RELIASTAR

ReliaStar Life Insurance Company

Evidence of Insurability Instructions

1. This Evidence of Insurability (EOI) form showtieady have your Employer’s Name and the Group bar(s) preprinted on it. If
this is not the case, check with your Benefits @eregarding your plan’'s Group Number. We canmot@ss your request for
coverage without your Group Number.

2. If you are applying for Life coverage, your BétsePerson should indicate your current amourg ttial amount you are requesting
(including your current amount and any guaranteedumt, if applicable) and the amount that needsetmedically underwritten on
the EOI form or should give you instructions regagdvhat these amounts should Beyou have a question regarding the
amount that requires underwriting, please contact pur Benefits Person in your Human Resources Departemt.

IMPORTANT:

The“amount to be underwritten” is the dollar amount of coverage for which you ourydependents must shgnoof of good
health. This “underwritten” amount shouftbt include any coverage you or your dependents nmraga@y have in force through this
plan or any coverage that can be obtained thrduighptan without providing evidence of insurabilitif the amount to be
underwritten is incorrectly stated on your EOI fograu or your spouse may be asked to have an édaod profile or EKG that
might otherwise not be necessatyote: If there isno current coverage in force, std@® in that column. Current, total and
underwritten amounts need only be indicated onEl$ form for the family members who are applyiong €overage at this timdf
not applying, the amounts in these columns can beft blank.

3. Make sure that you give us aflthe requested information. Answer gliestions._Sign and date both sidéthe Evidence Form at
the bottom. Failure to do so may result in hawiagr Evidence Form returned to you for completiod avill definitely delay
processing time for your request.

4. Completeboth sidesof the Evidence Form.

5. Indicate thdull names andcomplete mailing addressesf the physicians listed. Attach an additionaedhif necessary. Complete
mailing addresses will greatly reduce processidgyde

6. Make and keep a copy of both sidesf the Evidence Form for_yourrecords.

7. Read the “ReliaStar Life Insurance Company lasce Information Practices Notice” (on the othdesif these instructions) and
keep it for your reference.

8. After completing your Evidence ForfoJlow the instructions given to you by your Benets Person They may request that you
return your completed Evidence Form to your HR d@pent or send it to your plan’s Third Party Adnsinator, if applicable, or
mail your Evidence Form directly to ReliaStar at #udress on thep right corner of the Evidence of Insurability Form.

9. For general questions regarding completingfthi® or for checking the status of your underwgtwnce the EOI form has been
submitted to ReliaStar, please call Special Undéngrat (612) 342-7262. Howevegrgu must contact your Benefits Department
if you have a question regarding amounts Special Underwriting does not have information@erning the amounts that should be
indicated on your EOI form.

Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer,submits an application or
files a claim containing a false or deceptive statgent is guilty of insurance fraud.
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ReliaStar Life Insurance Company
Insurance Information Practices Notice

We are pleased to provide you with information rdgay this Evidence Form. This information is pred to you in accordance with
legislation enacted in your state.

Our Underwriting Procedures

For certain types of coverage, we require proafarfd health to determine if you are eligible fag overage you requested. We review
all of the information in the Evidence Form, arfdyécessary, confirm or add to this informatiothia ways described in this notice.

Privacy and Information Practices

Collecting Information

Your Evidence Form is our main source of informatidut we may:

e Ask you to have a physical exam, an EKG and/ooadbrofile, etc.

» Ask physicians, hospitals, or other health careviders to confirm or add to the information you dajiven us. The types of
information we may ask for are described on thé@nigation form you will be asked to sign. If yaant a copy of this form, it will
be given to you for your records.

e Obtain information from the Medical Information Bau (MIB). See “Notice Regarding MIB, Inc.” below.

» Seek information from other companies you haveiagpb for insurance.

» Ask you for additional information through use oivatten request called an Amendment.

Information Use
We will use the information only for business pwses arising from the relationship you have with us.

Information Maintenance and Disclosure

We treat the information we have about you as dentfiial. The authorization form that you have bagked to complete will permit us to
send the information to our affiliates and to MtBir reinsurers, employees, contractors, or othgarazations that process transactions
concerning coverage you have with ReliaStar Lifgaffiliates, and to other life insurance comparto whom you may apply for life or
health insurance or to whom a claim for benefity ima submitted. In certain circumstances, therinédion we have about you may be
disclosed to third parties without your specificrpission.

Access to Information
If you request it in writing, we will send you apmpof the relevant information we obtain about yo@onnection with your request for
coverage. Medical information, however, will onlg Bisclosed through the attending licensed physicia

If you feel that any of the information in our file not correct or is incomplete, we will review if we agree with you, we will make the
corrections. If we do not agree with you, you misyd short statement of dispute with us. Yourestant will be included any time we
disclose this information to anyone.

We will not send you information we collect in expation of or in connection with any claim or ciait criminal proceeding.

Notice Regarding MIB, Inc. (Medical Information Bur eau)

We or our reinsurers may make brief reports to MiBe reports will include the factors that affdet insurability of any person for
whom coverage is being requested. MIB is a nonpoofjanization of life insurance companies. It @pes an information exchange for
its members. If you apply to some other member @myfor life or health coverage, or send in a climbenefits, MIB may supply that
company with any information in its file. If youlgdMIB will arrange to disclose to you the inforrmat it has about you in its file. If you
guestion the accuracy of the information in MIBile fyou may contact MIB and ask them to correeisiprovided in the Fair Credit
Reporting Act. The address of MIB'’s informationio is Post Office Box 105, Essex Station, BosMA,02112. MIB’s phone number
is (617) 426-3660. We may also release informatiaour files to other life insurance companies twwm you may apply for life or
health insurance or to whom a claim for benefity ima submitted.
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Evidence of Insurability RELIASTAR

ReliaStar Life Insurance Company
P.O. Box 20, Route 7812, Minneapolis, Minnesota 55440

ALL INFORMATION IN THE BOLD BOXES MUST BE COMPLETED. FOR QUESTIONS REGARDING PROPER
AMOUNT TO BE UNDERWRITTEN, CONTACT YOUR HR BENEFITS PERSON. Please type or print in ball point pen.

Employee’s Social Security Number | Employee’s NameRlease Print) Employee’s Date of Birth Employee’s Sex
Last First Middle
e e _ / / M or F
Group Number | Acct. No. | Name of Employer Hire Date (Full-time) | Employee’s Job Title | Annual Salary
29582-5 1 Independent School District #16—Spring Lake Park / /

For life coverages: Enter tldollar amount of current coverage (including any guargh&mount, if applicable), the totdllar amount desired and thiellar amount of

thedifference between the total amount desired and the currantiat which requireproof of good healthat this time (i.e. needs to beedically underwritten).
Current Amount Total Amount Desired Amount to be Underwritten

Employee: [[] Supplemental Life $ $ $

Employee: [] Long Term Disability Monthly Salary = $

This EOI submitted due to: [] Initial Enrollment ] New Hire [ Late Entrant [ Increase [] Other — Explain:

Employee’s Home AddresPlease Print)

Complete Street Address (Include Apt. #,BRQ #, RR#, etc.) City State Zip Code
Employee Home Phone #: | Employee Work Phone #: Name and phone number of the Benefits person ikithean Resources Department:
€ ) € ) Ext. Name: Stacey Sovine Ph. N&@-785-5916

Now, complete all of the following information:

List below only the names of persombo must show proof of good health for coverage thaeeds to be underwritten as indicated
above. NOTE:If you are requesting coverage for a step-child ohild over age 18, please check with your Bemg#irson to make
sure the child would qualify as an eligible Depantdender the contract terms of this plan.

Names of persons to ederwritten at this time. Relationship | Birthdate Present Present Regular physician(s) - provide name and
Please print full name. to employee (mo., dy., yr.) Height Weight completemailing address
(Last) (First) (ft.) (in.) [ (pounds)

Employee SELF

Spouse

Child

Child

Child

IMPORTANT! Please carefully read the next section. Then sigmd date below.

| request the coverage indicated above on thisdenid Form under the Group Plan(s) sponsored bympidyer and authorize the required
deduction, if any, from my wages. | declare tlabf the statements and answershoth sides of this Evidence Form aremplete and trueto

the best of my knowledge and belief. | agree they shall be the basis for issuance of coveragerumgt Employer’s Group Plan(s). | realize
that any representation or omission regarding thegmce of any pre-existing impairments and/oradise may result in the requested coverage
or benefits provided by such coverage being coadestunderstand that any claim incurred priothi® approval of this Evidence Form by
ReliaStar Life Insurance Company’s Home Office witt be validl certify that | have a copy of both sides of thi€vidence Form to keep

for my records.

Date Employee’s Signatureéquired)

*COMPLETE ALL MEDICAL INFORMATION ON BACKSIDE*
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NOTE: Answer Questions #1-6 below ordg they pertain to the person(s) requesting cgedka THIS TIME.

The applicant does not have to disclose an HIV @Ndrus) test which was administered: (1) to ananal offender or crime victim as a
result of a crime that was reported to the pol{2¢to a patient who received the services of esrarg medical services performed at a
hospital or medical care facility; (3) to emergenogdical personnel who were tested as a resukrdépning emergency medical
services. Refer to the Medical Authorization fa bottom of this application) for a definition“&mergency Medical Personnel.”

For each “yes” answer, state information belowegBe attach a separate sheet if additional spaweded.)

1. OYes [ONo Has any person requesting coverage ever hbdeor treated for any of the following? Lung disordsthma; high
blood pressure; heart trouble; nervous disordegr lor stomach disorder; kidney or urinary disordisbetes;
arthritis; cancer; high triglycerides/choleste@tohol/chemical abuse; depression; or any physiesital
impairment.

2. 0Yes [ONo In the last three years, has any person reggestverage had or been treated for any of tHeviahg? Ulcer;
back/neck trouble; eye or ear impairment; ear tides; any disorder or disease of the breastspdemtive
system or prostate; carpal tunnel syndrome; knsardiér, infertility or memory/concentration probkem

3. 0Yes [ONo Has any person requesting coverage consulpdysician, received surgical or medical care oetgprescribed
medication for any condition during the past 12 ther{including current treatment)?

4. OYes [ONo Has any person requesting coverage had ortbkhy a member of the medical profession withia past 24
months that they have an immune disorder?

5.0 Yes [ONo Has any person requesting coverage been psdyidaclined by ReliaStar Life or any other inswagompany?

6. O Yes [ONo Is any person requesting coverage currentlgnast? Expected due date:

Q # | Name of family member Condition/illness/injury-typetreatment Date of Physician’s name and complete mailing address
Treatment | (include your medical or clinic ID number if any)

Authorization and Acknowledgment -- Please read and sign below.

For underwriting and claims purposes, | giveparmission to: Any physician or other medicalgbitéoner, hospital, clinic, other
medical or medically related facility, insurancereinsurance company, Medical Information BurealBMInc., or employer to give
ReliaStar Life Insurance Company (ReliaStar Life)t® authorized representative (including any comsr reporting agency) acting on its
behalf ALL INFORMATION on my behalf (except as litad below), including findings on medical care, @sgtric or psychological
care or examination, surgery or any non-medicarmation as they apply to me, my spouse or anyyotidren who are to be covered.
| give my permission to ReliaStar Life to get coms&u or investigative consumer reports about theegaensons.

| give my permission to ReliaStar Life to gaty and all such information for the purposes desdrin this form. | specifically
consent to the redisclosure of such informatiosetgorth in this form. | know that my medical oeds, including any alcohol or drug
abuse information, may be protected by Federal Régos -- 42CFR Part 2. | may revoke this autretion as it applies to any
information protected by this Federal Regulatioarat time, but not to the extent action has bekertan reliance on it.

I understand all or part of the informatiortaibed by this authorization may be communicatdd/éen ReliaStar Life and its affiliates
and may be sent to MIB, Inc. This information niieeymade available to any ReliaStar Life affiliagnsurer, employee, or contractor
who processes transactions that concern any cavéragy have requested or have with ReliaStar diifés affiliates.

| understand that my additional written conseitl be required before any information descritasbve is given, sold, transferred, or,
in any way, relayed to another party not previosgligcified (unless otherwise provided by law). adlglitional consent must be provided
on a form that states the new use of the informatiowhy another party needs it.

I know that | have the right to get a copytto$ form. A photocopy of this form will be as idhbs the original. As it relates to the
incontestability clause, this form will be validrfdé6 months from the date shown below or for twargdrom the date coverage is made
effective, whichever is earlier.

| acknowledge that | have been given ReliaBifats Insurance Information Practices Notice a&fatice Regarding MIB, Inc. (on
back of the Evidence of Insurability Instructions).
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This authorization excludes the release of informmeabout HIV (AIDS Virus) tests which were admieised (1) to a criminal offender or
crime victim as a result of a crime that was regattb the police; (2) to a patient who receivedsvices of emergency medical services
personnel at the hospital or medical care faci(i®y;to emergency medical personnel who were testeadresult of performing emergency
medical services. The term “emergency medicalgrersl” includes individuals employed to provide-@spital emergency services,
licensed police officers, firefighters, paramed&siergency medical technicians, licensed nursesyeesquad personnel, or other
individuals who serve as volunteers of an ambulaeceice who provide emergency medical servicaésiectab personnel, correctional
guards, including security guards at the Minnesetaurity hospital, who experience a significantasype to an inmate who is transported
to a facility for emergency medical care, and othensons who render emergency care or assistatioe stene of an emergency, or
while an injured person is being transported t@irezmedical care and who would qualify for immynihder the good samaritan law.

Date Employee’s Signaturegquired)

Date Spouse’s Signaturéf @pplying) Spouse’s Soc. Sec. if &pplying)
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6.

EOI INSTRUCTIONS FOR BENEFITS PERSON
Enclosed is a master copy of the Evidence of IisliaForm (EOI) for your plan.

If you are not a new ReliaStar client, this EOInfimeplacesany version of the EOI form you may currently haveasealestroy
any older EOI version that hakl6rthwestern National Life” printed at the top as well as any newer verstuwsng “ReliaStar”
at the top.The enclosed EOI form is the correct and the onlyearsion of the EOI form that your plan should use, wether
you are a new ReliaStar client or an existing cliegn If you have any question or problem regarding BOI form, please
contact your ReliaStar Client Rep.

Using the master copy, please make copies of ttiedfOl form as needed.
There are 5 pages to the entire EOI form.
Page 1: Evidence of Insurability Instructions
Page 2: ReliaStar Life Insurance Company Insurémfoemation Practices Notice
Page 3: First page of EOI form
Page 4: Second page of EOI form (Medical Quesfions
Page 5: Third page of EOI form (Authorization)

Copying instructions:
To be in compliance, make sure that each employeetg all five pages regarding this EOI form.

IMPORTANT :

Stating the correct amount to be underwritten @nBBI form isextremely important. For this reason, we strongly sugdesst the
proper amounts be put on the EOI fdwafore it is given to the employee to complete or thatdbmpleted EOI form beturned to
you before it is submitted to ReliaStar so you canerske the amounts are correct. Otherwise, yot ctely instruct each
employee as to the correct amount to be underwritte If no instructions are given to the employee regaydhe amounts, the
amounts they indicate on the EOI form will oftenva®ng, resulting in processing delays and unnescgsmderwriting requirements
being requested of them and/or their dependents.

THE AMOUNT THAT NEEDS TO BE UNDERWRITTEN shouldnot include any coverage the applicant already hégroe
through your plan or is grandfathered for or carwvgthout showing proof of good health (such agaifir plan has Gl coverage or Sl
coverage or the employee can increase a certainrgroo multiple of salary during the enrolimentipdr etc.). Also, the amount
indicated on the EOI form should always be stateddollar amount, not as a multiple of salary such as “2Xgain, theamount

to be underwritten should only be the amount for wich the applicant must show proof of good health athis time.

Example: (Please refer to your plan document for qur plan's specific Gl or S| parameters.)
An employee makes $50,000 a year and requestalafal X salary during the enroliment. He has B¥asy currently in force.
If he can increase his coverage by 1X salary dufiegenrollment period without proof of good healtts EOI form should
indicate: Current Inforce Amount  Total Amowesired Amount to be Underwritten
$100,000 $200,000 $100,000
Note: The current amount is what the individualalready has plus what they can get withoubeing underwritten. The
amount to be underwritten is the differace between the total amount desired and the currentraount.

Instruct employees to return their completed E@hs to you or instruct them to send their EQhfe directly to ReliaStar or to your
Third Party Administrator, if applicable. Regarsiieof the procedure you instruct your employedsltow, the completed EOI
forms should ultimately be sent to ReliaStar fargessing at the following address:

For Self-Administered Plans For Home Office Administered Plans
ReliaStar Life Insurance Company ReliaStar Lifeurance Company
P.O. Box 20 P.O. Box 20

Route 7812 Route 6971

Minneapolis, MN 55440 Minneapolis, MN 55440

IMPORTANT : INSTRUCT THE EMPLOYEE TO MAKE AND KEEP A COPY OF TH E COMPLETED EVIDENCE OF

INSURABILITY FORM FOR THEIR RECORDS.



