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VOLUNTARY SHORT TERM DISABILITY INSURANCE
SUMMARY OF BENEFITS

FOR THE EMPLOYEES OF COCONINO COMMUNITY COLLEGE

This summary provides a brief description of the short-term disability benefits available to all eligible
employees. This is not a Certificate of Coverage. Nothing contained herein will guarantee, waive or alter any
terms of any subsequently issued policy or plan. The provisions of such actually issued policy or plan will be
based on the insurance applied for by your employer and agreed upon by Union Security insurance
Company. Further, depending on the governing jurisdiction, the actual text of provisions and availability of
either the product or product feature(s) may differ from what is presented in this summary of benefits.

This policy or plan does not cover any disabilities caused by, contributed to by, or resulting from an
occupational sickness or injury. '

ELIGIBILITY

You are eligible for coverage !f you are a ful-time active.employee, you are working at least the.minimum ..
number of hours required under the plan, and you have satisfied any applicable waiting periods. When you
first become eligible for coverage; you can enroll for coverage within 30 days of the date you become eligible,
“subject any plan benéfit maximums. - If you do not apply W|th|n the 30 day penod evidence of insurability will
be required to enroll for any amount of coverage. ' e

BENEFIT AMOUNT

You may participate in the policy or plan under any one of the benefit levels outlined in the Rate Schedule,
provided the monthly disability benefit level you selected does not exceed 66 2/3 of your regular monthly
satary from your employer. lf, at any time, the monthly benefi t you have chosen exceeds 66 2/3 of your

. monthly salary, your benefit amount will be reduced to the highest benefit level for which you are eligible.

- ELIMINATION PERIOD
If you elect or apply for shor-term disability coverage, the following is your elimination period option:

7 days for injury, 7 days for sickness

DURATION OF PAYMENTS
If you elect or apply for short-term disability coverage, the following is your duration of payment option:

Short-term disability benefits are payable for up to 6 months for injury or sickness during a continuous
period of disability.
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DEDUCT!BLE SOURCES OF INCOME
The short-term disability benefit will not be reduced by income you receive from other sources.

PRE-EXISTING CONDITION LIMITATION

No benefits are payable for disabilities that commence within 12 months of your effective date that are
caused by, contributed by, or resulting from a pre-existing condition. A pre-existing condition means a
condition for which you received medical treatment, consuitation, care or services, including diagnostic
measures, or ook prescribed drugs or medicines for the disabling condition in the 12 months just prior to
your effeclive date.

Increases or additional coverage are also subject to the pre-existing condition limitation, as of the effective
date of the increase or additional coverage.

PORTABILITY
You may contintie coverage if your employment ends. Coverage can be continued at 50% of the monthly

benefit amount you are insured for at the time you ended employment. The maximum period of payment will.

be limited to one year. You may continue coverage until you reach the age of 65. You will be eligible to apply
for ported coverage if you have been covered under.the policy for 12 consecutive months beforeyour ..
“employment ends and met the eligibility requirements as outlined in your certificate of coverage. 7

DEFINITION OF DISABILITY

TOTAL DISABILITY
Benefits for Total Disability are paid if you are disabled and not working, or have returned to work and, due to
your disability, are earning less than 20% of pre-disability eamings.

PARTIAL DISABILITY
Partial Disability benefits are paid if you are working, but due to your disability, are earning at least 20% and
less than or equal to 80% of pre-disability earnings.

Depending on the benefit duration, income replacement for up to the first 12 months of a partial disability, in
the form of benefits under this plan, return-to-work earnings, and income from other sources, can equal up to
100% of pre-disability earnings. If the total from all of these sources exceeds 100% of pre-disability earnings,
the benefit will be reduced by the amount in excess of 100%. Thereafter, benefits for partially disabled
employees are reduced by 50% of return to work earnings.

TOTAL AND PARTIAL DISABILITIES
When determining eligibility for Total or Partial Disability benefits if school is not in session, your work

capacity is measured by determining whether you would be able to perform your work if school were in
session.

The loss of a professional or occupational license or certification does not, in itself, constitute disability.
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WAIVER OF PREMIUM
While you are receiving disability payments under this policy, your monthly-premium will be waived.

EVIDENCE OF INSURABILITY
+ Proof of good health will be required from all individuals if:
1. you are a iate applicant, which means you apply for coverage more than 30 days after the
date you are eligible for coverage or;
2. you voluntarily cancel coverage and are re-applying; or
3. you apply for a monthly benefit greater than the guarantee issue amount listed in the rate
schedule; or
4. you are increasing the amount of your coverage.

. You can increase your coverage amount by one benefit level increment at each policy anniversary
date without evidence of insurability as long as the increased amount does not exceed the maximum
issue amount or 66 2/3% of your monthly pre-disability salary.

. Increases or additional coverage will be subject to the pre-existing condition limitation.

EXCLUSIONS AND LIMITATIONS ' T T e e
- The policy does not cover any disabilities caused by, contributed to by or resulting from your: (a) partlmpatlon
in or attempting to commit a felony or working at aniftegal occupation; (b) intentionally seif-inflicted injuries;
(c) committing or attempting to commit suicide, regardless of mental capacity; (d) being legally intoxicated,
under the influence of any narcotic, unless the narcotic is taken under the direction of and as directed by a
doctor; {e) active participation in a riot; (f) pre-existing condition, as defined; {g) commission of a crime for
which you have been convicted under federal or state law; (h) elective surgery; (i) participation in or
contracting with the armed forces (including Coast Guard) of any country or international authority; (j) riding in
or driving any motor-driven vehicle in a race, stunt show, or speed fest; or while testing any vehicle on any ’
racecourse or speedway; (k) participating in any sporting event for pay or prize money; or (I) operating,
learning to operate, serving as a crew member on, or jumping from or falling from any aircraft, including those
which are not motor-driven; or {m) occupational sickness or injury.

In addition, the policy will not cover a disability due to war, declared or undeclared, or participation in any aét
of war; or for any period of disability during which you are incarcerated.
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Rate Schedule - Plan 1

COCONINO COMMUNITY COLLEGE

Schedule of Benefits and Rates

You may participate in the policy under any one of the benefit levels outlines below, provided the manthly
disability benefit level does not exceed 66 2/3% of your regular monthly salary at the time you apply. If at
any time the maximum monthly benefit level you have chosen exceeds 66 2/3% of your monthly salary,

we reserve the right to lower your monthly benefit level to the highest benefit level for which you are eligible.

Benefit Duration: 8 Months for Injury and Sickness
Guarantee Issue Amount: 2,000%

Monthly rates {12 annual deductions) for benefits beginning on the 8th day injury/ 8th day sickness

[Minimum Gross Annuall Maximum Monthly | , -
Salary Benefit ‘Monthly Premium .
$6480. - | . . $3O} - - %836 - -
$9,180 | T gs10] 31188 i )
$13,500 | $750 _ $18.94| -
$18,000 $1,000 $22.44
$21,600 $1,200 $26.84
$27,000 $1,500 $33.44
$30,600 $1,700 $38.38
$36,000 $2,000 $45.14
$40,500 $2,250 $50.78
$45,000 $2,500 $56.42
$49,500 $2,750 $62.06
$54,000 $3,000 $67.72

Proof of good health, subject to underwriting standards, is always required to be insured
at a benefit level greater than $2,000.

FEECHALYY PARTNRRS
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For information and service, please contact:

Ellie Brockhurst
Brockhurst & Associates
1212 E. Osborn, Suite 110
Phoenix, Arizona 85014

Toll-free: (800) 232-9642
Tel: (602) 263-9265
Fax: {(602) 263-0511
For claims service, please contact:
Disability Reinsurance Management Services
Claims office; One Riverfront Plaza
Westbrook, Maine 04092-9700
Tol-free: (866) 376-0478 T
- Fax: (207) 591-3776 '

For all other customer service inquiries, please coniact:

Administrative Systems, Inc.
Toll-free: (800) 877-2701

This Summary of Benefits is not complete without the Product Overview Brochure (form series FBIC-GRPDI-
EE) or (form series FBIC-GRPDI-FDH) and the Rate Schedule(s) (form series FBIC-GRPDI-RSA, FBIC-
GRPDI-RSB and FBIC-GRPDI-RSC), including state variations where used.

© 2003 Union Security Insurance Company
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 ASSURANT EMPLOYEE BENEFITS -
UNION SECURITY INSURANCE COMPANY (the “Co_mpainy”.)
Administrative Office: One Riverfront Plaza, Westbrook, ME 040929700
EMPLOYEE ENROLLMENT FORM FOR GROUP DISABILITY

This Area for Ageﬁt or Plan Administrator Use Only.

Group Number, Requested effective date of coverage: The first day of

Month __Year

To enroll, please type or print in dark ink and retum to your Agent or Employer, Keep a copy for your records. Any changes must be
initialed by the Applicant. : ) .

Last Name First Nama Midde | BrivDale | Gender Sodal Securty N,
, initial pawooryy | M
. F
Home Address :
Number/Steet - City " Slake Zip
' Home Phacne Number Employer Name Your Work Location/Site
{ ) :
Date of Hire Occupation Annual lncome § Your scheduled work hours per waek

Will the coverage applied for with this enroliment application: o
a. replace any existing disability income? {1 Yes ] No
b. be in addifion to any existing disability income? . . Flves {3 No

All applicants review the following guidelines and complete this section fo request coverage.

= Amounts must be efected according to the Rate Schedule provided.
= Depending on the amount of coverage you elect, you may be required fo complete the Health Questians.

Consult your agent for details conceming maximum amaunts of insurance and Evidence of insurability requirements

Short-Term Disability

Elimination Period

Max. Period of Payment

Number of Salary Deductions/Year

I authorize the Payroll Department to deduct the required pramium from my salary for the insurance coverage forwhich fam applying. These

authorized deductions may be mada at intervals mutually agreed upon by my employer and the Company, and are to be paid to the Carmpany

when dus. 1 unhderstand T am responsible for paying any premiurn due for which the Payrel Department cannot make a regularly scheduled

deduction. 1understand that in order to revoke this authorization, | must notify my Payroll Departrment in wrifing to cancet the premium deductions
. ard abide by any rules specified by the employer's benefit plan and/or by law,

The insurance applied for shall be in forea as of the date described in the cerfificate provided the Company approves my application without any
modifications as to the plan amount or premium, If the application is approved with any such medification, the Insurance shall nottake effect untl

the cerfificate has been delivered io and accepted by me and furthermore shall not take effect i there has been a change in the health of any person
to be insured as stated since the date of application.

Dated at: On:
City - State Month © Day Year

Signatura of Employee Printed Name of Employea
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Health Questions (For Employees Applying for Amounts of Insurance over the Guafanteed Issue LJmft, Enfoﬂing Lafe lncreas:ng
Covemge, or Enmﬂmg again after hawng Canceﬁed Covemge}

Last Name

_ First Name

I Mid.dle Tratal

Social Security No.

Please answer the fol!owmg queshons

If you answer “YES'

to any questions, please prowde details in REMARKS balow.

Height Weight
1. Have you gained or lost 10 or more pounds during the past 12 months? [1¥es 'D No
i “YES", how much? :
2. Have you within the past 5 years: TlYes [ No
a. Received or heen advised to receive any medication, treatment surgery, therapy, testing,
observation, or consultation by a physician, surgeon or other health care provider (including
psychotogist, counselor, dentist, chiropractor, osteopath, etc.) in any clinie, hospital, sanitarium,
health resort or any. other health refated fagility?
b. Used any illagal drugs’> Fives [1No
3. Inthe past5 years, have you had, been trealed for or been advised to seek freatment for persistent - JYes TINo
cough, fatigue or swollen glands, pneumonia, chest discomfort, muscle weakness, unexplained weight
loss of ten pounds or mors, patches In mouth, skin lesions, prolonged night sweats, visual disturbance or
recurring diarrhea, fever or infection?
4. Have you aver been diagnosed as having acquired immunodeficiency syndrome {AIDS)? [lyes [INo
5. Areyou pregnant? Dyes [INo
6. Have you ever had, heen medically diagnosed, treated or been advised to seek treatment for:

Arthritis; back, neck or joint disorder; asthma; emphysema or lung disorder; cancer or tumors; diabetes;

[ves I No

alcohol, cocaine or drug abuse; high blood pressure; stroke or heart disease or disorder; deprassion;
psychological counseling; mental, nervous or eating disorder; seizures; or immune system disorder?

“Disorder” is defi ned as a disease, illness, injury andfor condition differing in any way from the usual or
normal state and/or structure.

Mame, address and telephone number of personal physician

REMARKS - If you answered “YES” to any health question above, please provide details below. Should you require
additional space, please use a separate sheet of paper and attach it to this form.

Question'No. | First Name ¢ Description of liness, injury, or Duration | Residual | Name and address of
pregnancy, medicalion or treatment {dates) & | effects/ . | attending physician or
No. of results hospital {include zip cods)
episotles :
USIC-2020EE STD




IMPORTANT NOTICE TO APPLICANTS ---- PLEASE READ CAREFULLY -

AUTHORIZATION TO OBTAIN MEDICAL INFORMATION FOR INSURANCE UNDERWRITING PURPOSES
- {excluding psychotherapy notes) :

. ) . (This authorization complles with the HIPAA Privacy Rule)
fauthorize any licensed physician, any other medieal practiioner or provider, pharmacist, hospital, clinic, other medicat or medically refated
facility, federal, state or local govemment agency, insurance or reinsuring company, consumer reporiing agency or employer having
information available as to diagnosis, treatment and prognesis with respect fo any physical or mental condtion andg/or treatment of me, and
“any non-medical information about me, to give any and all such information to authorized representatives of Disability Reinsurance :
Management Services, inc. {Disabiity RMS), and the Company, exciiiding psychotherapy nofes, and inchudirig, but nct fimited fo, any olher
mental or psychiatric records, medical, dental and hospital records (including psychiatric, alcohol, and drug abuse, and HIVIAIDS® ’
information) which may have been acquired In the course of examination or freaimant. | understand that the information obtained by use of
this authorization will be used by Disabitity RMS, the Company, and the above-dascribed representatives to evaluate my application for
disability ancor life insurance and may be redisclosed to any organization or person employed by or representing Disability RMS or the
Company solely to assist with this purpose. | give my permission o Disability RMS, the Company or s relnsurers to release any information
fo other e insurance companies as | may come in contact with. | understand that information used or disclosed pursuant to this authorizafion
may be subject to redisclosure by the recipient and may no longer be protected by HIPAA's Privacy rules, or any other federal or state law.

This authorization will remain in effect a meximum of six {6) months from the date of the signature befow. A photccopy of this authorization s

as valid as the original. ] understand that my authcrized representative or [ have the right to request and receive a copy of this authorization
and the informafion to which It pertains.

tunderstand that 1 or my authorized representatives have the right to revake this authorization by notifying Disability RMS in wiiting. However,
such revocation is nof effective o the extent that Disability RMS and/or the Company have relied previously upon this authorization for the use
or disclosure of my protected health informafion pursuant to this autherization, and as a result, may be the basis for denying insurance cr
during a contestabifity period under appiicable law. Failure to sign this authorization may impair our ability to evaluate my application and as a
result may be a basis for denying my application for disability and/or life insurance caverage. )

NOTICE REGARDING MEDICAL INFORMATION BUREAU AND INSURANCE INFORMATION PRACTICES
Information regarding your insurability will be treatad as confidential. The Company or its reinsurers may, however, make a brief report thereon to the
Medical Information Bureau, a nor-profit membarship organization of life insurance companies, which operates an information exchange on behalf of
its members. If you apply to another Bureau member company for ife or health insurance coverage, or a claim for benefits is submitied to such
company, the Bureau, upen request will suppiy such company with the information in its file. Upon receipt of a request form from vou, the Bureau wilt
amange disclosure of any information it may have In your file, if you questicn the accuracy of Informatiort in the Bureau's file, you may contact the
Bureau and sesk a correction in accordanca with the procedures set forth in the federal Fair Credit Reporting Act. The address of the Bureau's
information office is: Post Office Box 105, Essex Station, Boston, Massachusetis 02112, Telephone numben (617) 426-3660.

You have the right to gain access to and request correction of information contained in our fles. Howevar, we wilt not disciése information which
relates 1o & claim or to a civil or crirrinal proceeding. I you wish fo receive a more detalled explanation of our nformmation practicas, including a
descriplion of access and comection rights as well as dreumsiances under which non-authorized disclosures or persenal information may be made,
please contact Senior Vics-President, Undenwriting and Administration, 2323 Grand Boulevard, Kansas City, MO 64108-2670.

| have read the NCTICE REGARDING MEDICAL INFORMATION BUREAU AND INSURANCE INFORMATION PRACTICES and the
AUTHORIZATION TO OBTAIN MEDICAL INFORMATION FOR INSURANCE UNDERWRITING PURPOSES and | have made 3 copy of
my application for my records. Tothe best of my knowledge and belief, all statements made cn this application are true and complste. |
understand that my appication for insurance will be accepted or dedlined on the basis of these statements.

Unless specific state language is provided below, and except for Virginia residents, the following general fraud notice applies; Any
person who knawingly and with intent to defraud any insurance company or other person files an appfication for insurance or stalement of
claim conlaining any malerially false information or conceals, for the purpose of misieading, information concem."ng any fact material thersto

commits a fraudulent instirance act, which is a crime and subjacts such person fo criminal and civil penalties.

Dated at: : ' O -t /
City State Month Day Year

Signature of Employee Printed Name of Employes
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