(@ Companion Life

Administered by The Loomis Company
P.O. Box 13668, Reading, PA 19612-3668
loomiscustomercare@loomisco.com
Phone: 866-473-6615 Fax: 610-374-6986

FlexBenefits.co
Beneficiary Election Form

Before executing this form refer to page 3. Please retain a copy for your records.

Primary Insured Name:

Certificate Number:

Insured Street Address:

Insured City:

Insured State: Insured Zip:

Insured Primary Phone Number:

Insured Email Address (must match email provided at registration):

Beneficiary Last Name:

Beneficiary First Name:

Beneficiary Relationship: Primary Beneficiary*

Beneficiary DOB (mm/dd/yyyy):

Beneficiary Phone Number:

Beneficiary Email Address: Percentage:

Beneficiary Street Address:

Beneficiary Last Name:

Beneficiary City:

Beneficiary First Name:

Beneficiary State:

Beneficiary Zip:

Beneficiary Relationship: O Primary Beneficiary*

O Contingent Beneficiary**

Beneficiary DOB (mm/dd/yyyy):

Beneficiary Phone Number:

Beneficiary Email Address: Percentage:

Beneficiary Street Address:

Beneficiary Last Name:

Beneficiary City:

Beneficiary First Name:

Beneficiary State:

Beneficiary Zip:

Beneficiary Relationship: O Primary Beneficiary*

O Contingent Beneficiary**

Beneficiary DOB (mm/dd/yyyy):

Beneficiary Phone Number:

Beneficiary Email Address: Percentage:

Beneficiary Street Address:

Beneficiary Last Name:

Beneficiary City:

Beneficiary First Name:

Beneficiary State:

Beneficiary Zip:

Beneficiary Relationship: O Primary Beneficiary*

[0 Contingent Beneficiary**

Beneficiary DOB (mm/dd/yyyy):

Beneficiary Phone Number:

Beneficiary Email Address: Percentage:

Beneficiary Street Address:

Beneficiary City:

Beneficiary State:

Beneficiary Zip:

*If more than one primary beneficiary is named, the primary beneficiaries shall share equally unless otherwise indicated
above.
**Contingent Beneficiary(ies) will only receive proceeds if all Primary Beneficiaries have predeceased the Insured. If you
are naming more than one Contingent Beneficiary at 100% each, please indicate 1st contingent, 2nd contingent, 3rd

contingent, etc. in the order of precedence.
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Subject to the terms of the above numbered Policy(ies), | request that any sum becoming payable by reason of my death
be payable to the following beneficiary(ies). It is my understanding that this designation shall operate so as to revoke all
designations of beneficiary and all elections of optional methods of settlement previously made by me under said
Policy(ies). If this Designation of Beneficiary refers only to a Group Life Insurance Policy and if | am also insured for
Supplemental and/or Group Accidental Death coverage, this designation shall apply to those coverages. This Designation
of Beneficiary is subject to all “Conditions” shown on page 3 of this form.

Policyholder Signature: Date:

SPOUSAL CONSENT FOR COMMUNITY PROPERTY STATES ONLY**, See Conditions on page 3 of this form.

***Please note that an insured is under no obligation to complete the Spousal Consent section of this form.

| am aware that my spouse, the Primary Insured named above, has designated someone other than me to be the
beneficiary of life insurance under the above policy. | hereby consent to such designation and waive any rights | may
have to the proceeds of such insurance under applicable community property laws. | understand that this consent and
waiver supersedes any prior spousal consent or waiver under the plan.

Spouse Signature: Date:
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CONDITIONS

» Unless otherwise expressly provided in this Designation of Beneficiary form, if any named beneficiary predeceases me, the
benefit proceeds shall be payable equally to the remaining named beneficiary or beneficiaries. If no named beneficiary survives
me, any sum becoming payable under said Policy(ies) by reason of my death shall be payable as prescribed in said Policy(ies).

« Ifthis Designation of Beneficiary provides for payment to a trustee under a trust agreement, Companion Life Insurance Company
shall not be obliged to inquire into the terms of the trust agreement and shall not be chargeable with knowledge of the terms
thereof. Payment to and receipt by the trustee shall fully discharge all liability of said Companion Life Insurance Company to the
extent of such payment.

« Ifyou live in one of the following community property states — Arizona, California, Idaho, Louisiana, Nevada, New Mexico, Texas,
Washington, or Wisconsin — your spouse may have a legal claim for a portion of the life insurance benefit under state law. If you
name someone other than your spouse as beneficiary, payment of the death benefit may be delayed until your spouse’s claim is
resolved. If you make the beneficiary someone other than your spouse, it may be a good idea to complete the spousal consent
section, which allows the spouse to waive his or her rights to any community property interest in the benefit.

INSTRUCTIONS

* Please use only black or blue ink to complete this form.

 If you make a mistake in completing this form, line out the erroneous information, add the correct information and initial the
correction. The printed material on this form should not be deleted or altered in any way.

* Inall cases, the relationship to the beneficiary should be included with the beneficiary designations.

« If beneficiary is to be contingent be sure to check the appropriate box. A Contingent Beneficiary will receive benefits only if the
Primary Beneficiary(ies) do not survive the insured. If naming more than one Contingent Beneficiary at 100% each, please indicate
1stcontingent, 2" contingent, 3 contingent, etc.

 If amarried woman is named beneficiary, her full legal name should be shown.
For example: Mary J. Smith, not Mrs. John J. Smith. Likewise, if this form is to be signed by a married woman, she should sign
her full legal name.

 Ifaminor child is named beneficiary, the date of birth must be given.

» When two or more beneficiaries are named, and they do not share the benefits equally, enter the percentage each beneficiary is to
receive on the form in the space provided. Dollars and cents should not be specified. When added together, the sum of the per-
centages going to the two or more named beneficiaries should not total more than 100%.

* If a trustee is named beneficiary, show the exact name of the trust, date of the trust agreement, and the name and address of the trustee.
For example: The John J. Smith Revocable Life Insurance Trust, dated January 1, 1994. John Smith Trustee,
123 Apple Lane, Hartford, CT 06006.
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation or health
status in our health plans, when we enroll members or provide benefits.

If you or someone you're assisting is disabled and needs interpretation assistance, help is available at the contact number posted
on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling one of the appropriate
numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a grievance by emailing
contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686 or the U.S. Department of Health and Human
Services, Office for Civil Rights at 1-800-368-1019 or 1-800-537-7697 (TDD).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene dereche a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183, (Spanish)

pEE SECEERBBMNHZ SHERFERIEATDVONE THEEFRXELIENSESIIERMA
B, AN—{I#ES, i 1-844-396-0188, (Chinese)

Néu quy vi, hodc 1a ngurdi ma quy vi dang gitp d&, cd nhitng cdu hoi gquan tdm vé churrong trinh sirc khde nay, quy
vj s& duoc gitp d& véi cac théng tin bing ngdn ngik cda quy vi mién phi. D& néi chuyén vdi mot thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

ol ZFE Pl A3t =T AT Z2 A E0l AT 1-844-396-0187= AT FHA L.
7iste] H & FEglc] ¥l 2 Eot= gt (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839. (Tagalog)

Ecnm y Bac wnam nuua, KOTOpomy Bbl MOMOraeTe, MMEerTCd BONpoCsl No Nosoay Bawero nnaHa meqyMUuMHCKOro
oficnymmeanma, To Bel umeeTe npaso Ha DecnaaTHoe NoayYeHWe MOMOLLM M MHQOPMAaLMK Ha PYCCKOM astike, [na
pPasroBopa C NepeBodqYrKom No3soHuTe no Tenedory 1-844-389-4840. (Russian)

-;ll.a_,il.-nll_gi-:ﬁ‘-w1dll‘- \_;T_y-n:l..“g_!j.:-.u Lilg-lﬁl-:rb& ;q.:..-qﬂ“LL:u:khJaW;‘i»dl n»‘n‘-l\.-.-ﬁdqimfll_sﬁ J]E,LLﬁLJLgL;l
(Arabic) 1-844-396-0189 = Jeadl an jie pa Saaldll S 40 (50 (o il 4y 5 5yl
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, Se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, San ou pa gen pou peye pou sa. Pou pale avek yon
entéprat, rele nan 1-844-398-6232. (French/Haitian Creole)

S vous, ou qualgu'un que vous étes en train d'aider, avez des questions 3 propos da ce plan medical, vous avez le
droit d'obtenir gratuitement de l'aide et des informations dans votre langue. Pour parler 3 un interpréte, appelez
le 1-844-396-0130. (French)

Jesli Ty lub osoba, ktdrej pomagasz, macie pytania odnosniz planu ubezpieczenia zdrowotnega, masz prawo do
uzyskania bezptatne] informacji i pomocy we wiasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se voce, ou alguém a quem voce esta ajudanda, tem perguntas sobre este plano de sadde, voce tem o direito de
obter ajuda e informagdo em seu idioma & sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.

(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo pianc sanitario, hai il diritto di ottenere aiuto
informazioni nellz tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.

(ltalian)

Hiat, FEEHBEAEHFESATLSIAN., CORERR ISOVWTIHEHENAZEVWELES, &
FENDEBTYFR—rERTEY., BBEAFLZYT I ENTEZET. HEIMMYFELA. BR
EREENDIBE. 1-844-396-0185 FTHBH (2 &LV, (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben 5ie das
Recht, kostenlose Hilfe und Informationen in threr Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte diz Nummer 1-844-396-0191 an. (German)

I_,._qul_._.‘__l waaldrs ol sl 3o TSI Re a0 i S s Saf oal 4 45 5333 Lo Lag %1
gLE sl 3 3eb 4 1y 345 glay 40 Oledbl 5 Laf 45 aa3l3 13 Gl E> saaal s 43iala

e

Jols palas 1-B44 3086233 o lad Ly Likl cpajyio Ly 3346 Giumn gl 4y - 445 € il 4y
(Persian-Farsi) . ...l

Ni da doodago t"44 hiida bikd ana nilwoigii dii Béeso Ach’3ih naa’niligi hi3"ida yi na” idit kidgo,
niha’ahoot’i” nihi ka’a’doo wolgo kowii ha’at"ishij bi na’idolkidiol doo bik’é azlaagod. Ata’ halne’e Ia”
bich’i” ha desdzih ninizingo, koji” béésh bee holne” 1-844-516-6328. (Navajo)

Vann du adda ebbah es du am helfa bisht, ennichi questions hend veyyich deah health plan, hend diah's
recht fa hilf un information greeya in eiyah aykni shprohch unni kosht. Fa shvetza mitt en interpreter,
roof deah nummah oh 1-833-584-1829. (Pennsylvania Dutch)
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