designation; this is how you
designate who would receive the proceeds of your UofL paid life insurance in the
event of your death,

All other forms are optional.

Flexible Spending Account- may be either your own money or *waiver money.
*If you waive health insurance and would like to use some of your waiver money
for dependant care you must fill out this form accordingly.
Sun Life Optional Life Enrollment Form- if you would like more than the UofL paid
amount
Anthem Dental
Anthem Vision
Affidavit for Qualifying Adult for Benefit Coverage; only necessary if adding a
qualifying adult to your benefits.

Please see the Human Resources representatives at Orientation June 30 or call 852-6258 for
assistance.



2608 UNIVERSITY OF LOUISVILLE HEALTH PLAN

UMale OFemale [0 Single I Married

PLEASE PRINT Last Name First Name M.I

Street Address .. Apartment Number City State Zip

Home Phone Date of Birth Social Security Numiber Employee 1D, Pay Basis, Biweckly or Monthty
{1 New employee  Date of hire is: 1 Rehire

7 I'mon a 10-month contract

Qualifying event and need fo make a change in wry coverage (arfch support documentation). FEffective date .

< Marriage ) Birth/adoption ! Spouse/dependent has other coverage  Loss of eligihility  Divorce O Spouse decessed | Spouse/dependent's coverage ends

PCA High

PCA Low PPO PO NNP
~ PCA High Employee Only “ PCA Low Employee Only =2 PPO Employes Only 7 EPO Employee Only . NNP Employee Only
“ PCA High Employee & Spouse 71 PCA Low Employee & Spouse . PPO Employee & Spouse 7 EPO Employee & Spouse - NNP Employee & Spouse
-/ PCA High Employee & Dependents | 7 PCA Low Employee & Dependents | 7 PPO Employee & Dependents " EPO Employee & Dependents « NNP Employee & Dependents
T PCA High Employee & Family 2 PCA Low Employee & Family - PPO Employee & Famity J EPO Employee & Family NNP Employee & Family
7 PCA High Two Emplovee Family - PCA Low Two Employee Family - PPO Two Eraployee Family - EPQ Two Employee Family © NNP Two Employee Family

Spouse U add i change {1 delete  Effective Date TMale [ Female | Dependent ) add 5 change [l delete  Effective Date

Social Security Number D Male U Female

Social Security Number Date of marriage

Last Name First Name M1 Date of Birth
Last Name First Name M1 Date of Birth .

Dependent {] add [ change {J delete  Effective Date . Dependent U add (7 change U delete  Biffective Date

Social Security Number Ui Male 2 Female Social Security Number TIMale T Female

Last Name First Name M1 Diate of Birth Last Name First Name M.J Date of Rirth
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Sun Life Assurance Company of Canada
Beneficiary Designation

iy,

A3

Sun W&
Life Financial

You may use this form to designate who will receive the Group Life Insurance proceeds

in the event of your death.

The designations you make on this form replace any prior beneficiary designations,

Designations apply to your Basic as well as any Optional Life Insurance you have under
your Group Policy. If you would like different beneficiaries for your Basic and Optional

coverages, please indicate that below.

See Page 2 of this form for sample beneficiary designations and more information.

I 1 Employse and employer information

Please print clearly Your Name (first, middle initial, last)

Social Security Number l

Employer’s Namae

Group Policy Number Bilting Gmdp Number

' 2 Bensfliciary Dasignation

For Primary Benefic-
iaries, indicate who
should receive the
Group Life Insurance
proceeds in the event
of your death,

another sheet to this form.

beneficiaries within the class will share proceeds equally,

Please make your beneficiary designation(s) below. If you need more space, attach

You may designate more than one Primary or Secondary Beneficiary. If you do, make
sure to indicate the percentage share each should receive. The total within each class
(Primary and Secondary) must equal 100%. If you do not specify percentages, surviving

signed original copy of
this form with the
employee’s records.

For Secondary (also Social Security  Relationship Percent Share
known as Contingent) Primary Beneficiary{ies) Number to ﬁnplcy:: of Proceeds*
* Beneficiaries, indicate ”
who should receive the |, | "™ / I , % ]
Group Life Insurance Address:
proceeds in the event Name:
that ALL of your 1 Address: x
Primary Beneficiaries e
are not living at the : Social Security  Relationship Percent Share
tirme of Yozyrsdeath. Secondary {Contin Number to Employes _of Proceeds”
1. -
!1, Mama: I %
Address: |
* The total within each class {Primary and Secondary) must equal 100%.
b Signature
Employers: Keep the Important: You must sign and date this form for your designation to become effective.

Make a copy for your records and return the signed original to your ernployer.

X

} Signature of Employee

j Date Signed

Continued on next page

XGR/740 « Beneficiary Designation Page T of 2



l!!cnd’icilry Wording Alternatives

Proposad Beneficiarylies) Suggested Wording
1. Estate Estate
1. One benefidary Martha Doe, wife

More than one beneficiary in
equal shares

Jane Doe, Mary Doe and Richard Dage, children, or
survivor(s) of them, in equal shares,

Two beneficiaries, in

Primary: Martha Doe, wife; Secondary: Richard
Doe, son. (Richard will only receive proceeds if

two beneficiaries in equal
shares

succession
Martha Doe is not living at the time of the employee’s
death.)
5. One beneficiary followed by Primary: Martha Doe, wife; Secondary: Jane Doe

!
and Mary Doe, children in equal shares, or the {
survivor of them. (Jane and Mary will only receive [
proceeds if Martha Doe is not living at the time of the |
|

!

emplayee’s death. }

More than one Beneficiary in
equal shares per descendent
order

Jane Doe, Mary Doe and Richard Doe, or the
survivor(s) of them, in equal shares. However, if
any of my children predecease me and leave issue
who survive me, the issue of the deceased child
will receive their parents’ share in equal shares.

One or more minor children

John Smith, as custodian for Jane Doe, a minor, |
under the Uhiform Transfers to Minors Act
{LITMA) so that proceeds can be paid before the
child reaches the age of majority.

}

Testament

8. To a church or non-profit Name and address of the beneficiary organization.
organization f
% Benefidaries shown in John Smith, brother - 4094, or in the event of his
percentages death, to my estate; Alan Smith, brother 60%, or
in the event of his death, to my estate,
10. Trust under Last Will and Proceeds to be paid to the Trustee under my Last |

Will and Testament,

13, Existing Trust

Jane Doe, Trustee of the Doe Family Trust, dated
1/1/2001.

Please Note: You cannot name your employer as a benefidiary for Group Life Insurance
proceeds under the Group Policy.

Dependent Life Insurance benefits are payable to the employee, or the employee’s
estate if the employee does not survive the dependent.

Sun Life Assurance Company of Canada is not a tax or lugnl advisor and the above
information is provided as general information only. Befors making beneficiary
designations, you may want to consult with your tax or legal advisor,

Sun Life Assurance Company of Canada

Sun Life Financial and the globe symbol are service marks of Sun Life Assurance Company of Canaca,

is a member of the Sun Life Financial group of companies,
@ 20013 Sun Life Assurance Company of Canada. Wellestey Hills, MA 02481, Al rights reserved.

XGR/740 « Beneficiary Designation

Page2 of 2
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2008 UNIVERSITY OF LOUISVILLE Flexible Spending Account (FSA) Enrollment Form

PLEASE PRINT  Last Name First Name B M1

Street Address T Apartment Number City State Zip

Home Phone Date of Birth Social Security Number Employee LD, Pay Basis, Biweekly or Monthly
Tam waiving health coverage. Please include the university’s contribution ($195 per pay period for monthly employees and $90 per pay period for biweekly
employees, or an annual amount of $2.340) in my FSA.

Enter the amount below that v

ou wish to contribute for the remainder of the calendar year. Deductions will come fro
remainder of the year on a pre

I your paychecks in equal installments throughout the
-tax basis. If not contributing, enter “0,"

The minimum amount you can put in an ESA is $150.

Employee Amount* University Waiver Amount* Total
Annuai Health Care Account .
(Maximum amount allowed per year: $5,000) $ + $ = L
Dependent Care Account
{(Maximum amount allowed per year: $5,000;
$2.500 if married and filing separately) $ + $ = $_

*Amounts included here should reflect the remainder of this calendar YEAT.

FSA Authorization — Please Read and Sign

¥ understand that | have made an efection for the FSA benefits shown for the period Janwary 1 or my hire date {whichever is later) through December 31, Amounts committed to the fiexible spending
accounts may be changed only as permitted under rufes described in the Suramary Plan Description. 1 also understand that I will forfeit any money Ieft in either account afier payment of eligible
expenses incurred during the culendar year. Use of any FSA funds o pay for benefits for an ineligible person(s) may constitute tax frand and may lead to criminal prosecution,

Employee Signature Date



HEGHLIGH

Optional Life Insurance Benefits for Employees of

niversity of Louisville - #40971

Welcome to Sun Life
Assgurance Company

of Canada, a member of
the Sun Life Financial group
of companies,

We provide Optional Group
Term Life Insurance to
eligible amployees of
University of Louisville.

Your employer is offering you
the oppartunity to Increase
your Optional Life coverage —
or enroll in it for the first time
it you're not currently
covered.

Enrciiment in QOptional Life is
available for a limitad time.
Please see your employer for
datails.

This flyer highlights the
benefits available through
your employer. For more
information, see the

Bun Life Assurance Company
of Canada Group Life booklet
available from your employer.

Continued on next page

Mg,

5 0F

Fryet

»

Sun %
Life Financial®

Benefits

-

For you: _
Amounts of $30,000, $40.000, $50,000, $60,000, $70,000, 380,000, $50,000, $ 100,000,

$110,000, $130,000, $150,000, $170,000 or $200,000. All coverage amounts reduce to
65% at age 65. Benefils cease at retirement.

Far your spouse: _
Amount of $10,000, $15,000, $20,000, or $25,000. Spouse Optional Life coverage may
not exceed 50% of the employee’s coverage. Coverage ends when your spouse turns 70.
For your dependent child(ren):

You can purchase $10,000 for each child ages year up to age 25 years old , $500 for
ages 14 days to under | year. Dependent Child(ren) Optional Life coverage may not
exceed 50% of the employee’s coverage.

You must elect Optional Life coverage for yourself in order to cover your spouse and/or
children,

Features of the Plan

-

The plan includes many special features including Waiver of Premium and Accelerated
Benefits. For more information, ask your employer for a copy of the flyer entitled
“Optional Life Means Added Financial Security.”

About Evidence of Insurability

-

Evidence of Insurability — also called “proof of good health” — is required if:
~ You decline coverage during your initial eligibility period and then want coverage af a

later date.
All late entrants and increases require Evidence of Insurability.
Your employer wilt advise you if you need to provide Evidence of Insurability. If so, Sun
Life Assurance Company of Canada may arrange for you to take a medical exam (at our
expense) and/or complete a questionnaire. Coverage will not go into effect until Sun Life
Assurance Company of Canada approves it.

Qptional Life Rates

Use the rate chart on the Optional Life enroltment form to calculate how much your
coverage will cost.



Highlights of Optional Life Insurance Benefits continued
Enrolling in Optional Life is Easy
*  Once you have selected the amount of coverage that's right for you, your spouse and your

children, simply fill out the Optional Life enrollment form. Please submit the form to your
employer along with any Evidence of Insurability forms that may be required.

About Sun Life Assurance Company of Canada
*  Sun Life Assurance Company of Canada is one of the largest, strongest and most highly
rated financial services companies in the world, We provide Group Life and AD&D 10

more than 1.5 million employees in the United States.

For Complete Plan Detalls

*  This highlight flyer is intended to provide an overview of the benefits available from your
employer, and is not a complete description of plan provisions. Receipt of this flyer does
not certify eligibility for benefits under this plan.

*  When you become eligible for benefits, your employer will provide you with the Sun Life
Assurance Company of Canada Group Life booklet containing complete plan details.

Sun Life Assurance Company of Canada is a member of the Sun Life Finaneial group of companies, GODD 9/12/06
© 2005 Sun Lite Assurance Company of Canada. All righta reserved,
Sun Life Financial and the gicbe symbot ara registersd trademarks of Sun Life Assurance Company of Canada.

SLPC 5303 10402
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Sun Life Assurance Company of Canada sun ¥
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Optional Life Enroliment Form Life Financial®
l1 Employer, Employee and Dependent Information  (Please print clearly) -
Name of your employer ; Policy number | Benefit group or clasg Your annual basic earnings”

University of Louisville | 40971 All Full Time Employees 3
Your full legal name {first, middle initiad, last) Sociat Security Number | Date of birth | Date of hire | Your cccupation
: ,z -
Your spouse’s name (first, middle initiai, last)™ Social Security Number | Date of birth f Date of marriage
E !
Date(s) of birth B

Name(s) of child(ren) to be covered (attach additional pages if needed)"

I 2 Benefit Elections  (Make your benefit elections below based on the covarage options described hare)

For yourself: Amounts of $30,000, $40,000, $50,000, $60,000, $70,000, $80,000, $90,000, $100,000, $110,000, $130,000,
150,000, $170,000 or $200,000, not to exceed $200.000. All coverage amounts reduce to 65% at age 65.

For your spouse: Amount of $10,000, $15,000, 520,000 or $25,000, not to exceed $25,000. Spouse coverage cannot exceed 50%
of the employee's Optional Life coverage. Coverage ends when your spouse tums 70 years old.

For your eligible children: You can purchase $10,000, for child(ren) | year or older, or $500 for child(ren) age 14 days, but under |
year. For a description of children eligible for coverage, refer to your group insurance bookiet or ask your employer.

I elect ! decline Coverage amount
coverage  coverage selected
Employee coverage: [ 0 $
Spouse coverage*: ] O $
Child(ren) coverage**: ] ] $

* For most plans, “basic annual earnings™ is defined as your salary. Basic annual earnings usually excludes bonuses,
commissions or overtime. Please see your benefits booklet or check with your employer for the exact definition of earnings

that applies to you.
** Your spouse and children may only be covered if you are.

' 3 Acknowledgment and Signature  (Important: You must read and sign for coverage)

I understand that;

* [Iam requesting Optional Life coverage under a Group Insurance policy offered by my employer. This coverage will end when my
employment terminates.

* My employer will deduct all or part of the premiums from my pay.

if I decline coverage for me or my family now and want it at a later date, I'we will have to provide evidence of insurability

acceptable to Sun Life Assurance Company of Canada. I have read the “About Evidence of Insurability” notice on page 2.

* Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or .
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning
any fact material thereto, commits a fraudulent insurance act, which is a crime and subjects a person to criminal and civil penalties.
If f am not actively at work due 10 injury, iliness, layoff or leave of absence on the date that any initial or increased Optional Life
coverage is scheduled to start under the plan, such coverage will not start until the date [ return to work.

* If my spouse or any of my dependent children are hospital-confined due to aninjury or iliness on the date that any initial or
increased coverage is scheduled to start under the plan, such coverage will not start until the date they are no longer hospital-

confined and are uble to perform their normal activities.

| Date signed

EI Signature of employee
Py
L i

Continued on Page 2
Optienal Lite and AD&D Enroliment Form

Page 1 of 2 GDD 9/8/06
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|

About Evidence of insurabllity

Evidernice of Insurability (EOD) is needed if:

* You apply for higher coverage than the limits describ

*  You want 1o increase your existing coverage now (whe
Or a priot insurarice carrier) or at a later date.

* You decline coverage and then want it at a later date,

i_g EO1 is needed, your coverage will not go into effect until Sun Life Assurance Company of Canada approves it,

ed in the Coverage Options above,
ther your existing coverage

is with Sun Life Assurance Company of Canads

._4 Beneficlary Designation

For Primary Beneficiaries,
indicate who should receive
the Optional Life Insurance
proceeds in the event

of your death.

For Secondary (also known
as Contingent) Beneficiaries,
indicate who should receive
the Optional Life Insurance
proceeds in the event that
ALL of your Primary
Beneficiaries are not living
at the time of your death.

I you do not name a bene-
ficiary, or if no beneficiaries
are alive at the time of your
death, proceeds will be pay-
able to your estate,

[s Calculating Your Cost

[ Use my Basic Life beneficiarles — Check thi
your Optional Life Insurance beneficiaries to

If you did not check the box above, make your ben

more space, attach another sheet to this form.

You may designate more than one Primary or Seconda
indicate the percentage share each should receive, The

Secondary) must equal 100%.

$ box and leave this section blank if you want
be the same as your Basic Life beneficiaries.

eficiary designation(s) below. If you need

ry Beneficiary. If you do, make sure 0
total within each class (Primary and

Social Security Relationship Percent share

Primary beneficlary(ies) Number to employes  of proceeds *
I | | |
]

B | | | |
Soclal Security Aelatlonghlp Percent share

_Secondary {Contingent) beneficiary(ies) Number to employes  of proceeds *

—

2.

}

|

N —

* [T —

The total within each class (Primary and Secondary) must equal |

00%.

{Find your monthly cost by adding all of the Coverages you have selacted)

Employee and
spouse coverage: 2

Child(ren) coverage: |.

2. Multiply the cost per $1,000 b

Find the cost per $1,000 for child

L. Find your/your spouse’s age in the ¢
Multiply the cost per $1,000 by ¥
will increase when you or YOUr spouse moves into a new age band.
(ren) coverage in the chart below,
Y your child{ren)’s amount of coverage (divided by 1,000),

our/you

hart below and the corresponding cost.

EMPtﬂ.g'r‘s’?w spcg;;oss
¥ cost nthly cost
Age $1.000 of c:amapugc’* Age $1,000 g covar';“go
Under 28 $0.054 Under 25 $0.054
2529 $0.085 25-29 $0.065
30-34 $0.087 3034 $0.087
3539 $0.098 3539 $0.088
40 - 44 $0.109 40 - 44 $0.109
45 - 49 £0.163 45 -49 $0.183
50-54 $0.250 50534 $0.250
55-39 $0.467 55 -59 $0.467
60 - 64 $0.717 60— 64 $0.717
65 - 69 %1379 65 - 69 $1.379
0+ $2.237 70 + $2.237

Employee: Make a copy of this form for
Employers: This original enroliment for

should be recorded on another Optional Life Enrollment Form,

Sun Life Agsurance Company of Canada is a member of

© 2005 Sun Life Assurance Compary of Canatda. Alf rights reserved,

Sun Lite Firancial and the globe symibot are r

m should remain at the employer's s

your records before submitting it 1o your employer.
te. Family statug, coverage. or beneficiary changes

he Sun Life Financial group of companios.
egistered rademarks of Sun Lifa Assurance Company of Canada,

Optional Life and AD&D Enrcliment Form

Page 2 of 2

F spouse’s amount of coverage (divided by 1,000). Your cost

CHILD(REN)

Monthly cost per $1,000

of coverage

All eligible

children $0.123

SLPC 768 10/02



2008 ANTHEM VISION AND DENTAL APPLICATION

Hire Date/ Effective Date Last Name First Name, Middle Initial Social Security Number
Street Address City State Zip Code
Date of Birth | Employee ID Number Home Phone Number Gender (check one}
O Male
( ) O Female
I wish to apply for:
Check one: [ Anthem Blue View VISION ONLY
0 Anthem DENTAL Blue ONLY
O BOTH Anthem DENTAL and VISION
:Dental
{3 Single L1 Employee & Spouse [J Employee & Child(ren) LI Family
Vision
£1 Single L] Employee & Spouse LI Employee & Child(ren) {1 Family

Spouse and/or Children to be covered by Dental

Last Name First Name Date of Birih Gender

Relationship | Disabled?

Spouse and/or Children to be covered by Vision

Last Name First Name Date of Birth Gender

Relationship | Disabled?

True and complete acknowledgement

tundersiand. agree und represent:

Aay persont who knowingly amd with the intenf o defraud any insurance company or ether person fites an application
for msuranue comtaining apy maenally falie Informstion or conceals. for Hie purpose of misieading, informmtion

converning any fact materid theveto comunits o Faudulent insurance act, which s & crime, |

hereby enrol! for benefitg

for which Lam presently eligible or for which [ may become <higible under my cmplover's group contraciisy, If @y
deductions are requited for this coverage, | authorize such deduciions fom ey enrning, Vreserve the right to revoke this
deducton authorizalion ol sny Gme spon witllen notice unless 1 Save chosen oy use oretas deductions, This documend,
tgether with uny supplements, will form part of any comract and be the basis for any certifical of coverage/certificate

of insurance ssued.

Emplovee ngnat.ure Date




University of Louisville Confidential
Affidavit of Qualifying Adult For Benefit Coverage
Employee Information

Employee Name {Last, First, Middle):

Date of Birth: Phone Employee ID:

Address: City: State: | Zip Code:

Qualifying Adult Information

Qualifying Adult Name (Last, First, Middle):

Date of Birth: Gender {Circle One): Social Security Number;
M F
Relationship to Employee: Note: An employee may cover his/her legal
spouse OR one qualifying adult on his/her € of
L medical plan, but not both.

Declaration

We, the undersigned, certify that the Qualifying Adult named above:
» Isage 18 or older and mentally competent to consent, and
* Iseither not related by blood to the employee, or if a blood relative (or relative by adoption or
martiage) is of the same or younger generation of the employee (as used in KRS 391.010), and
*  Is not legally married to anyone, and
® Is not currently eligible for any part of Medicare, and that
*  We share a residence and have done so for at least twelve consecutive months prior 1o this
declaration, and that
*  We are jointly responsible for each other’s financial obligations which could be demonstrated upon
request by previding proof of existence of at least one of the following (please check):
A joint mortgage or lease or other evidence of common residence such as joint utility bills
Durable property or health care power of attorney
Joint ownership of a motor vehicle
Joint checking account/credit account
Designation of each other as the primary beneficiary in a will, life insurance policy, or
retirement plan
Fagree to notify the university within 30 days if any eligibility requirements listed above are no longer
satisfied which would make the quatifying adult no fonger eligible for coverage.

00 weod

We certify that the information included here is true and correct and understand that a false declaration of a
qualifying adult or failure to file a timely termination notice with the university if this qualification ends may
result in disciplinary action up to and including termination of employment at the University of Louisville.
We agree that in the event of a false declaration, or the failure to file a timely termination notice if this
eligibility ends, the university may recover damages from either or both of us for all costs and expenses
incurred by the university as a result of that false declaration, including, without being limited to, attoreys’
fees incurred by the university to recover such damages. See university policy PER 5.01.

Employee Signature Date Qualifying Adult Signature Date




Qualifying Adult

Eligibility

A Qualifying Adult:

*

Must be over 18 vears of age, and

Must not be eligible for Medicare, and

If a blood relative (or relative by adoption or marriage) must be of the same or
younger generation of the employee (as used in KRS 391.010), and

Must be residing in the employee's household and have done so for a period of at
least 12 months, and

Must be financially interdependent (for example, have joint checking account or
joint mortgage) for 12 months or longer, and

Must be unmarried.

Things you need to know

Employee pays for cost of qualifying adult

An employee has the choice of covering his/her legal spouse OR one qualifying adult on
his/her UofL medical plan, but not both. The employee bears the full cost of covering a
Qualified Adult and the Qualifying Adult's children, if any.



