GROUP BENEFIT
SOLUTIONS
Offered by Life Insurance Company of North America

Employee-Paid
TERM LIFE and ACCIDENTAL DEATH & DISMEMBERMENT INSURANCE

Summary of Benefits Prepared for: Marion County
Class 01

Eligibility:
All active, Employees of the Employer including Elected Officials reqularly working a minimum of 50 hours full-time equivalent per week, as defined by
our Employer, excluding temporary or seasonal EmpIOﬁees.
ployee: You will be eligible for coverage the first of the month on or after 30 days of active service.
Sﬁouse*: Is eligible as long as you apply for and are approved for coverage yourself.
Child(ren): Birth to age 23, or age 25 if a full-time student, as long as you apply for and are approved for coverage yourself.

*Domestic Partner is defined in the Group Policy. For purposes of this brochure, wherever the term Spouse appears, it shall also include Domestic
Partner registered under any state which legally recognizes Domestic Partnerships or Civil Unions. Additional information is available from your Benefit
Services Representative.

Available Coverage: You, your spouse, and children will receive equal amounts of Term Life and
Accidental Death and Dismemberment insurance.

Benefit Amount Maximum Guaranteed Issue Amount
Employee Units of $10,000 Lesser of 6 times salary or $300,000  $50,000
Spouse Units of $10,000 $300,000 not to exceed 100% of the ~ $10,000
employees benefit
Children $2,000, $5,000 or $10,000 $10,000 All amounts

You, and your spouse will receive the same amount of Voluntary Accidental Death and Dismemberment insurance under Policy 0K 966319,
underwritten by Life Insurance Company of North America.

Guaranteed Issue means that you may be able to purchase coverage without medical exams or health questions. See “Guaranteed Issue” below for
more information.

AD&D Benefit Details:

If, within 365 days of a Covered Accident, bodily injuries result in: We'll pay this % of the Benefit Amount:
Loss of life; Quadriplegia; Loss of two or more hands or feet; Loss of sight in both eyes; or Loss of 100%

speech and hearing (both ears)

Paraplegia 75%

Hemiplegia; Loss of one hand, one foot, sight in one eye, speech, or hearing in both ears; or 50%

Severance and Reattachment of one hand or foot

Uniplegia; Loss of all four fingers of the same hand; or Loss of thumb and index finger of the same 25%

hand

Loss of all toes of the same foot 20%

For Comas — You will receive 1% of the full benefit amount each month, for up to a maximum of 11 months, if you or an insured family member are in
2 cl?rkw)wa ford30 days or more as a result of a Covered Accident. If the covered person is still in a coma after 11 months, or dies, the full benefit amount

will be paid.

Additional AD&D Features:

ForWearing a Seatbelt & Protection by an Airbag — You will receive an additional 100% benefit but not more than $50,000 if the covered person dies
in a covered automobile accident and law enforcement-certified to be wearing a seatbelt or approved child restraint. We will increase the benefit by an
additional 5% but not more than $10,000 if the insured person was also positioned in a seat protected by a properly-functioning and properly deployed
Supplemental Restraint System (Airba?).
For Exposure & Disappearance — Benefits are payable if you or an insured family member suffer a covered loss due to unavoidable exposure to the
elements as a result of a Covered Accident. If your or an insured family member's body is not found within one year of the disappearance, wrecking or
sinking of the conveyance in which you or an insured family member were riding, on a trip otherwise covered, it will be presumed that you sustained
loss of life as a result of a Covered Accident.

For Furthering Education — If you die in a covered accident, we will pay an extra benefit for each insured child who enrolls in a school of higher leaming
within one year of your death. We will increase your benefit by 3% or $3,000, whichever is less, for each qualifying child, each year for 4 consecutive
years as long as your child continues his/her education.

If there is no qualifying child, we will pay an additional $1,000 to your beneficiary.



Additional AD&D Features — continued
For Child Care Expenses — If you die as a result of a covered accident, we will pay a benefit for a surviving child under 13 who is enrolled in a licensed
child care center at the time of the accident or within 90 days afterwards. This benefit is 3% of your benefit amount per year, but not more than $3,000
per }fearfor 4 years or until the child turns 13, whichever occurs first, for each covered child.
For Training for Your Spouse — If you die from a covered accident, your spouse will receive educational reimbursement if he or she enrolls, within 3
years of your death, in an accredited school to gain skills needed for employment. We will pay the actual cost of the education or training program to
3% of your benefit amount, not exceeding $3,000.
Conversion — If group accident coverage ends (except due to nonpayment of premium), your employment is terminated, membership in an eligible
class is terminated, or insurance coverage is reduced based on attained age, you can convert to an individual non-term policy. To convert, you must
apply for the conversion policy and pay the first premium payment within 31 days after your group coverage ends. Dependents may convert their
coverage as well if applicable. Premiums may change at this time, and terms of coverage will be subject to change. You can also convert to an
individual policy of up to $10,000 if you have been insured for at least 5 years and the policy is terminated or amended, provided coverage is not
éep|a|ced and you are not covered under a different conversion policy issued by Life Insurance Company of North America. Refer to your certificate for
etails.

Additional Term Life Features:

Continuation of Disability — If your active service ends due to disability, at age 60 or over, your life insurance coverage will continue while you are
disabled. Benefits will remain in force until the earliest of: the date you are no longer disabled, the date the policy terminates, the date you are Disabled
for 9 consecutive months, or the day after the last period for which premiums are paid. You are considered disabled if, because of injury or sickness, you
are unable to perform all the material duties of your Regular Occupation, or you are receiving disability benefits under your Employer’s plan.

Extended Death Benefit with Waiver of Premium — The extended death benefit continues your coverage without payment of premium, before you're
eligible to qualify for Waiver of Premium, if you are continuously Disabled for 9 months prior to age 60. “Disabled” means, because of injury or sickness,
you are unable to perform all the material duties of your regular occupation, or you are receiving disability benefits under a program sponsored by your
Employer. Reqular Occupation means the occupation you routinely performed at the time your Disability began. We/the insurance company will
consider the duties of your occupation as those that are normally performed in the general ébor market in the national economy. Ifyou qualify for this
benefit and have insured your spouse or children, the insurance company will also extend their coverage if applicable.

Waiver of Premium — If you become Disabled prior to age 60, and you remain Disabled continuously for a 9 month period and thereafter, you won't
need to pay premiums for your life insurance coverage, provided we/the Insurance Company determine(s) you are Disabled. “Disabled” for this
coverage means, because of injury or sickness, you are unable to perform the material duties of your reqular occupation, or are receiving disability
benefits under a program sponsored by your employer, for the first 12 months after your Disability began. Thereafter, you must be unable to perform
the material duties of any occupation that you are or may reasonably become qualified based on your education, training or experience. If you qualify
for this coverage and have insured your spouse or children, the insurance company will also waive their premium if applicable.

Accelerated Death Benefit — Terminal lllness — if two unaffiliated doctors diagnose you or your spouse as terminally ill while the coverage is active, with
a life expectancy of 12 months or less, the benefit for Terminal Iliness provides up to:

Employee: 50% of your Term Life Insurance coverage amount or $150,000, whichever is less.

Spouse: 50% of your Term Life Insurance coverage amount or $150,000, whichever is less.

Portability — If your employment i terminated, you can continue your life insurance on a direct-bill basis. Premiums will increase at this time. Coverage
can be continued to age 70, unless the insurance company terminates portability for all insured persons. Refer to your certificate for details.
Conversion — To convert, you must apply for the conversion policy and pay the first premium payment within 31 days after your group coverage ends.

Employee’s Monthly Cost of Coverage:
Employee Cost Per Spouse Cost Per
$1,000 $1,000
Non-Smoker Smoker Non-Smoker Smoker Non-Smoker Smoker Non-Smoker Smoker

0-19 50.146 $0.192 50.146 $0.192 60-64  $1.130 $1.610 $1.130 $1.610
20-24  50.146 $0.192 50.146 $0.192 65-69  $2.116 $2.938 §2.116 $2.938
25-29  $0.146 $0.192 50.146 $0.192 70-74  $3.761 $5.056 $3.761 $5.056
30-34  $0.151 $0.207 $0.1571 $0.207 7579 $5.605 §7.268 $5.605 $7.268
3539 %0179 50.246 $0.179 50.246 80-84  $10.306 $12.867 $10.306 $12.867
40-44  50.254 50.360 $0.254 50.360 85-89  $10.306 $12.867 $10.306 $12.867
45-49  $0.400 $0.570 $0.400 $0.570 90-94  $25.939 $32.409 $25.939 $32.409
50-54  $0.584 50.846 50.584 50.846 95-99  $25.939 $32.409 $25.939 $32.409
5559 $0.957 $1.360 $0.957 $1.360

Child Cost Per $1,000 = $0.200
Actual per pay period premiums may differ slightly due to rounding. All spouse rates are based on employee age. Rates vary by age and may be
subject to change in the future. Benefits will reduce based on age (see Benefits Reduction Schedule for details).

How to Calculate Your Monthly Cost:

Step 1: Use the chart above to find your Monthly rate based on your age as of your effective date.

Step 2: Multiply this rate by your desired coverage amount, in units. Reference the table above to find the appropriate unit amounts for employee
and/or dependents.

Step 3: The resultis the Monthly cost.

Employee Cost Per Spouse Cost Per
$1,000 $1,000




Important Definitions and Policy Provisions:

When Your Coverage Begins and Ends — Coverage becomes effective on the later of the program’s effective date, the date you become eligible, the date
your enrollment elections are received if applicable, or the date you authorize any necessary payroll deductions if applicable. Your coverage will not
begin unless you are actively at work on the effective date. Dependent coverage, if applicable, will not begin for any spouse or child who on the
effective date is an inpatient in a facility or is home confined and under the care of a physician. Coverage will end on the earliest of the date you are
eligible for coverage under a plan intended to replace this coverage, you or your dependents if applicable, are no longer eligible, the group policy is no
longer in force, or required premiums are not paid.

Term Life Benefit Reductions, Exclusions and Limitations:

Benefit Reduction Schedule - If you are still employed, your benefits and your spouse’s benefits will reduce to 65% at age 70 and 50% at age 75.
Spouse reductions are based on spouse age.

Exdlusions - Voluntary life insurance will not be paid if you commit suicide, while sane or insane, within the first two years of coverage.

Limitations - The Accelerated Death Benefit is payable only once. Using this benefit reduces the life insurance death benefit. The amount payable under
the Accelerated Death Benefit may be reduced by the amount of other benefits already paid to the insured under the policy. See your certificate for
details. ® Benefits will be extended without premium payment until the earlier of the date you are no longer disabled, or the date you fail to qualify for
Waiver of Premium or fail to provide proof of Disability. - After premiums have been waived for 12 months, they will be waived for future periods of 12
months if you remain Disabled. This benefit will remain active until age 70 subject to proof of continuing disability each year.

Exclusions and Limitations

Exclusions - Self-inflicted injuries or suicide while sane or insane ® commission or attempt to commit a felony or an assault ® any act of war, declared
or undeclared  any active participation in a riot, insurrection or terrorist act ® bungee jumping ® parachuting ® skydiving ® parasailing ® hang-
gliding  sickness, disease, bodily or mental infirmity, bacterial or viral infection or medical or surgical treatment thereof, except for any bacterial
infection resulting from an accidental external cut or wound or accidental ingestion of contaminated food voluntarily using any drug, narcotic, poison,
gas or fumes except one prescribed by a licensed physician and taken as prescribed ® operating any type of vehicle while under the influence of alcohol
or any drug, narcotic or other intoxicant including any prescribed drug for which the covered person has been provided a written warning against
operating a vehicle while taking it ® a Covered Accident that occurs while the covered person is engaged in the activities of active duty service in the
military, navy or air force of any country or international organization (this does not include Reserve or National Guard training, unless it extends beyond
31 days)  traveling in an aircraft that is owned, leased or controlled by the sponsoring organization or any of its subsidiaries or affiliates ® air travel,
except as a passenger on a regularly scheduled commercial airline or in an aircraft being used by the Air Mobility Command or its foreign equivalent ®
flight in, boarding or alighting from an Aircraft or any craft designed to fly above the Earth’s surface being flown by the covered person or in which the
covered person is a member of the crew.

Limitations — For multiple covered losses, benefits are paid for the single largest benefit available. For loss of life, the benefit amount shown will be
reduced by the amount of any dismemberment benefits that were previously paid or payable.

Guaranteed Issue for Term Life Insurance Coverage:

Ifyou are a new hire and you apply within 31 days after you are eligible to elect coverage for yourself, you are entitled to choose any coverage offered
up to the Guaranteed Issue Amount, without providing proof of good health. If you apply for an amount of coverage greater than the Guaranteed Issue
Amount, coverage in excess of the Guaranteed Issue Amount will not be issued until the insurance company approves acceptable proof of good health.
Ifyou apply for coverage for yourself more than 31 days from the date you become eligible to elect coverage under this plan, the Guaranteed Issue
Amount will not apply, unless Guaranteed Issue has been approved by your employer for a specific period of time. Coverage will not be issued until the
insurance company approves acceptable proof of good health.

These are summarized definitions only. To be eligible for coverage, the covered illness or event must meet the definitions and other terms and
conditions set forth in the group policy.

THIS POLICY PROVIDES LIMITED COVERAGE. IT PAYS A FIXED BENEFIT AND DOES NOT COVER MEDICAL EXPENSES AS INCURRED. THIS IS
NOT A SUBSTITUTE FOR COMPREHENSIVE OR MAJOR MEDICAL HEALTH INSURANCE. THIS COVERAGE DOES NOT SATISFY THE
INDIVIDUAL MANDATE OF THE AFFORDABLE CARE ACT BECAUSE THE COVERAGE DOES NOT MEET THE REQUIREMENTS OF MINIMUM
ESSENTIAL COVERAGE.

Terms and conditions of coverage for Term Life insurance are set forth in Group Policy No. FLX 964730. Terms and conditions of coverage for Accidental Death and
Dismemberment insurance are set forth in Group Policy No. OK 966319. This is not intended as a complete description of the insurance coverage offered. This is not a
contract. Complete coverage details, including premiums, eligible conditions, their respective gayments and policy exclusions and limitations are contained in the
Policy. Please see your Plan Sponsor to obtain a copy of the Policy. If there are any differences between this summary and the group policy, the information in the
group policy takes precedence. Product availability, costs, benefits, riders, covered conditions and/or features may vary by state. Please keep this material as a
reference. Insurance coverage is issued on group policy form number: Policy Form TL-004700. Coverage is underwritten E;y Life Insurance Company, 51 Madison
Avenue New York, NY 10010.

Group insurance products are insured by Life Insurance Company of North America and New York Life Group Insurance Company of NY, affiliates of New York Life
Insurance Company. © 2021 New York Life Group Insurance Company, New York, NY. All Rights Reserved. NEW YORK LIFE and the New York Life box logo are
trademarks of New York Life Insurance Company.

(reated on 11/2021.
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INSURANCE APPLICATION

Life Insurance Company of North America (LINA) "o,

a Cigna Company (herein called the Insurance Company) 3Nrz
For info and customer service call 1-800-732-1603. »—-)(-m

o The applicant must sign and date this form. Ci gna.

o This form cannot be considered unless received within 30 days of the date it is dated.

Important: Please enter all dates in mm/dd/yyyy format.

EMPLOYER USE (MANDATORY DATA NEEDED): In order to process this application, the employer must complete this information.
EMPLOYER Marion County - Oregon

CLASS LOCATION/PAYCODE# DATE OF HIRE ANNUAL SALARY VERIFIED BY
REASON FOR REQUEST: [] NEW HIRE [ ] INITIAL ENROLLMENT EVENT [] ONGOING ENROLLMENT EVENT [ ] LATE ENTRANT

VOLUNTARY EMPLOYEE VOLUNTARY SPOUSE/DOMESTIC PARTNER

NEW COVERAGE (TOTAL)

CURRENT COVERAGE

GUARANTEED COVERAGE PORTION OF REQUESTED INCREASE

AMOUNT SUBJECT TO MEDICAL EVIDENCE

Please print (preferably in black ink).

EMPLOYEE SECTION
[0 Mr. [ Mrs. [ Ms. (Check One)
Employee Name Social Security # Birthdate
Address City State Zip
Work Phone Home Phone Employee ID # Sex: (1M [F

Have you smoked cigarettes in the last 12 months? Employee: [ ] Yes [ ] No Spouse/Domestic Partner: [ ] Yes [ ] No

Important: You must complete the medical questions in this application if you apply for life insurance: (1) as a newly hired employee your election exceeds
the Guaranteed Coverage Amount, or you are applying more than 31 days after you are eligible to elect benefits; (2) you were eligible under the prior plan and
enroll or increase your insurance amount(s) above the Guaranteed Coverage Amount.

COMPLETE IF ELECTING SPOUSE/DOMESTIC PARTNER COVERAGE

[ Iam currently married and my date of marriage is —or— [ Icurrently have an eligible Domestic Partner
Spouse or Name (First) (Last) Social Security #

Domestic .

Partner Info Birthdate Sex: O M OF

TERM LIFE INSURANCE — POLICY NO. FLX-964730

Applicant Decline Requested Amount Guaranteed Coverage Amount*
Eﬁigﬁ)mg-m d Employee = ] Number of $10,000 units $50.000
Coverayge Spouse/Domestic Partner [m} ' Number of $10,000 units 10,000

Child(ren) [} 7 $2,000 |7 $5,000 T5 $10,000 $10,000

* Guaranteed Coverage Amount is only available during nitial Enrollment and at such other times as identified and outlined in offering materials.
Amounts of insurance may be limited by state law.

ACCIDENT INSURANCE — POLICY NO. 0K-966319

Employee and Spouse/Domestic Partner — An amount equal to the Voluntary Life Insurance Benefit in effect under Policy Number

Benefit Amount FLX-964730, underwritten by Life Insurance Company of North America.

BENEFICIARY

To specify a beneficiary, complete the section below. You will be the beneficiary for your spouse and child(ren) unless you specify otherwise. When
specifying multiple beneficiaries, you must indicate the percentage of distribution for each. If there is not enough room to specify all beneficiaries, attach, sign
and date a separate sheet of paper using the format below.

Insured Beneficiary Percentage Social Security # Date of Birth Relationship
Employee
(Life)
Employee
(Accident)
ACCEPTANCE/DECLINATION

I accept the insurance coverages elected above. If premiums are to be paid by payroll, I authorize my employer to deduct the necessary amounts from my
earnings. If I have not elected coverage, I understand that if I wish to participate at a later date, I may be required to furnish evidence of insurability at my own
expense and that coverage is subject to the insurance company's approval.

[."" Signature Date

Please Sign Here Important: You must also sign and date the Agreements and Authorization section.

Return application to your employer. Be sure to make a copy for your own records.
TL-009320 (OR)




Applicant’s Name Social Security #

IMPORTANT
Please complete each section that follows if it is needed.
Read the Agreements and Authorization. Sign and date the form in the space provided.

Complete the employee and spouse/domestic partner info in this section if you (i.e., the Employee) or your spouse are applying for Life Insurance that is greater
than the guaranteed amount or are applying for Life Insurance more than 31 days after you were eligible for the insurance.

Height and Weight Information

Employee Spouse/Domestic Partner
Height ft in Height ft in
Weight lbs Weight 1bs
PHYSICIAN SECTION
Employee Physician
Name Phone No.
Street Address City State Zip

Spouse/Partner Physician
Name Phone No.

Street Address City State Zip

| Please indicate your answers for each question by checking the Yes or No box for the question.

| SECTION A

Within the last 5 years has the proposed insured been:
o diagnosed with any of the conditions shown in items A through J below,
o told by a medical professional he/she has or may have any of the conditions shown in items A through J below,
e or been treated by a medical professional for any of the conditions shown in items A through J below?

Employee | Spouse/DP
Yes No | Yes No
A.  High blood pressure, heart attack, chest pain or Angina, a heart murmur, poor circulation or any other condition affecting
the heart or circulatory system? a a|a a
B. Diabetes, glandular condition, Hepatitis, or any condition affecting the esophagus, stomach, intestines, liver or pancreas? a ala a
C.  Asthma, Chronic Bronchitis, Emphysema, or any other condition affecting the lungs or respiratory tract? Qa g a a
D. Any condition affecting the kidneys, urinary tract, prostate gland or reproductive system? a aa a
E. HIV infection, AIDS, or any other condition affecting the immune system or lymph nodes? a g a a
F.  Stroke, Transient Ischemic Attack (TIA), Alzheimer’s disease, paralysis, Epilepsy, fainting, seizures, headaches, or other
condition affecting the nervous system? a a|a a
G.  Anemia or any other condition affecting the blood, Lupus, Arthritis, deformity or loss of limb? a g a a
H. Anxiety, Depression, Bipolar Disorder, or any other mental disorder or condition? d [ | 4
I Cancer, Tumor, Leukemia, Hodgkin's Disease, Polyps or Mole? a ala a
J.  Alcohol or drug abuse or dependency? a ala a

| SECTION B

Within the last 5 years has the proposed insured:

A.  Had a Driving While Intoxicated (DWI), Driving Under the Influence (DUI) or Operating Under the Influence (OUI)
conviction?

B. Smoked cigarettes: a a
1. For how many years has the proposed insured smoked?
2. Approximately how many cigarettes are, or were, smoked on average per day?
3. If cigarette smoking has been discontinued, when (month and year) did the proposed insured quit smoking?

C.  Used any controlled or illegal drug or other substance? a ala a

D. Been seen for, or been advised to have sought treatment for, observation and/or consultation for surgery, medical
examination, and/or tests, such as blood, urine, X-rays, electrocardiograms, scans, biopsies, or any medical tests/exams not
listed here or above, other than normal routine physical exams? a |/ a a

E.  Used any medication prescribed by a physician or other medical practitioner, or used any form of alternative and
complementary medical treatment or remedy, including herbs or acupuncture?

F.  Been seen, sought treatment for, consulted, advised they had and/or received any medical advice from a health care
practitioner for any disease, disorder and/or medical impairment not listed above? a | a a

U
U
U 0O
U D

U
U
(]
U

Use the space below to explain "Yes" answers. If more space is needed, use a new page. Sign and date it. Attach it to this form.

Name of Employee/Spouse/Domestic Partner | Medical Condition | Date Occurred | Duration/Treatment Received Current Status

Caution: Any person who, knowingly and with intent to defraud any insurance company or other person: (1) files an
application for insurance or statement of claim containing any materially false information; or (2) conceals for the purpose
of misleading, information concerning any fact material thereto, commits a fraudulent insurance act.

| Important: You must also sign and date the Agreements and Authorization section.

Fold and staple this page to conceal health questions.
Return application to your employer. Be sure to make a copy for your own records.

TL-009320 (OR)



Applicant’s Name Social Security #

4 ¢ ¢ AGREEMENTS AND AUTHORIZATION ¢ ¢ ¢

To the best of my knowledge and belief all written, telephonic and electronic info I gave is true and complete. I understand that my insurance will not go into
effect unless I am actively at work on the effective date. I also understand that coverage for each of my dependents will not go into effect unless the person is not
confined in a hospital or institution, or receiving certain medical treatment. The conditions for the requested insurance to be effective are described in the policy
and certificate. The approval of this request by the Insurance Company is one of those conditions. I understand and agree that:

(1) This request will be a part of the policy that provides the insurance.

(2) Tmay need to provide more medical info.

(3) Tmay need to take medical tests and report the results to the Insurance Company.

(4) I must report any change in my health that happens before the insurance is effective.

(5) Requested insurance will not be effective for a person if the person does not meet the underwriting requirements on the date insurance is to be effective.

Authorization. I permit any hospital, clinic, health care practitioner, pharmacy, benefit manager, employer, insurance company, the Medical Information
Bureau (MIB) or any other person or organization having info about the health, medical history, physical or mental condition, diagnosis or treatment,
employment or income, or motor vehicle driving record, of me to disclose to the Insurance Company or its authorized agent, any such info, for the purpose of
underwriting this application for insurance or administering any claim under any insurance which is approved. This authorization is valid for 30 months from the
date below. I accept that a copy of this Authorization is as valid as the original.

I understand that I and/or my authorized agent have the right to receive a copy of this authorization upon request.
I understand that the info will be used to assess my request for insurance.

I may revoke this authorization at any time in writing. Any such revocation will not: (1) change any action taken in reliance on the Authorization; and (2) change
the Insurance Company’s right to use the Authorization for contest of a claim or policy in accordance with applicable law.

I understand that info provided pursuant to this authorization may be disclosed by the recipient and is no longer subject to the protections of the Health
Insurance Portability and Accountability Act (HIPAA). (The Insurance Companies are subject to the Gramm-Leach-Bliley act and state privacy laws. They do not
disclose protected information except as permitted by those laws.)

-
Employee's Signature Month/Day/Year Spouse/Domestic Pariner’s Signature Month/Day/Year
Sign Here (If applying for insurance for your spouse/domestic partner)

Notice: Personal information may be collected from persons other than those proposed for coverage. Information may be disclosed to third parties without your
authorization as permitted by law. You have the right to access and correct all personal information collected. Additional information about the insurance
company’s privacy practices is available upon request.

TL-009320 (OR)
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