How to complete the Online Evidence of Insurability (EOI) Form

1. Click on the link in the email to be directed to the following screening:

unUM

Fou are competing the evidence of insurability portion of your application

U Getting Started

2. Select Yes or No to the US resident question and click Start.

Are you a U.S. resident?[*]

® ves O No @

3. Read through the Introduction page.

Click Next when you are ready to proceed.

L introduction

4. The Employer section is automatically populated with Multnomah County’s information. Click Next to
continue.

E Employer or Sponsor Information

Employer or Sponsor Name[*
Multnomah County Oregon
Address

501 SE Hawthomne Blvd

City. State Zip
Portland

Oregon Y |97214




5. Under Application Type, select Electing coverage during yearly enrollment.

Mote: All The Fields with an asterisk [*] are mandatary

Application Type (Reason for filling out this form)[*

First time eligible for coverage

Change in your family status; ie: Marriage, Birth, etc.
Late; did not apply when first eligible

Electing a higher level of coverage

Electing coverage during yearly enroliment

SPemEE T T Life

child: [ e

Social Security Number [*] Gender]* Group[* Grou
- Select - Vv[412860

6. Elect the plan(s) you would like to enroll in during open enrollment (Employee Life/Spouse Life).
NOTE: Do not select LTD or STD or Child Life.

|Electing coverage during yearly enrollmen

Elected Coverages Requiring
Evidence of Insurability

Employee: ] ife [] 1o [ sTD
Spouse: Life

7. Enter your information. The correct Group and Division # have already been filled in. Once you have
completed all of the required fields click Next to continue.

[ Employee Information

Note: All The Fields with an asterisk [*] are mandatary

pplication Type (Reason for filling out this form)[*]
[Electing coverage during yearly enrollment T

Elected Coverages Requiring
Evidence of Insurability

Employee: @ |jfe (] LD () 57D
Spouse: @ Life

Child life
Social Security Number [*] Gender[*]  Group[*] Group. Division[ *

- Select - ¥ (285369 387791 001
First Name [*] M1 Last Name [*] Date of Birth [*] (mm/dd/wyy)
Humber and Street Address[*1 Home Phone Number
Address line 2
i1 State[ "] Zipl*1 Wark Phone Number

- Select - v
Date of Employment[*]{mm/dd/yyyy)Occupation

Annual Salary[*]
(Please enter whole dollars, without $ sign or cents.)

E-mail Address

[aar’

8. Enter yourinformation - height, weight and the dollar amount of life insurance you want to enroll in.
*Enter Life Insurance amount with no dollar signs, commas or decimal point (ex. 150000)

Click Calculate to populate the box under Amount Requiring Underwriting.
a. Employee: minimum $30,000; maximum $500,000. Guarantee Issue amount $150,000

L Employes coverage information » Applying for the first time within your enrolime

» Applying for the first time after your enrollmen
VI IES V] weiaht:1+1 /200 - » Increasing your Life amount? Enter the amoun’

Calculate

Amount Requiring Underwriting [*]
(120000

amount of life insurance requiring evidence of insurab
and what you are requesting. Enter whole dollars, witl

rreet height: FLI*]

Amount Applied For (]

ance requested. Erter mbole dellars, mitheut do

You currently have with Unum, Enter whole doliars, without deliar sign oe

Cakulate




9. Complete the same steps for your spouse,
Spouse: minimum $30,000, maximum $500,000. Guarantee Issue amount $50,000

Espowselotormation

Feret Name{*] M1 Last Name[*] Ot of Hirth[*] (mmistiyy)
[Micnaet [T |oummy Josinges {
Spouse Coverage
Spouse’s Curremt Height: .1%1 (6 V) int2 IV weiahwit=[300
Total Lite Amount Applied For[*]
sooo00___________|
1ctal amount of ife nsurance requested, Enter whoie doflars, without dollar wgn or cents.
Current Life Amount]*]
250000 ]
the amount of ife ingurance you currently have with Unum, Enter whole dollars, without dollar 9n o cents.
Examples:

o Applying for the fest time mithin your ancollment pencd? Enter your plan guaranteed isue amowat.
* Applying for the fest tane after your enroliment peniod (apply=g late)? Enter zeco (0).
» Increasing your e amount? Enter the amount of Life coverage you already have.

[cateutae |
Amount Requiring "lL-L
250000

it o e Trearance Teauiiag EvidEnce of insarsbity; i.6, Gifsrence between what you currently bave
and what you are rquestiog, Entar mhole dolars, without dollar bgn ce <aots.

10. Answer the health questions for you and your spouse and click Next to continue.

Answer all questions to the best of your knowledge and beliel.[*]
* Has any person apslyeg for coverage been Sapecied os havey kwlnl Qo
Immie Orfoency Smdreane (A105)5 Aggicent need it dacioss Hma
Immusedebusency Virus (KIV) test resul
Dependent Childran Health Questsons[ ]

Nas R
+ Withia the past & years, have sy am«sm(., Baes trastad for disbates, Bant Seorde 2
cancer (other than Base’ or squamous carcnama of the skn)? Do any degendent{s) I‘lu
emuu Mv eyehe Ehecms e muetulae mmam 16 yox, please pravida nama(e) of
Employee and Spouse Health Questions|* |
Empioyee Spouse

Yes NoYes No

* Within the past 2 years, hove you used sny controiied substances with the excestion
of thase preserive
dreg o slcohel abuse, o pled guity, sied o contest 1o or been convicted of 8 feleey,
isdemaanar, of A charge of GDACALEG & MAtOr veticn under the ofiusece of druge
andor sicoheir

o Within the past 2 years, have you Bass coascribed thras 5 mons MASEAtiane 10 b
taken concurrently foe high blood prevse?

* Wikhin the past 3 years, have you tacenved medcal advice or sought trestmant for
paychoss, wternal Cancer inclo3ng meiancma, lewkemva or HoSkin's diseace,
muscular dystroghy, angine, o had heart curgery, beart attack or transient phencd
attack (TIA}?

. Wi thio st 1 yoars, have vou eecued midical Wice 6 #0uOM trssment s
stroke, comgestive heart fmlure, cheome lung Ssease incuss
reited wdh nsote of o rad<rans, egotea (iber e tyoe A Ceows o
; o

* Are you confined to 5 wheslchar for reassne othar than paraclegia?

1 your amount requiring underwriting is greater than $150,000 or
you are applying for disability coverage, you must complete this section.[*]

T unis anewinr e nlascs nenuide Antaile saninctad am the fallnwing nans. s




11. Please read the Privacy Statement completely and click Next to continue.

'ou are itting evidence of i ility i ion to obtain Unum benefit coverage

Epﬁwag& ent

Unum's Commitment to Privacy

Unum understands your privacy is important. We value our relationship with you and are committed to
protecting the confidentiality of nonpublic personal information (NPI). This notice explains why we collect
NPI, what we do with NPI and how we protect your privacy.

Collecting Information

We collect NPI about our customers to provide them with insurance products and services. This may includ
telephone number, address, date of birth, occupation, income and health history. We may receive NPI from
your applications and forms, medical providers, other insurers, ployers, support or izati
and service providers.

Sharing Information

We share the types of NPI described above primarily with people who perform insurance, business, and

professional services for us, such as helping us pay claims and detect fraud. We may share NPI with medic
providers for insurance and treatment purposes. We may share NPI with an insurance support organization
The oraanization mav retain the NPI and disclose it to others for whom it performs services. In certain case

12. Read the Authorization section completely. Select Agree or Disagree and click Next to proceed.

Shahertzetion

1 suthonze any person of organzation Lo give Unum Group subsidanes or thew duly authorized
representatives {Unum) any of the following:

+ information about any iy of dness T have or |
Syndrome (A105), mental iliness or drug or akcoh use. This auths won excludes disclosure of
Human Immunodeficiency Virus (MIV) test results. Such test resuilts shi be disclosed or

publehed, T understand that pothing i ths caveat will probubit this suthonzation from ingudiog the
fact that 2n applicart hes Acquired Immune Deficiency Syndrome (AIDS).
informatinn about my medical history including any eonsultations, prescripticns, treatments or

had, ncuding Acqured Immune Delaency

benefits.,
* capies of all recards that may be requested concerning me or my famiy members, and
* non medieal infarmation about me or my family members,

The term person ar organization, which i used abave, means a physician or medical practitioner, a haspital,.
cinic or other medical restment facéty, ay MSUraIice of (ENSUrANGE COMPENY, MLUTANCE SUPPOIL oF
reporting agency, pharmacy, government sgency, or employer.

1 understand that the nformation obtaned by use of ths authonzaton will be used by Unum to determine
eligibidity for irsurance and ebyibity for benefits, Unum will not release any of the obtained idormation to
any other person or organization except reinsunng companies or other persons or organizations performing
services @ connection with my apphication or claam.

1 understand that this suthorization shal be valid for two vears from the dste shown on the spplication and

that & photographic copy of tns sulhorization shall be as valid ss the onginel, [ understand that [ have the

fight to rewoke thes authorization at any time except to the extent it has been relied on prior to written

hat, if 1 revoke this authonzation, such revocation may be a basis fo.
ation may be revoked by sending wrtten notice to: Unum, Atn:

Group Medical Underwriting, P.0. Box 9783-5081, Portland ME 04104,

1 agree D1 visagree

13. Read the Acknowledgement section. Select Agree or Disagree, then type your name (and your spouse’s name if
you select life insurance for your spouse) and enter the date. Click Review to review the entire application.
Click Submit to submit your application to Unum.

fou are itting evidence of i ility i ion to obtain Unum benefit coverage

5] Aduwwledﬁent

The statements I have made on this application are true to the best of my knowledge and belief, and I
understand that they form the basis of any coverage under the group policy for which Evidence of
Insurability is required. I have read and understand the Authorization, and I and my authorized
representative have a right to receive a copy. I understand that failure to sign this Authorization may impair
Unum’s ability to process my application or evaluate a claim, and that this may be a basis for denying my
application or claim for benefits.

1 agree and intend that by typing my name and clicking on *I Agree” I am providing my signature for all
purposes. By providing my signature in this manner, I hereby confirm my intention to be bound by and
is application and the it contains.

@1 Agree O1 Disagree

Employee Si *) Date[*] (mm/dd/yyyy)
[Test M Dummy Joeri612016
Spouse Signature[*] Date[*] (mm/dd/yyy
[Michael Dummy Josr16i2016
Please Note: If additional medical information is required, we will request a physical signature for your
spouse.
REVIEW
Prior to i this 1 have reviewed my answers for accuracy and printed a

copy of this application for my records.




