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I HEREBY CERTIFY THAT | AM AN ACTIVE FULL-TIME EMPLOYEE. IT IS FURTHER UNDERSTOOD THAT THE ACCEPTANCE OF MY PREMIUM BY MY
EMPLOYER AT ANY TIME SHALL NOT OPERATE AS A WAIVER OR ESTOPPEL WITH RESPECT TO ANY PROVISION OF THE GROUP CONTRACT,
INCLUDING THE PROVISIONS CONCERNING ME OR MY DEPENDENTS' ELIGIBILITY. | HEREBY CERTIFY THAT THE FOREGOING STATEMENTS,
INCLUDING ANY ACCOMPANYING STATEMENTS, ARE TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE. | HEREBY AUTHORIZE ANY HEALTH
PROVIDER OR MY EMPLOYER TO RELEASE ANY RECORDS OR INFORMATION TO PLANNED ADMINISTRATORS, INC. ON MYSELF OR DEPENDENTS. A
COPY OF THIS RELEASE IS AS VALID AS THE ORIGINAL. | HEREBY AUTHORIZE MY EMPLOYER TO DEDUCT THE REQUIRED PREMIUM
CONTRIBUTIONS, IF ANY, FROM MY PAYROLL EARNINGS.

Employee Signature Date

SIGN BELOW IF YOU DO NOT ELECT TO BE COVERED
I HEREBY CERTIFY THAT | HAVE BEEN OFFERED AN OPPORTUNITY TO BECOME COVERED UNDER THE PLAN SPONSORED BY MY EMPLOYER AND |
HAVE DECIDED NOT TO TAKE ADVANTAGE OF THIS OFFER.

Employee Signature Date
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PRE-EXISTING CONDITIONS EXCLUSIONARY PERIOD

This plan imposes a pre-existing condition exclusion. This means that if you have a medical condition before coming to
our plan, you might have to wait a certain period of time before the plan will provide coverage for that condition. This
exclusion applies only to conditions for which medical advice, diagnosis, care or treatment was recommended or received
within a six-month period. Generally, this six-month period ends the day before your coverage becomes effective.
However, if you were in a waiting period for coverage, the six-month period ends on the day before the waiting period
begins. The preexisting condition exclusion does not apply to pregnancy nor to a child who is enrolled in the plan within
30 days after birth, adoption or placement for adoption.

This exclusion may last up to 12 months (18 months if you are a late enrollee) from your first day of coverage, or, if you
were in a waiting period, from the first day of your waiting period. However, you can reduce the length of this exclusion
period by the number of days of your prior “creditable coverage.” Most prior health coverage is creditable coverage and
can be used to reduce the preexisting condition exclusion if you have not experienced a break in coverage of at least 63
days. To reduce the 12-month (or 18-month) exclusion period by your creditable coverage, you should give us a copy of
any certificates of creditable coverage you have. If you do not have a certificate, but you do have prior health coverage,
we will help you obtain one from your prior plan or issuer. There are also other ways that you can show you have
creditable coverage. Please contact us if you need help demonstrating creditable coverage.

All questions about the preexisting condition exclusion and creditable coverage should be directed to Eligibility
Department, Planned Administrators, Incorporated, 8906 Two Notch Road, Columbia, South Carolina 29260, or call us at:
(800) 768-4375 or (803) 462-0151.
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