Employer Group Benefits Coverage Information

Thank you for choosing The Hartford. All sections of this form must be completed and received by The Hartford within 30 days
of the signature date.

EmployersPlease completely fill®attion 1 and Section 2 on this pagel forward the entire form to the employee. Refer to yomllr Pol
and employee records for this information. These records are your property and are not on file with The Hartford. An inconiplete
a delay in processing your employee’s request for insurance.

Section 1: Employer Detafts be completed by Employer) PLEASE PRINT CLEARLY

Employer Name: Policy Number:

Employer Mailing Address (Street, City, State, Zip Code):

Division/Location/Subsidiary with Mailing Address
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EVIDENCE OF INSURABILITY

HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY
One Hartford Plaza, Hartford, CT 06155

Applicant Information

Abbreviations: Employee = EE Spouse = SP

First Name Last Name Social Security Height Weight Date of Birth
Number EE SP Gender (ft.fin.) (Ibs.) (mm/ddlyyyy)
if currently
pregnant, pre-
(check one) pregnancy
weight
[ ] Male
O O [ ] Female
[ ] Male
O O [ ] Female
EE Address: Day Time Phone:
Evening Phone:
Email Address:
SP Address: Day Time Phone;
Evening Phone;
[] same as EE _
Email Address:
Medical Information
Each Applicant must answer each of the following questions to the best of their knowledge and belief. EE sp
Within the past 5 years, have you been diagnosed with or treated by a licensed medical physician for Acquired
Immune Deficiency Syndrome (AIDS) or AIDS Related Complex (ARC) caused by the Human Immunodeficiency E Les E Les
Virus (HIV) infection or other sickness or condition derived from such infection? 0 0
Are you currently pregnant? []Yes []Yes
[ INo [ INo

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries.

Form PA-9597 (NY)

Page 2 of 5







If you enrolled for over $250,000 of group term life insurance benefit, Hartford Life and Accident Insurance Company may require you to
complete an Extended Evidence of Insurability application as part of the application process.

We may also use information about you obtained from other sources, including our claim files, evidence of insurability applications you have
previously submitted to us, copies of medical records which you have authorized us to review, and information obtained from MIB, Inc. Only
information that is relevant to determining Evidence of Insurability for the coverage which you are currently requesting will be considered.

Authorization

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries.
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be a basis for denying my insurance application, and that it does not alter the Company’s right to use the application for purposes of
determining misrepresentation once coverage has been issued.

I have received and read a copy of the Notice of Insurance Information Practices.

Fraud

(Applicable to Accident and Health Insurance Only): 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 shall also be subject to a
civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

PRE-EXISTING CONDITIONS LIMITATION — Applicable to Accident and Health Insurance Only
With respect to group disability insurance, | understand that the policy/certificate may include a pre-existing condition provision that limits or

excludes coverage for a period of time if | have a pre-existing condition as defined on the date my coverage becomes effective. | also
understand that | may obtain additional information regarding this provision by referring to the group policy and/or certificate.

Certification

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries.
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