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Companion Life Insurance Company hereby files for your consideration and approval of our group insurance health
statement (form number 97001-AR). This form is identical to the form your Department previously approved on
November 28, 2006, except for the following revision:

1. Atthe top of the form, we changed "Employee" to "Employee's" and added a section for the Employee's Address.

Employee's Name:

Employee's SSN:

PDF Pipeline for SERFF Tracking Number CMLX-G126967670 Generated 01/12/2011 09:57 AM



SERFF Tracking Number: CMLX-G126967670 Sate: Arkansas
Filing Company: Companion Life Insurance Company Sate Tracking Number: 47619
Company Tracking Number: AR001430100004

TOI: LO8 Life - Other SUb-TOI: L08.000 Life - Other
Product Name: LIEMO1GR10

Project Name/Number: LIEMO1GR10/AR001430100004

Employee's Date of Birth: Group Name: Group #:

Employee's Address:

2. Increased font size on the section that reads, "Check yes or no for each of these questions and give details for any
"yes" answers. Attach a separate sheet if more space is required."

3. We modified question #5. c. by adding additional language to the end of the sentence, question now reads,
"Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or have you tested positive for
antibodies to the Human Immunodeficiency Virus (HIV) or any other immune deficiency disorder?"

4. We added a new question to question #5, numbering the new question #5. e. and it reads, "Have you been
diagnosed with, treated for (including any prescription medications) or lost time from work due to any condition relating

to the following: Bone, Joint, Spine, Muscle or Connective Tissue?"

5. We modified question #7 by changing the word "sanitarium" to "mental health facility”, the question reads, "Have you
ever been a patient in a hospital, mental health facility, or institution?"

6. We added "(Continued on back)" to the bottom of first page. The form size changed from 8.5 x 14 to 8.5 x 11 (two
sides).

7. We deleted #12 and reworded the question to flow as part of question #11. It reads in bold "List details in connection
with questions 4-10 that were answered "Yes" on page 1:" We also added language where ask to give full details for
each question answered "Yes" to include "Including Prognosis." And the section below the "List details..." section was
renumbered from "3 through 9" to "4 through 10" to be consistent.

8. We changed the revision of the form in the lower right corner to "Rev. 8/10".

| have attached a copy of the previously approved form for your comparison and the final version for approval.
Company and Contact

Filing Contact Information

Yolanda Hudley, Contracts Compliance Yolanda.Hudley@companiongroup.com
Specialist

7909 Parklane Rd 803-735-1251 [Phone] 45001 [Ext]
Columbia, SC 29223-5666 800-836-5433 [FAX]
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- Companion Life

@

anion Life Insurance Company

P.0. Box 100102 « Columbia, S.C. 29202
(803) 735-1251

GROUP INSURANCE HEALTH STATEMENT

Employee’s Name: Employee’s SSN:

Employee’s Date of Birth: Group Name: Group #:

Employee’s Address:

You must provide the following health information to obtain the requested insurance coverage if:

(1) You are required by Companion Life to furnish evidence of insurability; (2) you previously declined or terminated coverage; or
(3) (For Lite, STD, LTD) your application for coverage is heing made more than 31 days after you eriginally hecame eligible for this
coverage. Please answer every question and complete every space. Complete for spouse and child(ren) (if applicable) if applying for
Voluntary Life Insurance Coverage.

Name and address of the  Employee’s Doctor: Spouse’s Doctor: Child’s Doctor:

Doctor or facility that has

your medical records. Address: Address: Address:

Employee: Heightt_—  Weightt o oo Spouse:  Height: —__________ Weight:

Have you gained or lost more than 20 pounds in the last year? Have you gained or lost more than 20 pounds in the last year?

0 Yes [J No 1 Yes [ No

If yes, amount [J gained or [ lost: pounds If yes, amount [ gained or [ lost: pounds

(Explain below.) (Explain below.)

Check yes or no for each of these questions and give details for any “yes” answers. EMPLOYEE SPOUSE CHILD
Attach a separate sheet if more space is required. Yes No Yes No Yes No

1. Within the past 10 years has the proposed Insured:

a. Had an application for life or health insurance, or for reinstatement thereof, declined or modified? oo o oo o

b. Applied for or received any disability compensation? O O o O o o

¢. Flown or intended to fly as a pilot, student pilot or crew member? O O O O o o
2. Has the proposed Insured used tobacco products in the past 12 months? O O O O a o
3. Are you now actively employed on a full-time basis (30 hours or more per week)? O O O O oo O
4. To the best of your knowledge and belief, do you have any physical impairment or disease? 0O 0 O O 0O 0O
5. Within the past 10 years, have you been diagnosed by a member of the medical profession as having,

or been treated by a member of the medical profession for:

a. Coronary artery disease, abnormal blood pressure, diabetes or cancer? O o O 0O O O

b. Disorder of the respiratory, cardiovascular, hematological, endocrine or metabolic, gastrointestinal, O O 0 0 O B B I

genito-urinary or nervous system?
¢. Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or have you tested
positive for antibodies to the Human Immunodeficiency Virus (HIV) or any other immune
deficiency disorder?
d. Drug or alcohol dependency or abuse?
e. Have you been diagnosed with, treated for (including any prescription medications) or lost time from
work due to any condition relating to the following: Bone, Joint, Spine, Muscle or Connective Tissue?
6. Do you have any other abnormality, deformity, disease or disorder not recorded above,
including accidents?
7. Have vou ever been a patient in a hospital, mental health facility, or institution?
8. Have you been absent for a period of 5 or more consecutive days during the last two years due
to sickness or injury?
9. Have you ever had any surgical operations or had surgery advised but not performed?
10. To the best of your knowledge and belief, are you now pregnant?

O
O
O
0O
0
O

0 [ I I R I R R
oo oo o oOodg
oo oo 0O oo
ool oo O oo
oo o o oo
oo oo g oo

(Continued on back)



(Continued)

11. Give the name and address of your personal physician and the date and reason for your last consultation.

Name: Address: Date:

Reason:
List details in connection with questions 4-10 that were answered “YES” on page 1:

Question Name Date Give Fult Details for Each Question Answered “Yes” Including Nature of lliness or Injury, Name and Address of
No. Mo. Yr. Number of Attacks, Duration, Severity, Treatment, Results and any Other Pertinent Physician or Hospital
Information, Including Prognosis.

| have (number) children eligible as defined in the group policy.

Ali eligible children are free of any sickness, disease or injury, as defined in Questions 4 through 10 above, except as follows (Write “none” if all
children do not need treatment or are free of impairments.):

| hereby certify that the answer to each of the above questions is complete and true, that such answers have been fully and correctly recorded,
and that no material information concerning any proposed insured’s past or present health has been omitted. | agree that such answers will
form a part of my application for group insurance and that such insurance will not become effective until such application has been approved by
Companion Life Insurance Company.

FRAUD WARNING: 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.

MEDICAL AUTHORIZATION

I hereby authorize any licensed physician, medical practitioner, hospital, clinic, or other medical or medically related facility, insurance company and
Medicare Part A and Part B carrier that has any records or knowledge of me, my spouse and all dependent children proposed for coverage, or our
heaith, to give Companion Life Insurance Company or their reinsurers any such information. | understand that Companion Life Insurance Company
will collect this information for the purpose of determining eligibility for insurance. | agree that this authorization will be valid for two and one-half
years from the date it is signed. | understand that | have the right to revoke this authorization in writing, at any time, by sending a written request
for revocation to Companion Life Insurance Company, P.0. Box 100102, Columbia, SC 29202. | understand that revocation may be a basis for
denying insurance benefits or a claim for benefits. | understand that if [ fail fo sign this authorization Companion Life may not be able to evaluate or
process my application or claim and may be a basis for denying my application or ¢laim for benefits. | know that | have a right to receive a copy of
this authorization upon request. A photostatic copy of this authorization shall be valid as the original.

Witness Date - Date
Signature of Proposed Insured (or, if below age 15, parent or guardian)

Companion Life

P.0. Box 100102
Columbia, S.C. 29202
97001-AR (803) 735-1251 Rev. 8/10
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@ Companion Life

COMPANION LIFE INSURANCE COMPANY
7909 Parklane Road, Suite 200, Columbia, South Carolina 29223-5666
P.O. Box 100102, Columbia, South Carolina 29202-3102
(803) 735-1251

H%%Wzmgf iy J § iR

Manager of Compliance

F. David Wythe, FLMI, HiA

David. Wythe@companiongroup.com
{803} 264-5008

November 15, 2006

3 48
Contracts Cor \Dl ance Specialist

Ngy 2 4’} 2@@% Vivian F. Fred?fic, FLMI, H E {803} 264-8777

\/ev:anfredenc@compan iongroup.com
{800} 753-0404, Ex. 46777

LIFE AND HEALTH
ARKANSAS INSURANCE DEPARTMENT

Arkansas Department of Insurance ﬁi{}gf 74 )
Life & Health Division Lig e
1200 West Third Street AWN%E‘; AN pype L
Little Rock, Arkansas 72201-1904 WNeUrde A A% {fﬁi
T

Re:  Companion Life Insurance Company — NAIC Company 77828; FEIN — 57-0523959
Form No. 97001 - Group Insurance Health Statement

Dear Sir or Madam:
Companion Life Insurance Company hereby files for your consideration and approval the above
referenced group insurance health statement. This form is identical to the form your Department

previously approved on May 5, 2004, except for the following revisions:

1. At the top of the form, we added this section.

Employee Name: : Employee SSN:

Employee Date of Birth: Group Name: Group #:

2. We modified question #1 by removing the words “Has proposed insured:” and replaced them
with the words “Within the past 10 years has the proposed Insured:” In addition, we removed the
word “Ever” from paragraphs a. and b. We modified the language in paragraph c. by adding the
words “Has the proposed Insured.” We then made paragraph c. question #2. There was no change
to paragraph d., except that it is now paragraph c.

3. We then renumbered questions 2 through 11. They are now questions 3 through 12.

No other revisions were made to the form. I have enclosed a copy of the previously approved form
for your comparison.,




e

i s,
' Companion Life P0. Box 100102 « Columbia, §.0. 29202 » (803) 735-1251

~sompanion Life Insurance Company GROUP INSURANCE HEALTH STATEMENT O
{' ( Employee Name: MCU“L/ Lo, Employes SSN: _ARS - A& = (o TEG l
! L Employee Date of Birth: . /00 /00 Group Name; A B, C:c‘ﬂw:nclng/‘ Group # /A3 l

You must provide the following health information to obtain the requested insurance coverage if:

(1) You are required by Companion Life to furnish evidence of insurability; (2) you previously declined or terminated coverage; or (3) (For Life, STD, LTD)
your application for coverage is being made more than 31 days after you originaliy became eligible for this coverage. Please answer every question and

complete every space. Gomplete for spouse and child(ren) (if applicable) f applying for Yoluntary Life Insurance Coverage.

Name and address of the  Employee’s Doctor: . Spouse’s Doctor; Child’s Doctor_____
Doctor or facility that has r——
your medical recorts.  Address: Address: Address:
Employee: Height & 2.7 weight _A30. — Spouse: - Height; e/ €. Weight L2
Have you gained or lost more than 20 pounds in the last year? Have you gained or lost more than 20 pounds in the last year?
0 Yes & No 03 Yes 'No
I yes, amount 13 gained or 7 lost: __ bounds i1 yes, amount [ gained or [T lost; pounds
{Explain balow.) (Explain beiow.)
Check yes or no for each of these questions and give dataits for any “yes” answers. Attach a separate sheet If more spacs is required. EMPLOYEE SPOUSE CHILD
. “Yes Mo Yes No  Yes Ho
1. Within the past 10 ysars has the proposed Insured: )
a. Had an application for life or health insurance, or for reinstaternent thersof, declined or modified? OB OO ® o p
b. Applied for or raceived any disability compensation? O T RO
¢. Flown or intended to fly as a pilot, studant pilot or crew member? ORrR OO K
2. Has the proposed insured smoked cigarettes in the past 12 months? 0O &« O 8 O %8
3. Are you now actively employed on a full-time basis {30 hours or more per week)? B O X ooy
4. To the best of your knowledge and belief, do you have any physical impairment or disease? O ¥ O g 0w
5. Within the past 10 years, have you been diagnosed by a mamber of the medical profession as having,
ot been treated by a member of the medical protession for: ‘
a. Coronary artery disease, abnormal blood pressure, diabetes or cancer? 0O B O 0o R
b. Disorder of the respiratory, cardiovascular, hematological, endocrine or metabolic, gastrointestinal, O ® O 0O g
genito-urinary of nervous system? i
¢. Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or have you I S T~ S T .
tested positive for antibodies to the Human Immunodeficiency Virus (HIV)?
d. Drug or alcohol dependency or abuse? O OoROM
8. Do you have any other abnormality, deformity, disease or disorder nat recorded abave, DX 0 KROoR
including accidents? »
7. Have you ever been a patient in a hospital, sanitarium, or institution? 0O ® I ]
8. Have you been absent for a periad of 5 or more consecutive days during the last two years due D ® 0O "R o R’
to sickness or injury?
9. Have you ever had any surgical operations or had surgery advised but not performed? 0OXR 0O E O N
10. To the best of your knewledge and belief, are you now pregnant? O = [ 0 R A
11. Give the name apd address of your personal physician and the date and reason for your last consultation.
Name' Dy, tee /gtodl Address: 123 Main ST Arx‘/ & +7 LisA  Date: f)di/r\n/d)c) Reason:Aﬁ_/wﬁ_fMM
12, Details in connection with questions 3-8 answered “YES" above.
Question Name Date Give Full Detafls for Each Question Answered "Yes" Including Nature of Hiness or Injury, Name and Address of
No. Ma. Y | Number of Attacks, Duration, Severity, Treatmentt, Results and any Other Pertinent Information Physician o i

I'have __|___ (number) children efigitle as defined in the group policy.

All gligible children are free of any sickness, disease or injury, as defined in Questions 3 through 8 above, except as follows (Write “njp
need treatment or are free of impairments.): idh

_ NOE
I hereby certity that the answer to each of the above guestions is complete and true, that such answers have bean fully and correctly recorded, and that no mate-
riatinformation concerning any proposed insured's past or present heaith has been omitted. | agrse that such answers will form a part of my apniication for group
insurance and that such insurance will not become efiective until such application has been approved by Companion Life insurance Company.

FRAUD WARNING 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 guilly of a crime and may e subject o fines and confinement in prison.

MEDICAL AUTHORIZATION
| hereby authorize any licensed physician, medical practitioner, hospital, clinic, or ot
and Part B carrier, the Medical Information Bureau or other organization, institution o
ent children proposed for coverage, or our heaith, to give Gompanion Life insurance Company or their reinsurers any such information. | understand that
Companion Life Insurance Company will collect‘this information for the purpose of determining eligibility for insurange, | agree that this authorization will be valid
for two and one-haif years trom the date it is signed. | understand that | have the right to revoke this authorization in wrlting, at any time, by sending a written /
request for revocation to Companion Life Insurance CGompany, P.0. Box 100102, Columbia, SC 28202. | understand that revocation may be a basis for denying g

{
|

her medical or medically related facility, insurance company, Medicare Part A
 person, that has any records or knowledge of me, my spouse and all depend-

|

insurance benetits or a claim for benefits. | understand that if | fail to sign this authorization Companion Life may not be able to evaluate or process my application

or claim and may be a basis for denying my application or claim for benefils, | know that 1 have a right to receive a copy of this authorization Lpon request. & pho-
{ostatic copy of this authorization shalf be valid as the original,

N vl . / e [
|__Witness \7 ‘rft/u ( 2 /\;77‘(: Datew/ac;/c 7 )i Lty
Fiar Y

< Date £/ z¢ [
Signature of@'roposed Insured (or, if below age 15, parent or guardian} by

PRE-NOTICE TO PROPOSED INSURED

Inforimation you provide will be treated as confidential except that Companion Ufe Insurance Company or their reinsurers, may, however, make a brief report there-
on to the Medical Information Bursau, a non-profit miembership organization of life insurance companies which operates an information exchangs in behalf of its
membars, Upon request by another membar insurance company to which you have applied for life or health insurance coverage or 10 which a claim is submit-
ted, the MIB will supply such company with the information it may have in its files.

Upon receipt of 2 request from you, the Bureau will arrange désc!osure»o? any information it may have in your file. {(Medical information will be disclosed only 1o
your attending physician.) I you question the accuracy of information in the Bureau's fite, you may contact the Bureau and sesk a correction in accordance with

the procedures set forth in the Federal Fair Cradit Reporting Act. The address of the Bureau's information office is Post Office Box 105, Essex Station, Boston,
Massachusetls 02112, telephone number (617} 426-3650.

Companion Lite Insurance Company or its reinsurers may also release information in its file to other |
health insurance, or to whom a claim for benefits may be submitted.

ife insurance companiss to whom you may apply for fife or
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12. | Filing Submission Date 12-30-2010
- Amount Check Date
13 Filing Fee
| (If required) Retaliatory [ ]Yes [X] No Check Number

14. | Date of Domiciliary Approval 12/29/2010

15. | Filing Description:

Companion Life Insurance Company hereby files for your consideration and approval of our group insurance health statement
(form number 97001-AR). Thisform isidentical to the form your Department previously approved on November 28, 2006,
except for the following revision:

1. At thetop of the form, we changed "Employee" to "Employee's’ and added a section for the Employee's Address.

Employee's Name: Employee's SSN:
Employee's Date of Birth: Group Name: Group #:
Employee's Address:

2. Increased font size on the section that reads, "Check yes or no for each of these questions and give details for any "yes"
answers. Attach a separate sheet if more space is required.”

3. We modified question #5. c. by adding additional language to the end of the sentence, question now reads, "Acquired
Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or have you tested positive for antibodies to the Human
Immunodeficiency Virus (HIV) or any other immune deficiency disorder?”

4. We added a new question to question #5, numbering the new question #5. e. and it reads, "Have you been diagnosed with,
treated for (including any prescription medications) or lost time from work due to any condition relating to the following:
Bone, Joint, Spine, Muscle or Connective Tissue?'

5. We modified question #7 by changing the word "sanitarium" to "mental health facility", the question reads, "Have you ever
been a patient in a hospital, mental health facility, or institution?"

6. We added " (Continued on back)" to the bottom of first page. The form size changed from 8.5 x 14 to 8.5 x 11 (two sides).
7. We deleted #12 and reworded the question to flow as part of question #11. It readsin bold "List detailsin connection with
questions 4-10 that were answered "Y es' on page 1:" We also added language where ask to give full details for each question
answered "Yes' to include "Including Prognosis." And the section below the "List details..." section was renumbered from "3
through 9" to "4 through 10" to be consistent.

8. We changed the revision of the form in the lower right corner to "Rev. 8/10".

| have attached a copy of the previously approved form for your comparison and the final version for approval.

16. | Certification (If required)

| HEREBY CERTIFY that | have reviewed the applicable filing requirements for this filing, and the filing complies with all
applicable statutory and regulatory provisionsfor the state of ~ Arkansas .

Print Name  Yolanda K. Hudley Title Contracts Compliance Specialist
Signature 2 53 Date 12-30-2010
LH TD-1, Page 2 of 2 INS12169
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Effective January 1, 2009

17.

Form Filing Attachment

Thisfiling transmittal is part of company tracking number AR001430100004

Thisfiling correspondsto rate filing company tracking number

Document Name

Description

Form Number

Replaced Form Number

Previous State Filing Number

01

Group Insurance Health
Statement

Used for Life, STD, LTD

97001-AR 8/10

X Initial
[ ] Revised
[ ] Other

02

[ ] Initial
[ ] Revised
[ ] Other

03

[ ] Initial
[ ] Revised
[ ] Other

04

[ ] Initial
[ ] Revised
[ ] Other

05

[ ] Initial
[ ] Revised
[ ] Other

06

[ ] Initial
[ ] Revised
[ ] Other

07

[ ] Initial
[ ] Revised
[ ] Other

08

[ ] Initial
[ ] Revised
[ ] Other

09

[ ] Initial
[ ] Revised
[ ] Other

10

[ ] Initial
[ ] Revised
[ ] Other

11

[ ] Initial
[ ] Revised
[ ] Other
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