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Express App Essentials User Guide N,

Everything you need to navigate, enroll, and succeed.

For Brokers and Agents

Express App is an enrollment platform that enables brokers and agents to create quotes, complete
applications, obtain electronic signatures, and submit enrollments online. This guide provides step-by-step
instructions for navigating the enrollment process, completing applications, and resolving common issues.

You can select multiple products during the enrollment process. Please note that forms, documentation
requirements, and enrollment processes may vary by state.

The examples provided in this guide are for illustrative purposes only. During enrollment, the system
automatically presents the forms, disclosures, and requirements applicable to the applicant based on their
state of residence and eligibility circumstances.

Medicare Supplement applicants under the age of 65, must submit a paper application.

For the best experience, access Express App through HealthSpring for Brokers using Google Chrome or
Microsoft Edge. You can access the site here: HealthSpring for Brokers.

1 Access Express App

2 Create Quote

3 Select Product

4 Complete Application

5 Collect Signature

Submit Application

7 Receive Confirmation

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel. HealthSpring
products and services are provided exclusively by or through operating subsidiaries of Health Care Service Corporation, a Mutual Legal Reserve Company.
© 2026 Health Care Service Corporation. All Rights Reserved. 2


https://healthspringforbrokers.zilverton.com/public/login

g 000

Use the Table of Contents to quickly locate topics within this guide. Sections
are organized by process flow and include page numbers for easy navigation.

Select a heading to jump directly to that section
when viewing the guide electronically.
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Section 1: Quote and Enroll

Access Express App Through HealthSpring for Brokers

Learn how to access Express App and identify key features on the landing page before creating or
resuming an application.

Step 1. Log In
Enter your username and password, then select Continue H Healthspring
to access HealthSpring for Brokers.

Welcome to HealthSpring for

Brokers
Step 2: Access Express App
On the HealthSpring for Brokers landing page, you can access Qm >
Express App using any of the following methods: — )
Option 1: ——
A. Click HealthSpring Supplemental to display the navigation
menu, then select Quote and Enroll. bt Fave i accoif S

Option 2:
B. Under the Quote and Enroll banner, select HealthSpring
Supplemental Benefits.

Option 3:
C. Under the Tools section, select the HSB tab. The Express App link will then appear on
the dashboard.

be
<

H HealthSpring™ | Brokers

# Dashboard

Contracting @ A HSB Sales & Marketing Materials (Storefront) is unavailable from 8/1-8/16. See Broker
Insights in My Messages for details.

il HealthSpring Supplemental
Contracting &

Quote and Enroll

Book of Business

compisdons Brokers, Test

Sales & Marketing Materials &

Welcome to HealthSpring for

The information, tools, and resources you need to manage your
Incentives 2 business, all in one place.

Agent Inquiry

Policy Reporting

Product Info

Tools Quote and Enroll Book of Business

—— : @ Healthspring Supplemental Benefits e @ HealthSpring Supplemental Benefits
ly Messages )

Tools

HSB o

Express App
Our quote and enroliment tool.
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Section 1: Quote and Enroll

Step 3. Express App Homepage D. Existing quotes and applications are
displayed in the table at the bottom of the

page. Available information includes Date,
Status, Last Name, First Name, Phone
Number, DOB, ZIP code, State.

Review the Express App landing page to
become familiar with its key features,
navigation menu, and available functionality.

A. The Broker Campaign is defaulted based on
your contracting agency/role within HCSC.

E. Select the Show Deleted Leads checkbox to
display deleted leads in the dashboard.

B. Select the HealthSpring tab to return to the

, , F. Use the search field to locate applications by
HealthSpring for Brokers landing page.

applicant name, application number, or other

C. To create a new quote, enter the following available search criteria. You can also refresh
information: the page or modify the application view as
needed.

1. Enter the applicant’s ZIP code.

2. Enter the applicant’s DOB. G
3. Select the applicant’s Gender.

4. Click Quick Quote/Apply.

. Select HealthSpring Resources to access
frequently asked questions, training
materials, and support resources.

H HealthSpring | Express App Welcome, I]Logout

@ o Broker Campaign : (Seleu I v )l
)

Start a New Quote (&

Experience speedy
Zip Code Med Supp application a
( ‘ ) decisions with Real

Time Underwriting.

Date of Birth

Get started here!

(M\.VDD”(YW 1 >
Age

6 Healthspring
Gender '
(P\Paﬁeﬁe\ert v )
*For Agent use only
Show Deleted Leads e

Q@ (o (& =m)

Date Status Last Name First Name Phone Number Date of Birth Zip Code State D

]

No matching records found

G HealthSpring Resources  Dashboard
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Section 1: Quote and Enroll

Quote and Enroll: First Steps

The Express App home page allows users to create new quotes, start applications, and manage
existing leads. The page also includes search and filtering tools to help locate and maintain applicant
records throughout the enrollment process.

A.In the Start a New F6 Healthspring.  Express o g
Quote section: . , Rkt W )
Start a New Quote ) ) rl
1. Enter the applicant’s U= p it 6
( | D d_ecmons with _R_eal
ZIP COde Time Underwriting. <
. Srmal i Get started here! 4
2. Enter the applicant’s (e = o | -
DOB (MM/DD/YYYY). @ ) j —
I Healthspring .
3. Select the applicant’s - - | '———h\ -
Gender. ETET—
T ~
Important:
Once the quote process = EEm
begins, the applicant’s : : :
DOB, Age, and Gender E

cannot be modified. If
any of this information

is entered incorrectly, Fo Heshserg. e e ——
a new quote must Policy Selection e $0.00 || popcanes
be created, and the m——
application process must | )y e menen 0 e :
be restarted. ( i
() b Fextle Choce Dental Vision & Hearing lus o ——
B. After completing all O ¥ Seetapriidemil @ )
require d f|e| dS, click e Ao (e ey E,:ﬂ_)
Quick Quote/Apply. iU | ===

Expected Result:

The Policy Selection
page will load, showing
all available policies
based on the age and
ZIP code. L ol Applicant2

Insured by Loyal American Life Insurance Company

L] »  Flexible Choice Cancer - Lump Sum

h the flexibility to add multiple riders for recurren

edicare Part B Effective Date

ny

eart - Lump Sum edicare Card Number

NI N =R

heart

and stroke with the flexibility to add multiple riders for recurrence

»  Individual Whole Life e
Insured by Loyat American L nsurance Company

Healthspring Resources  Dashboard
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Section 1: Quote and Enroll

Quote and Enroll: Applicant 2 and Joint Applications

Use the Applicant 2 feature when enrolling two individuals at the same time. This allows you
to complete both applications during the same enroliment session while maintaining separate
application records.

Tip:
Add Applicant 2 during the Policy Selection stage, before selecting Start Application.

Example
A husband and wife enrolling together in Medicare Supplement coverage would be entered during
the same enrollment session, but the system creates and processes a separate application for each
applicant.

Each application is processed independently and has its own status, eligibility determination, and
submission record.

When enrolling two applicants in Ancillary Products, the system creates one application for both
applicants, and the enrollment is processed under a single application record.

Applicant 2 can be any of the following:

* Spouses

* Domestic partners

+ Eligible family members enrolling together
Note:

Do not include dependents of Applicant 1 in this step. Dependents who will be
covered under the policy are added later in the application process.

Adding Applicant 2
1. On the Policy Selection page, select the + icon in the Applicant 2 section located on the right
side of the screen.

2. Enter the required information for Applicant 2 and select the appropriate policy option(s), as
applicable. Once applicant 2 policy selection has been made, click Start Application to begin the
enrollment process.

3. Onthe Application Information page, follow the system prompts and verify both applicants’
information.

4. The enrollment questions will be displayed side by side for both applicants. Complete the
questions for each applicant based on their individual circumstances and eligibility.
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Section 1: Quote and Enroll

Multiple Applicant Scenarios: Medicare Supplement

Example
+ Applicant 1 and Applicant 2 may qualify for different enrollments.

+ One applicant may qualify for Open Enrollment (OE) or Guaranteed Issue (Gl) while the other
may require Underwriting.

+ Eligibility is evaluated separately for each applicant based on the information provided.
Applicant 1: Enrolls in Plan G under Guaranteed Issue (Gl).
Applicant 2: Enrolls in Plan G as an Underwritten application.

Completing the Applications

As you progress through the enrollment process

+ Complete all required information for Applicant 1 and Applicant 2.

+ Review each application carefully for accuracy.

+ Monitor the Navigation Menu for separate applicants and product records.
+ Save changes as needed throughout the enrollment process.

Expected RESU It 6 HealthSpring  Express App [ senorms ] Example market wwep HOUSTON, TXjtogout

+ When enrolling two applicants,
the system creates a separate
application for each person,
even though both enrollments T — v

are completed within the —
same guote session. >

Policy Selection

$0.00  pppicancs

First Name

(") » Medicare supplement (HIC) - )

(") » choice Short Term Care

+ Each application is processed
independently and maintains
its own status, eligibility
determination, and
submission record.

() » Flexible Choice Cancer - Lump Sum

the flexibilty o add multiple riders for recurrence, restoration and

(] » Flexible Choice Heart - Lump Sum

+ Once submitted, the () > concerTrestment
applications appear as = :
. L /‘ » Individual Whole Life e
se pa rate records in your Book N ORI ATS IS SR Caany

of Business.
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Section 1: Quote and Enroll

Quote and Enroll: Resume an Existing Quote

resume an existing quote or application in progress.

Use the steps below to locate and

A. Use the search field to

K HealthSpring- = Express App

locate applications and _ B | e =
qUOtes by app“cant name' a0 | Experience speedy r‘
ZIP code, or other available o = (7
. . - Time Underwriting.

search criteria. = || cetstartes e ¢

_ N

B. Select the applicable quote C D H Heaithsorte
date from the available = |
options.
Expected Result:
0| @wm (e Em)

A Quote Application
Details window displays.

Phone Number

Test Test 8508965966 19500101 w028 Ky
Test 859896-5496 19600101 60623 [
Testchictprod Test s12:6513216

19610825 06705 er

Ayssa Ayssa 4804564564 19601026 18103 P

Testinglast name Testing frstname 1236508502 19600805 770m ™

Rows PerPage 10 1-100f994 >

HealthSpring Resources Dashboard

C. Review the applicant and application information
to ensure the correct record has been selected.

Quote/Application Details

TESTING FIRST NAME TESTING LAST NAME

08/05/1960 e

Female

1230 INDIGO COVE WY HOUSTON, TX 77001
, \(@HCSC.COM

Home:123-654-8592

D. Select one of the following options:
+ Resume continuing to work on the application.

' VieW PDF to Open a PDF VerSion Of the Select Application Status Available
application.

Supplement NOT
Resume
(TESTINGFIRSTNAME  SUBMITTED

TESTINGLASTNAME)

+ Delete Lead to permanently remove
the record. A N e B Ui

2026-08-18  Quote testagent 1

Expected Result:
The selected quote or application opens, allowing
you to continue the enrollment process.
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Section 2: Policy Selection

Medicare Supplement Insurance: Workflow Overview

The Medicare Supplement Insurance application process follows one of two paths based on
the applicant’s eligibility and responses to the enrollment questions. The path is determined
automatically by the system.

The system evaluates eligibility using the following criteria:
+ Medicare Part B effective date

+ Guaranteed Issue (GI) eligibility

+ Open Enrollment (OE) eligibility

+ Responses to enrollment questions

The system guides you through the information, documentation, and forms required to complete the
enrollment process. Depending on the applicant’s eligibility, some pages or forms may vary. Based on
this evaluation, the application will follow one of the following paths:

Open Enrollment (OE) / Guaranteed Issue (Gl)
This path is for applicants who qualify for Guaranteed Issue Rights or Open Enroliment. Applicants
who meet this eligibility requirements are not required to complete medical underwriting questions.

Underwritten Application

This path is for applicants who do not qualify for Guaranteed Issue Rights or Open Enrollment.
These applicants may be required to complete medical underwriting questions before eligibility
can be determined.

Start Medicare Supplement Quote

Does Applicant Qualify for OE or Gl Rights?

Yes No
GI/OE Path Underwritten Path
No Medical Questions Medical Questions Required
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Section 2: Policy Selection

Underwritten Application: Explained

This application path is used for applicants who do not qualify for Guaranteed Issue (Gl) or
Open Enrollment (OE) and must complete the underwriting process to determine eligibility
for coverage.

The underwriting process follows the same general application flow as the GI/OE path but may
include additional steps and requirements. As part of this process, applicants are required to
complete the Medical Questions section.

Important:

Responses provided in the Medical Questions section are used to evaluate eligibility and determine
the confirmations and disclosures displayed during the final application review. Based on the
responses provided, the applicant’s rate class may change, or the application may be automatically
declined.

Additional Underwriting Page

Medical Questions

Complete all applicable medical underwriting questions. Answer each question
accurately and completely, as your responses are used to evaluate eligibility for
coverage and determine the information displayed during the final review process.
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Section 2: Policy Selection

Medicare Supplement Application Workflow

Click the application steps below for detailed instructions. Explore each section as
needed to learn more about a specific part of the process.

Select a heading to jump directly to that section
when viewing the guide electronically.

Application Steps

Policy Selection

Applicant Information and Verification

Open Enrollment/Guaranteed Issue Questions

3a

Guarantee Issue Right: Applicable for underwritten applications

Review Plan Selection

4a

Medical Questions: Applicable for underwritten application

Required Forms

Billing Information

State-Required Forms

Acknowledgment of Non-duplication

Final Steps

9a

Final Steps: Applicable for underwritten applications

10

Submit Application

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel. HealthSpring
products and services are provided exclusively by or through operating subsidiaries of Health Care Service Corporation, a Mutual Legal Reserve Company.

© 2026 Health Care Service Corporation. All Rights Reserved.




Section 2: Policy Selection

Step 1: Policy Selection

Complete Section 1: Quote and Enroll - First Steps before proceeding to policy selection.

Use the Policy Selection screen to select the applicant’s Medicare Supplement plan, choose payment
preferences, and enter required Medicare information before starting the application.

Follow the steps below to select a Medicare Supplement policy and configure available plan options.

A. The Navigation Menu displays the stages of C. Select the drop-down arrow and choose the
the application process. applicable:
+ The current section is highlighted. + Rate Class
+ Agreen checkmark indicates a completed « Payment Method/Mode
section.
Important:

+ Use the navigation menu to monitor

o Policy rates will change depending on your
application progress.

Rate Class selection.

B. Select the Medicare Supplement checkbox
to choose the desired policy. A green
checkmark confirms the policy selection.

6 Healthspring- | ExpressApp 0 HOUSTON, TX|togout

Getting Started e
i i o initial 0 OO
Policy Selection Pol Icy Selection premidm $ . Applicant 1
£nd Applicat
fiSApRon First Name
Disposition and Nor " TESTING FIRST NAME )
Bpostonandiales. ¥ Medicare Supplement (HIC) |e
o Private health insurance designed to supplement original Medicare. Last Name
Insured by Healthspring Insurance Company —_—
( TESTING LAST NAME )
Date of Birth
Applicant 1 Rate Class Payment Method/Mode
9 08/05/1950
@ (oo Cor-vnmy =
c Applied for Age
76
o Plan A Plan F PlanG Plan HDG Plan N
50,00 50.00 50.00 $0.00 $0.00
Gender
Fousehold Discount @ -50.00
e )
Living with Someone Di -50.00
Proceed with eone Discount e Medicare Part A Effective Date
Remove Living with Someone Discount Cug/mmzé & )
Note: A 6% discount when you reside in a Household for the past 12 months with one to three adults that are age 50+,
o your legal spouse, civil union partner, or domestic partner. We may request additional Medicare Part A Effective Date
eligibiity. A 20% discount when more than one member of your Household enrolls or is enrolled in a Medicare
Supplement policy provided by or through an Affiliate of HealthSpring Insurance Company. 09/01/2026 - )
View Blank Application (HIC). €] Medicare Part B Effective Date
09/01/2026 M
View Brochure (HIC). £] C L )
Height & Weight Chart &) Medicare Card Number
Declinable Drug List £] C )
Rate Class &)
O p  Flexible Choice Dental, Vision & Hearing Plus Applicant 2 +

(O ¥ i ospial ndenniy °

Provides benefits for expenses incurred from hospital visits.
Insured by Loyal American Life Insurance Company
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Section 2: Policy Selection

D. Select the Coverage Applied for the available
plan options.

Example:
Plan A, Plan F, Plan G, Plan HDG, Plan N

Important:

The monthly premium for each plan will

be displayed beneath the plan name. The
selected plan is highlighted in purple for easy
identification.

E. Review the available discount options and
select the appropriate discount, if applicable:
* Household Discount
 Living with Someone Discount

If Living with Someone Discount is selected,
choose one of the following:

* Proceed with Living with Someone
Discount

+ Remove Living with Someone Discount

Tip:

Select the Information (i) icon to review
discount eligibility requirements before
proceeding.

F. Select available resource links to view
additional Medicare Supplement Insurance
information and supporting documents.

G. In the Applicant 1 section, complete all
required fields.

Important:

The applicant’s DOB, Age, and Gender
cannot be modified after the quote is
created. If any of this information is
incorrect, you must restart the quote
process.

If the selected policy includes coverage
for additional individuals, you must enter
the second applicant’s information when
prompted. The system will process and
complete the applications for both
Applicant 1 and Applicant 2
simultaneously.

H. To restart a quote, click the Express App tab
on the top left of the screen to return to the
Express App landing page.

I. Review the initial premium amount and verify
that all information entered is accurate
before proceeding.

. Click Start Application to continue to the

Applicant Information section.
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Section 2: Policy Selection

Step 2: Applicant information and Verification

Complete the Applicant Information page by entering the applicant’s demographic information and
verifying their identity before continuing with the enrollment process.

A. On the Applicant Information screen, E. Review all information for accuracy, then click
complete all required fields. Verify Applicant.

+ If verification is successful, the applicant’s
information is validated; the Next button
becomes available.

+ Click Next to continue.

Example:

First Name, Last Name, DOB, Social Security
Number (SSN), Residential Address, Phone
Number, Email Address (if provided).
Important:

Applicant information is validated using the
SSN, DOB, and name provided. Any changes
to the applicant’s name or DOB require the
quote to be restarted. The SSN is the only
field that can be modified at this point in the
application process.

B. If applicable, select the applicant’s Suffix
from the drop-down menu.

C. If the applicant declines to provide an email
address, select the Applicant Declined to
Provide Email checkbox.

D. Indicate whether the applicant’s mailing
address is the same as the residential
address by selecting Yes or No.

6 HealthSpring | Express App ELMWOOD PARK, IL logout
Gelting Started
T Applicant Information
End Application Applicant 1
First Name * Mmi Last Name * Suffix
Disposition and Notes e < TESTIN FIRST NAME > ( ) ( TESTING LAST NAME ( Please Select v )
Date Of Birth * Age Gender *
( 08/05/1950 ) (76 ) (FEMALE )
Phone * Applicant's Email Address * @ Applicant SSN / ITIN *
[ | Applicant declined to provide email O
Resident Street Address (no PO Box) * Apt/Suite/Other (Optional)
City * State * zIp *
Q Is your mailing address the same as your residential address? *
® Yes
O No
e Verify Applicant Next >

HealthSpring Resources  Dashboard
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Section 2: Policy Selection

Step 2-A: Failed Verification

A. If the applicant’s information cannot be validated, a verification error message displays. Review the
available options and select the appropriate action.

B. After the applicant’s information has been successfully verified, click Next to continue to the next
section of the application.

o Verification Error
Applicant 1 - The provided DOB cannot be validated.

Please select one of the below options.

(O I confirm this information is correct  (0) 1 need to make changes

Proceed with Application Start New Quote

Getting Started
Applcant nformation

Applicant 1

End Application

First Name * ] Last Name * Suffix
Disposition.and Notes ( TESTING FIRST NAME ) ( ) ( TESTING LAST NAME ) ( Please Select v >

Date Of Birth * Age Gender *

C 08/05/1950 > (76 ) Q FEMALE )

Phone * Applicant’s Email Address * @ Applicant SSN / ITIN *

Applicant declined to provide email

Resident Street Address (no PO Box) * Apt/Suite/Other (Optional)

~
)
City State * ZP*
Is your mailing address the same as your residential address? *
® Yes
O No

Verify Applicant (B)

HealthSpring Resources  Dashboard
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Section 2: Policy Selection

Step 3: Open Enrollment & Guaranteed Issue Questions

The system guides users through the information, documentation, and forms needed to complete the
enrollment process. Based on the applicant’s eligibility, some pages and forms may differ.

Guaranteed Issue Rights (Gl Rights) allow eligible applicants to enroll in a Medicare Supplement
policy without undergoing medical underwriting under certain qualifying circumstances. Review all
eligibility requirements before completing this section.

If the applicant qualifies for Guaranteed Issue, additional documentation is required. Ensure that all
supporting documents are submitted with the application or uploaded afterward using the Document
Upload feature. Failure to provide the required documentation may delay application processing.

Open Enrollment (OE): A period during which applicants may enroll without medical
underwriting.

Click the hyperlink to view the Guaranteed Issue Rights (Gl Rights) job aid.

A. Review the important notice displayed in the purple information box at the top of the page
before continuing.

B. Enter the Medicare Card Number (MBI).
+ |f the MBI has not been issued, leave the field blank.
Tip:
Providing a MBI may help expedite processing.

+ If the MBI is not available during enrollment, the agent or applicant may contact 877-454-0923
to provide the information at a later time.

6 Healthspring | express app HOUSTON, TX
-
Getting Started
PO 7 Open Enrollment/Guaranteed Issue Questions
Medicare Supplement
(TESTINGFIRSTNAME NOTE: If you lost or are Iosi.ng other health in_suran:e :avelfage and received a notic.e fr.om your prior insurer _saying you were eligible for
TESTINGLASTNAME) $201.60 (1) STl S e e el 4 e S s U
acceptance in one or more of our Medicare Supplement plans. Please send a copy of the notice from your prior insurer with the case number to

(888) 695-2591. The case number will be provided via email after submission.
Open Enroliment/Guaranteed Issue
Questions

Attention! Based on your answers you qualify for Open Enroliment. Please be sure to review the plans offered under Open Enroliment.

ElalE i We strongly encourage you to include the MBI on Open Enrollment (OE) applications for faster processing. If you don’t have the Medicare number at the

time of the submission for an OE application, please leave the field blank and we will pend the application until the Medicare number is received. The agent

EEESHeE o or applicant may provide the MBI by calling 877.454.0923 or fax to 888.695.2591.

e Medicare Card No.
Medicare Part A Effective Date
(09/01/2025 )
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Section 2: Policy Selection

C. Answer all Open Enrollment and Guaranteed Issue questions based on the applicant’s
circumstances.

D. If additional guidance is needed, click the Guaranteed Issue Rights (Gl Rights) Job Aid link.

E. After completing all required fields:
1. Review the information for accuracy.
2. Click Save.
3. Click Next to continue.

Important:

If the applicant indicates they qualify for Guaranteed Issue but supporting documentation is
unavailable, save the application and follow established business procedures for obtaining and
uploading the required documentation.

PLEASE ANSWER ALL QUESTIONS G
To the best of your knowledge:
Did you turn age 65 in the last six (6) months?

O Yes @ No

Did you enroll in Medicare Part B in the last six (6) months?

O Yes @ No

Are you covered for medical assistance through the state Medicaid program? (Note to Applicant: if you are participating in a "Spend-Down Program™ and have not met your
"Share of Cost", please answer NO to this question.)

O Yes O No

Have you had coverage from any Medicare plan other than original Medicare within the past 63 days (for example, a Medicare Advantage plan or a Medicare HMO or PPO)?

O Yes O No

Do you have another Medicare Supplement policy in force?

O Yes O No

Have you had coverage under any other health insurance within the past 63 days (for example, an employer, union, or individual plan)?

O Yes O No

Are you eligible for and enrolled in Medicare by reason of end stage renal disease or amyotrophic lateral sclerosis (ALS)?

O Yes O No

Have you used tobacco or nicotine products in any form, including electronic
cigarettes (e-cig) and vapes, in the past 12 months?

O Yes O No

Q Guaranteed Issue (Gl) Rights Job Aid

G SAVE NEXT >

HealthSpring Resources ~ Dashboard

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel. HealthSpring
products and services are provided exclusively by or through operating subsidiaries of Health Care Service Corporation, a Mutual Legal Reserve Company.

© 2026 Health Care Service Corporation. All Rights Reserved.



https://university.healthspringforbrokers.com/Portal/GlobalActions/RedirectToContentUrl?LearningContentId=8322

Section 2: Policy Selection

Step 3a: Guaranteed Issue Right

Click here to skip this page if it is not applicable.

The system automatically populates this page based on the responses entered on the
OE/GI Rights Questions page.

Complete the Guaranteed Issue Rights page using the applicant’s information. The details entered
on this page are used to determine Guaranteed Issue eligibility and identify any required supporting
documentation.

A. Under Please Choose a Gl Right, select the option that applies to the applicant:
+ State Specific Guaranteed Issue Right if the applicant qualifies for a state-specific Gl right.

+ Above Conditions Do Not Apply (Continue as Underwritten) if the applicant does not qualify
for a Guaranteed Issue right and will continue through the underwriting process.

Important:
If a Guaranteed Issue right is selected, supporting documentation may be required.
Click the Guaranteed Issue Rights (Gl Rights) Job Aid hyperlink for guidance.

B. After completing all required fields:
1. Review the information for accuracy.
2. Click Save.
3. Click Next to continue.

I HealthSpring: | Express App HOUSTON, TX
Getting Started
T e Guaranteed Issue Right
Medicare Supplement (TESTINGPATHTWO NOTE: If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible for Guaranteed Issue of a
TESTINGPATHTWO) $158.56

Medicare Supplement insurance policy or that you had certain rights to buy such a policy, you may be guaranteed acceptance in one or more of our Medicare

@  supplementplans.
Open Enrolimenu/Guaranteed Issue Based on your answers to the Open Enrollment/Guaranteed Issue Questions, we have determined you may qualify for Guaranteed Issue under one of the following
Questions 5 rights. Please choose the condition below that best describes the Guarantee Issue situation:

Guaranteed Issue Right TESTINGPATHTWO TESTINGPATHTWO

Please Choose a Gl Right:

Review Plan Selection
O state Specific Guaranteed Issue Right.

Replacement Notice O Above Conditions Do Not Apply (Continue as Underwritten).

End Application Texas State Specific GI Right:

Individuals are guaranteed issue into a Medicare Supplement plan when losing Medicaid.

Disposition and Notes
©  Guarantee issue proof will be required.

- - ’ Guaranteed Issue (Gl) Rights Job Aid

0o e»
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Section 2: Policy Selection

Step 4: Review Plan Selection

Use the Review Plan Selection page to verify the selected Medicare Supplement plan, confirm

payment preferences, apply eligible discounts, and en

A. Under Open Enrollment Plans, verify that
the correct Medicare Supplement plan is
selected. If necessary, select a different plan
before proceeding.

Example:
Plan A, Plan G, Plan HDG, Plan N

ter household information when required.

B. In the Payment Mode/Method section,
select the drop-down arrow to view
available payment options. Select the
applicant’s preferred payment method.

Example:
EFT- Monthly, EFT - Quarterly, etc.

K HealthSpring” |

Express App

Getting Started

Review Plan Selection

Applicant Information v
Medicare Supplement e
(TESTINGFIRSTNAME

TESTINGLASTNAME) $183.51

Medicare Supplement (HIC)
Open Enrollment/Guaranteed ssue Private health insurance designed to supplement original Medicare.
Questions

Review Plan Selection

End Application

Insured by Healthspring insurance Company

Payment Mode/Method

(EFT - MONTHLY

1@

Open Enrollment Plans

Disposition and Notes Plan A $183.51
e O PlanG $186.31

(O Plan HDG $64.36
O PlanN $125.57

Displayed rates are subject to change based on additional factors including, but not limited to, underwriting guidelines and other relevant factors.

HOUSTON, TX

Living with Someone Discount Q

O Household Discount

household member living at their current addres:

Please provide details on the additional household member to qualify for the discount(s)*. Only one additional

For Household Discount, provide SSN or Policy #.

s is required to qualify for the discount(s).

)

9

FirstName mi
Last Name Date Of Birth (MM/DD/YYYY)
SSN or  Policy Number

¢

*If more than one

Discount; see the Outline of Coverage for details. Affiliate is defined as an insurance compar

facilities and Nursing Homes, or any other residential health facility are not included in the

member of your household enralls or is enrolled in a Medicare Supplemes

insurance holding company system. Household is defined as a condominium unit,  single-family home, or an apartment unit within an apartment complex. Assisted Living Facillties, Group Homes, Adult bay Care

nt policy provided by or through an Affliate of Healthspring Insurance Company. you may qualify for o Household

iy that is under common ownership or control with llealthspring Insurance Company and that is a member of the same

definition of *Household".

0 ed

HealthSpring Resources  Dashboard

C. If adiscount is selected, complete all required
household member information fields.

Example:
First Name, Last Name, DOB, and SSN or
Policy Number.

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and d
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D. After completing all required fields:
1. Review the information for accuracy.
2. Click Save.
3. Click Next to continue.

istribution limited solely to authorized personnel. HealthSpring
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Section 2: Policy Selection

Step 4a: Medical Questions

Underwritten Application

Click here to skip this page if it is not applicable.

The system automatically populates this page if you do not qualify for a Gl Right or an Open
Enrollment window.

Complete the Medical Questions page by reviewing and answering all questions based on the
applicant’s health history. Read the instructions at the top of the page before completing the
questionnaire.

Part A: Medical Questions. Read disclaimer to the applicant.
“If the answer to any question in Part A is YES, the applicant is not eligible for coverage.”

+ Select Yes or No for each question based on the applicant’s responses.
+ Continue through all medical history questions and ensure each question is answered.

6 Healthspring: | Express app HOUSTON, TX
Getting Started * f
T B Medical Questions
Medicare Supplement (TESTII!GPATHTWO
TESTINGPATHTWO) $158.56 o @  PARTA MEDICAL QUESTIONS - If the answer to any question in Part Ais YES, you are not eligible for coverage.

Itis important that you provide truthful and accurate answers to the questions in this section as your answers form the basis of our determination of your eligibility for this
v coverage. Failure to provide complete and accurate information, if it is determined to be material to our assessment, may result in future denial of benefits and/or rescission of this
coverage.

Open Enronenr/Guaran(ee' Issue
Questions

Guaranteed Issue Right v

i
I
I
Review Plan Selection ' v

Medical Questions

Required Forms

Are you confined, scheduled for admission, or in the last two (2) years have you been
confined to a nursing facility or assisted living facility?

O Yes O No

Do you receive home health care services; or in the last two (2) years, have you received
home health care services for more than three (3) separate periods of care?

P ———

O Yes O No

Replacement Notice Do you have a terminal illness; are you in the hospital, pending hospital admission, or

have you been hospitalized more than two (2) times in the last two (2) years? ” s
O Yes O No

End Application

Do you receive assistance bathing, transferring, toileting, eating, dressing, or are you
bedridden; have you been advised by a medical professional Lo use the assistance of a
wheelchair, walker, or motorized mobility aid?

Disposition and Notes

O Yes O No

Within the past six (6) months, have you been treated for or advised by a medical
professional to have treatment for diabetes with hypertension that required three (3) or

P —

Yes No
more hypertension medications to control or diabetes requiring more than 50 units of S @

insulin daily to control?
Within the past wo (2) years, have you been treated for (including surgery) or advised
by a medical professional to have treatment or surgery for any of the following:

« heart attack, congestive heart failure, coronary bypass, or stroke? (You should answer
NO_if your only treatment has been less than three concurrent cardiovascular

O Yes O No

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel. HealthSpring
products and services are provided exclusively by or through operating subsidiaries of Health Care Service Corporation, a Mutual Legal Reserve Company.

© 2026 Health Care Service Corporation. All Rights Reserved.




Section 2: Policy Selection

Part B: Medical Questions and Medications. Read disclaimer to the applicant.

“The answers to questions in Part B are subject to the Company’s underwriting review and may
result in a decline. Please provide complete details as requested.”

B. Review each medical Ae D ————
question carefully. Select | -
Yes or No based on the
applicant’s medical
history and current
health status.

Medicare Supplement (TESTINGPATHTWO
TESTINGPATHTWO) $15856

v

uuuuuuuuu

‘Guaranteed issue Right v

Required Forms

Notice

Replacer

C. Enter the applicant’s: SRR
+ Height (in.)
+ Weight (Ibs.)

O Yes O No

* cerebral palsy, myasthenia gravis, systemic lupus, or Parkinson's disease’

O Yes O No

——

Height & Weight Chart

Note: j - g o ) =
Click the Height & = o -

Weight Chart hyperlink 2

Medication Condition Taken For

to learn more. : ., W - ‘o

AGENT NOTES - Please provide any other information that you believe may assist in our underwriting determination:

N

)

D. Select Yes or No for
“Have you taken or
been prescribed any
medications in the past two (2) years?”

e

If answered Yes, complete the following fields:
+ Medication: Enter the medication name.

+ Dates Taken: Enter the date range the medication was taken.

+ Condition Taken For: Enter the medical condition associated with the medication.
+ Click the purple + icon to add additional medications, if applicable.

+ Enter any additional underwriting details in the Agent Notes field.

If answered No, complete the following fields:
+ Enter any additional underwriting details in the Agent Notes field.

E. After completing all required fields:
1. Review the information for accuracy.
2. Click Save.
3. Click Next to continue.
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Section 2: Policy Selection

Step 5: Required Forms

Use the Required Forms page to document the applicant’s marketing authorization preferences,
review required disclosures, complete HIPAA acknowledgments, and confirm document delivery
requirements.

Marketing Authorization

A. In the Marketing b HealthSpring | Express Avp —
Authorization D :
Applicant Information v ReqUIrEd Forms
se I e Ct one Of t h € Medicare Supplement
following options as DemuaveresTing) ass @) Marketing Authorization
a p p | i Ca b I e: gz::[g::l\mem/Guarameed Issue v | grant my authorization Lo receive information or presentation of materials describing other insurance products.

®vYes ONo

Review Plan Selection v

* Yes, to authorize
! ©  NOTE Please read the acknowledgement

receipt of et Aplcdon
1.1 hereby authorize the use and disclosure of all my health information to Health Care Service Corporation, a Mutual Legal Reserve Company, and its subsidiaries

marketing
. (“Company”) as described below.
materials.

whether | might be in

ment below (o your applicant.

AUTHORIZATION FORM FOR DISCLOSURE OF A CONSUMER'S PROTECTED HEALTH INFORMATION FOR MARKETING PURPOSES
1 and Notes (“Authorization”)

e Protected Health Information contained
healt]

mpany's records, including its underwriting and claim records, to help determine
red by th

. . 3.1 understand that the Compa
* No declinein

9 4.1understand that | may revoke this Authorization at any time, except to the extent that action has been taken by the Company in reliance on this Authorization, by

e the Protected Health Infory
ted products to me.

its underwriting staff, new business staff, sales agents, or marketing management

sending a written revocation to the Company’s Privacy Steward at PO Box 5700, Scranton, PA 18505-5700.

5.1 understand that the Protected Health Information which the Company will use and disclose under this Authorization is not necessary for the Company to determine
my eligibility for coverage under the policy and that the Company will not condition its approval and issuance of the policy on my providing this Authorization.

mar ket n g 6.1 understand that if the person or entity that receives my Protected Health Information is not a health care provider or health plan covered by the federal privacy
regulations, the information may be redisclosed by such person or entity and will likely no longer be protected by the federal privacy regulations.

m at e rl a I S 7.1 understand that a photocopy, facsim
. personal representative am entitled to

terminated or the day | revoke my permi

py, or other electronic copy of this Au

n s as effective and valid as the original. | also understand that | or my
e a copy of this Authorization. This Authori i

n will remain in effect for two (2) years from the day my policyies) is

8. By providing my telephone number(s) on the attached application for insurance. | consent to receive calls, texts, or autodialed or prerecorded telemarketing messages
from the Company.

Important:
A Marketing

Au t h O r I Z a t I O n Please note: A Personal Representative is a person authorized (under State or other applicable law, e.g., tribal or military law) to act on behalf of the individual in making health
care related decisions.

response is required

before proceeding ® ( ’

to the next section C )

View Blank Application

of the application.

@ Please Note: The following information is REQUIRED ONLY if you are the representative of the Consumer.

Personal Representative to the Consumer

B. Read statements 1 through 8 of the Authorization Form Disclosure of a Consumer’s Health
Information for Marketing Purposes exactly as presented.

+ Verify that the applicant understands each statement and answers any questions before
continuing.

C. If applicable, enter the Personal Representative’'s:
* Name
+ Relationship to the Applicant

Important:
A Personal Representative is an individual legally authorized to make healthcare-related decisions
on behalf of the applicant.

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel. HealthSpring
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Section 2: Policy Selection

HIPAA Authorization

D. Scroll to the HIPAA Authorization section. Read statements 1 through 9 of the Authorization for
Disclosure of an Applicant’s Protected Health Information exactly as displayed.

E. If applicable, populate the Personal Representative field with the Name and Relationship.

Important:
A Personal Representative is a person authorized (under State or other applicable law, e.g., tribal
or military law) to act on behalf of the individual in making health care decisions.

F. Answer questions in this section as applicable.

Getting Started

HIPAA Authorization @

Applicant Information v

Medicare Supplement € 0T riccie rev the ckriomledzement statement below 1o ot emglicant
(FIRSTNAMETESTING I
LASTNAMETESTING) $183.51

l AUTHORIZATION FORM FOR DISCLOSURE OF AN APPLICANT'S PROTECTED HEALTH INFORMATION

Open Enrollment/Guaranteed Issue I hereby authorize the disclosure of protected health information about me as described below.

Questions 1. The Company, as used in this authorization, shall mean Health Care Service Corporation, a Mutual Legal Reserve Company, and its subsidiaries.

2.1 authorize any licensed physician, medical practitioner, hospital, clinic, Pharmacy Benefit Manager, or other medical or medically-related facility, the U. 5. Veterans
Administration and Selective Service System, insurance company, or any other organization, institution, or person that has any records or information available as to the

diagnosis, treatment, and prognosis with respect to any physical or mental condition and/or treatment relating to me or my family to disclose to the Company’s
Required Forms underwriting, new business, claims, sales agents, and premium accounting representatives any such records or information.
3. The protected health information described above will be disclosed to the Company to determine my or my family's eligibility to obtain coverage under the policy for
which I/we have applied, and to determine the rates and terms which apply to the policy.

Review Plan Selection v

End Application

4. This medical or health information includes information on the diagnosis and treatment of mental iliness, alcohol, and drug use. This also includes information on the

Disposition and Notes diagnosis, treatment, and testing results related to HIV, AIDS, and sexually-transmitted diseases unless otherwise restricted by state law.

5.1 understand that | may revoke this authorization in writing at any time, except to the extent that action has been taken by the Company in reliance on this
authorization, by sending a written revocation to the Company’s Privacy Office at PO Box 5700, Scranton, PA 18505-5700.

6.1 understand that the information which will be provided under this authorization is necessary for the Company to determine my eligibility for coverage under the
policy and that the Company will condition its approval and issuance of the policy on my providing this authorization, and my application may be denied if I refuse to
provide this authorization.

P

7. understand that if the person or entity that receives my protected health information is not a health care provider or health plan covered by the federal privacy
regulations, the information may be re-disclosed by such person or entity and will likely no longer be protected by the federal privacy regulations.

8.1 understand that a photocopy. facsimile copy. or other electronic copy of this authorization shall be considered as effective and valid as the original. | also understand
that | or my personal representative am entitled to receive a copy of this authorization upon request. This authorization will expire twenty-four (24) months from the
date itis signed.

9. If you are the representative of an Applicant, describe the scope of your authority to act on the Applicant's behalf:

v Personal Representative
Please note: A Personal Representative is a person authorized (under State or other applicable law, e.g. tribal or military law) to act on behalf of the individual in making health care
related decisions.

e ©  WOTE: Personal Representative details are only required ifa representative s authorized to act on behalfof the insured in making health care related decisions.

Name

C )

Relationship

¢ )

1. Have you been provided a blank copy of the application packet with any state specific disclosures, including HIPAA, Outline of Coverage and, f eligible for Medicare, a “Guide
10 Health Insurance for People with Medicare™?

®vYes ONo

I certify that | have provided the Applicant with the following documents:
a. Application packer (phone sales only)

b. Guide to Health Insurance for People with Medicare

<. Outline of Medicare Supplement Coverage

d. Other:

I further certify that | have delivered the documents to the Applicant:*

CRE——D e

Date:

08/26/2026 L]

Is the applicant available with you In Person to sign the application?

OYes @ No

@
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Section 2: Policy Selection

Open Enrollment (OE) and Guaranteed Issue Rights (GI) - Question 1

Ask the applicant whether they received a copy of all required enrollment documents, including:
+ Blank Application Packet

+ Applicable State-Specific Disclosures

* HIPAA Documents

+ Outline of Coverage

+ Guide to Health Insurance for People with Medicare (if applicable)

Underwritten Application - Question 1

Ask the applicant whether they received all required enrollment documents, including:
+ Application packet (phone sales only)

+ Guide to Health Insurance for People with Medicare

+ Outline of Medicare Supplement Coverage

+ Other

1. Have you been provided a blank copy of the application packet with any state specific disclosures, including HIPAA, Outline of Coverage and, if eligible for Medicare, a “Guide
to Health Insurance for People with Medicare"?

@ Yes (O No

| certify that | have provided the Applicant with the following documents:
a. Application packet (phone sales only)

b. Guide to Health Insurance for People with Medicare

c. Qutline of Medicare Supplement Coverage

d. Other:

( )

| further certify that | have delivered the documents to the Applicant:*

CEMAIL D| G

Date:

<08/26/2026 .)

Is the applicant available with you In Person to sign the application?

O Yes @ No

©
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Section 2: Policy Selection

2. Select Yes or No based on the applicant’s 4. Verify that the Date field reflects the date
response. If additional documents are the documents were provided to the
provided, enter the document name(s) in applicant.

the other field.
5. Select Yes or No to the question, Is the

3. Select the appropriate document delivery applicant available with you in Person to
method from the | Further Certify That | sign the application.
Have Delivered the Documents to the
Applicant drop-down menu. Underwritten Application

6. Answer Yes or No to opt out of traditional

Important: underwriting.

Documents must be provided to
the customer before submitting
any HSB application. To deliver

G. After completing all required fields:

documents electronically, use 1. Review the information for accuracy.
the Send Forms feature. Selecting Email 2. Click Save.
as the delivery method does not send the 3. Locate the Send Forms icon at the top of
forms automatically. the page, then use the feature to

electronically deliver the required forms to
the applicant.

If the customer does not have an email
address, provide the documents in paper
form and confirm they have been received 4. Click Next to continue.
before proceeding with the application.

Paper copies can be mailed using the

sales and marketing materials available

through StoreFront. Once receipt of the

required documents has been confirmed,

you may continue with and submit the HSB

application.
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Section 2: Policy Selection

Send Forms Electronically to the Applicant

This process may vary slightly based on the selected policy. The example below demonstrates the workflow
for a Medicare Supplement policy. Depending on the product and state-specific requirements, some
forms, disclosures, and enrollment steps may differ.

While the Send Forms feature is available throughout the enrollment process, it is recommended
that you first complete all sections of the Required Forms page. This ensures all required disclosures,
authorizations, and enrollment documents are included and delivered to the applicant at the
appropriate time.

Before using Send Forms, verify that Email is selected from the “I Further Certify That | Have
Delivered the Documents to the Applicant” drop-down menu. This selection confirms that
documents will be delivered electronically to the applicant through the Send Forms process.

2
Getting Started ' K j
' Relationship
Applicant Information v l ( )
Medicare Supplement 1. Have you been provided a blank copy of the application packet with any state specific disclosures, including HIPAA, Outline of Coverage and, if eligible for Medicare, a “Guide
(FIRSTNAMETESTING to Health Insurance for People with Medicare”?
LASTNAMETESTING) $183.51
@ Yes O Ne
Open Enrollment/Guaranteed Issue
Questions | certify that | have provided the Applicant with the following documents:
a. Application packet (phone sales only)
Review Plan Selection v b. Guide to Health Insurance for People with Medicare

c. Outline of Medicare Supplement Coverage

===

Required Forms
d. Other:
End Application ( )

| further certify that | have delivered the documents to the Applicant:*
- (EMAIL v>

Date: G
(08/26/2026 .)

|\s the applicant available with you In Person to sign the application?

Disposition and Notes

O Yes @ No

Section F of Step 5: Required Forms
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Section 2: Policy Selection

Step 1: Use the Send Form icon

A . Scr0| I to th eto p Of 6 HealthSpring | Express app M HOUSTON, TX

the Required Getingsared

Forms page. Click Applantnformation v Required Forms

' Medicare Supplement ‘
FIRSTNAMETESTING " : <
send Forms- :.AS[NAMHESTING) sist || Marketmg Authorization
. I
pen Enrollment/Guaranteed Issue ' I grant my authorization to recelve Information or presentation of materials describing other Insurance products.

Expected Result: e ovs O
A Send Forms
window will display. [ <uapicaon

Disposition and Notes

AUTHORIZATION FORM FOR DISCLOSURE OF A CONSUMER'S PROTECTED HEALTH INFORMATION FOR MARKETING PURPOSES

1 ©  o7E: Please read the acknowledgement starement below to your applicant.

(“Authorization”)

Step 2: Complete the following steps in the Send Forms window

A. Verify that the applicant’s first name,

last name, and email address are °
populated correctly. vy N—
1. Confirm that the Agent Phone regr— e
Number and Agent Writing =
Number fields are accurate.
2. Read the electronic

communications acknowledgment
statement to the applicant.

B. After obtaining the applicant’s
consent:

1. Select Consent Acknowledgment.

2. Verify Required Documents is

selected. C. Click Send Forms to email the required

documents and enrollment link to the
applicant. Confirm that the applicant receives
the email containing the required documents
Note: and enrollment link.

While we send the email immediately, it could
take several minutes for the email to show

in the recipients email inbox due to email
filtering etc.

3. Verify Include Customer Enroliment Link
is selected.

Important:

If multiple applicants or products are
included, a separate Send Forms email
must be sent for each application. Use the
navigation menu to access the appropriate
application and repeat the process.
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Section 2: Policy Selection

The screenshots below illustrate the email communications the applicant receives after forms are

sent electronically.

Example of Send Forms email:

In the email, the applicant can find the
following links:

+ HIPAA Attestation and Retrieve Electronic Pin

+ View your quote

+ Application Booklet and Outline of Coverage
+ Consent for Electronic Delivery

+ Agent contact information

Example of an emailed prospect quote:
Applicants can select Apply Now to complete
the enrollment process online. If the applicant
chooses to self-enroll, the Agent of Record
(AOR) remains associated with the application.
The quote remains available in the system and
is valid for 90 days from the date it is created.

b Healthspring

Hello FIRSTNAMETESTING LASTNAMETESTING,

Thank you for your interest. View the information we discussed at the links
below.

Please visit the link below to review the HIPAA attestation and to retricve the
electionic PIN (0 sign the applicalion il applicable

] ’ Click Here: HIPAA Attestation and Retrieve Electronic PIN

View your quote
.Y )
@ | cogbcime directly.

with Medicare

Medicare Supplement
Application Booklet
bl * Outline of Coverage

Please visit the link below to review the Consent for Electronic Delivery.
Consent for Electronic Delivery

T order to protectyour privacy, please do not include personal information
such as your social security number, date of birth, or financial account
details in a reply email. If you need to provide us with this information,
please contact our Customer Service Department at 866.459.4272.

Together, we are so much more”
Lsgal and Privacy (1 | Non-Discrimination Notics &1

cory .

m oryour recoras,

o mai),

Medco Contaimen L Insurance Gompany
HealhSpring Supplemental Benefis | PO Box 700, Seranion, A 18505.5700
© 2026 Heath Gare Service Corporation. AllRights Reserved

DO NOT REPLY TO THIS EMAIL This emai address s not moniored.

H HealthSpring

Your quote for a HealthSpring” Medicare Supplement Insurance policy

Medicare Supplement Insurance

Date: 08/26/2026

Prepared for. FIRSTNAMETESTING LASTNAMETESTING
Gender. FEMALE

Age: 66  Rale Class: PREFERRED

Good news. You qualify for the
following savings:
* 6% premium discount

Discoupiaheefected in premium rates fisted

Premiums
Monthly Quartgdy Sci-annually Annually

$186.31 $1163.02

N $783.84 $1507.39
A $1145.57 $2203.02
High Deductible G $401.79 $772.68

Review your quote and apply online
Apply Now

Your quote i good for 90 days

If you have questions, please contact:
TEST AGENT 1
866-459-4272

" =>

@HCSC.COM

*Insured by HealthSpring Insurance Company.

The policy's rate structure is based on attained age, which means your premium wil increase each year due to increases in your age,

These quotes are based on the information you provided including your age. The premiums and benefits vary by the plan selected. Plan availability
varies by state. Rates are subject to change. These policies contain exclusions, limitations and terms under which the policies may be continued in
force or discontinued. For costs and complete details of coverage, contact your agent/producer or the company. Please do not send money. You
must first complete an application to obtain coverage. AN OUTLINE OF COVERAGE WILL BE PROVIDED TO ALL PERSONS AT THE TIME THE
APPLICATION 1S PRESENTED.

THIS 1S ALIMITED POLICY which must be used to supplement your Medicare coverage. This is a solicitation for insurance. An insurance
agent will contact you. Our company and agents/producers are not connected with or endorsed by the U.S. Government or the Federal
Medicare program.
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Section 2: Policy Selection

Example of HIPAA Attestation and Electronic Signature Verification Code. Use this eSignature
verification code for underwritten Medicare Supplement applications when the applicant is signing
the application electronically during the Final Steps.

H HealthSpring

AUTHORIZATION FORM FOR DISCLOSURES OF A CLAIMANT’'S PROTECTED HEALTH
INFORMATION

| hereby authorize the disclosure of protected health information about me as described below.

1. The Company, as used in this authorization, shall mean American Retirement Life Insurance Company, Loyal American Life
Insurance Company®, HealthSpring National Health Insurance Company, HealthSpring Insurance Company, and their affiliates
as described below.

2 | authorize any licensed physician, medical practitioner, hospital, clinic, Pharmacy Benefit Manager, or other medical or
medically related facility, the U.S. Veterans Administration and Selective Service System, insurance coampany, the Medical
Information Bureau, or any other organization, institution, or person that has any records or information available as to the
diagnosis, treatment and prognosis with respect to any physical or mental condition and/or treatment relating to me or my
family to disclose to the Company's claims and underwriting representatives, by and through the Company's contracted agent,
any such records or information.

£1 The information which is described above will be disclosed to the Company to determine my entitlement to benefits under my
health benefits plan or policy.

4. | understand that | may revoke this authorization in writing at any time, except to the extent that action has been taken by the
Company in reliance on this authorization, by sending a written revocation to the Company's Claims Department at P.O. Box
5700, Scranton, PA 18505.

5; This authorization will expire twenty-four (24) months from the date the authorization is signed.

6. | understand that the information which will be provided under this authorization is necessary for the Company to evaluate my
entitlement to benefits under my health benefits plan or pelicy and that the Company will condition the provision of payment of
benefits to me on my providing this authorization, and my claim may be denied if | refuse to provide this authorization.

7. 1 understand that if the person or entity that receives my protected health information is not a health care provider or health
plan covered by the federal privacy regulations, the information may be re-disclosed by such person or entity and will likely no
longer be protected by the federal privacy regulations. In the case of this authorization, however, the information described
above will be received by a health plan which is covered by the federal privacy regulations.

8. | understand that a photocopy, facsimile copy, or other electronic copy of this authorization shall be considered as effective and
valid as the original.
9. | understand that |, or my personal representative, am entitled to receive a copy of this authorization upon request.

Electronic Signature Verification Code: 395051

HealthSpring products and services are provided by or through operating subsidiaries of Health Care Service Corporation, a Mutual Legal Reserve
Company. Subsidiaries include American Retirement Life Insurance Company, HealthSpring Insurance Company, HealthSpring National Health Insurance
Company, Loyal American Life Insurance Company, Medco Containment Life Insurance Company, and Sterling Life Insurance Company. 5000636 © 2026
Health Care Service Corporation. All Rights Reserved.

Use the shortcuts below to navigate directly to the corresponding sections.

Path 1: Guarantee Issue Rights/ Open Dental, Vision, Hearing

Enroliment Period Step: 8 Final Steps

Step 5: Required Forms

Section 3: Application Completion

Path 2: Underwritten Application Signature Options Forms

Step 9a: Final Steps

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel. HealthSpring
products and services are provided exclusively by or through operating subsidiaries of Health Care Service Corporation, a Mutual Legal Reserve Company.

© 2026 Health Care Service Corporation. All Rights Reserved.




Section 2: Policy Selection

Step 6: Billing Information

Use the Billing Information page to collect banking information and establish premium payment
withdrawal preferences.

A. Review the payment and billing I )
information displayed on the e+ @ Billing Information
screen and inform the applicant S 8l e po e =
that premium payments will be
drafted after the policy is issued. WS S
Important: s P e
Premium payments are not
withdrawn until the policy has been — ’
approved and issued. ¢ )
o o
B. Under Payor is other than
insured, select: 0
+ Yes, if the bank account owner is : ’
someone other than the insured. e
Complete all required payor
fields. al=
* No, if the insured is also the
bank account owner.

HealthSpring Resources  Dashboard

Example:

Select Yes when a spouse, family member, trust, or legal
representative owns the bank account being used for
premium payments.

C. Under Account Type, select the drop-down arrow and D. After completing all
choose the appropriate account type. required fields:
1. Enter the applicant’s preferred withdrawal date. 1. Review the information
for accuracy.
Note: ) y
Select a withdrawal date between the 1st and 28th of the 2. Click save.
month. 3. Click Next to continue.

2. Complete the Bank Consent Verification Questions.

Important:
These questions must be answered by the account owner.
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Section 2: Policy Selection

Step 6a: Replacement Notice

Underwritten Application Replacement Notice

Click here to skip this page if it is not applicable.

Use the Replacement Notice page to document why the applicant is replacing an existing Medicare
Supplement or Medicare Advantage plan.

A. Review the Replacement

Getting Started - Replacement Notice
. . . Aok tcrsion » NOTICE TO APPLICANT REGARDING REPLACEMENT OF
Notice information MEDICARE SUPPLEMENT INSURANCE OR MEDICARE
HovaNTAGE
Medicare Supplement (TESTINGPATHTWO
H DI ) oese Medi and replace it with a policy to be issued by Healthspring
Isplayed on the page Yoo tese o teep e Y
and certan may atect $ o you under the new ol

Questions

Open Enrollment/Guaranteed Isstf
uestior

M M now have. If, after the
with the applicant.
S T ) oo
Medical Questions v
. Under The replacemen s

coverage is being
purchased for the
following reason (check
one): Select the option
that best describes the

Billing Information

State Required Form(s)

Final Steps

End Application

Acknowledgement Of Nonduplicai
(TESTINGPATHTWO TESTINGPATHTWO)

ion

O Additional benefits

© Nochange in benefits but lower premiums

© Myplan has o

© Disenroliment from a Medicare Advantage Plan

O Other

©  NOTE: DO NOT CANCEL YOUR PRESENT POLICY UNTIL YOU HAVE RECEIVED YOUR NEW POLICY AND ARE SURE YOU WANT TO KEEP IT.

applicant’s reason for g mmem—

replacing their current

ge, be certain to truthfully and

may provide a basis for the issuer to deny any future claims and to refund

Cove ra ge. been in force. After the ign it, read and review it carefully to be certain that all
) f' NOTE:

» Additional benefits R 5 e e e

* No change in benefits, e e e o

but lower premiums

(NExT ) I

* Fewer benefits and

lower premiums C. Read the disclaimer and items 1 through 4 to the applicant.

+ My plan has outpatient
prescription drug
coverage, and | am
enrolling in Part D

Important:
Advise the applicant not to cancel their current policy until
they have received the new policy and are certain they want to

. Dis-enrollment keep the new coverage.

from a Medicare
Advantage Plan

+ Other. If Other is
selected, enter the
applicant’s reason as .
required.

D. After completing all required fields:
+ Review all information for accuracy.
+ Click Save.

Click Next to continue.
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Section 2: Policy Selection

Step 7: State Required Form(s)

Review and acknowledge any state-specific Medicare Supplement disclosures and regulatory
requirements before continuing the enrollment process.

Note:
State Required Forms are automatically generated based on the applicant’s state of residence and
any applicable state-specific regulatory requirements.

Important:

A checklist is required for Medicare Supplement replacements in lllinois (IL) and Kentucky (KY).
Click here to view the IL and KY Checklist Job Aid. Note: You must be logged in to Producers’
University.

A. Review the State 16 Healthspring: [ Seeres e = P—

Getting Started

Re qu ired Forms page Applicant nformaton v () State Required Form(s)

S MEDICARE SUPPLEMENT SUPPLEMENTARY APPLICATION

(TESTINGFIRSTNAME Definitions of Eligible Person for Guaranteed Issue and Creditable Coverage
. . TESTINGLASTNAME) 18351
B Afte r reviewin g a I I An eligible person is an individual described in any of the following paragraphs:
Open EntolimenvGuaranteed issue 1) The individual is enrolled under an employee welfare benefit plan that provides health benefits which supplement the benefits under Medicare and the plan
. . . Questions terminates or the plan ceases to provide all such supplemental health benefits to the individual or the individual is enrolled under an employee welfare benefit plan that
re q u | re d | n fo r' ' l a t | O n is primary to Medicare and the plan terminates or the plan ceases to provide all health benefits to the individual because the individual leaves the plan.
Review Plan Selection v 2) The individual is enrolled with a Medicare Advant; ization under a Medicare Advantage plan under Part C of Medicare and any of the following circumstances

apply or the individual is 65 years of age or older and is enrolled with a Program of Allinclusive Care for the Elderly (PACE) provider under section 1894 of the Sacial

. . .
Wit h t h ea p p | icant . P G Security Act and there are circumstances similar to the following that would permit discontinuance of the individual’s enrollment with such provider i such individual
were enrolled in a Medicare Advantage plan:
. Bllling Information v
1 Cl ic k Save ) The organization has  or otherwise discontinued providing the plan in the area in which the individual resides;
State Reqired Formis) o) The individual i no longer eliible to elect the plan because of a change i the individual’ place of residence or other change in circumstances specified by the

Secretary, but not including termination of the individual's enrollment on the basis described in section 1851(g)(3)(B) of the Social Security Act (where the individual has

a) The certification of the organization or plan has been terminated;

2 C | H k N t t Ackn avledgsmant OF Nonalplicanor not paid premiums on a timely basis or has engaged in disruptive behavior as specified in standards under section 1856), or the plan is terminated for all individuals
. Click Next to S
. TESTINGLASTNAME) d) The individual i with guidelines established by the Secretary, that:
con t nue. i) the organization offering the plan substantially violated a material provision of the organization's contract under U.5.C. Title 42, Chapter 7, Subchapter XVIll, Part D, in
Final Steps relation to the individual including the failure to provide an individual on a timely basis medically necessary care for which benefits are available under the plan or the

failure to provide such covered care in accordance with applicable quality standards; or

End Application ii) the organization or agent or other entity acting on the i behalf materially mi: the plan's in marketing the plan to the individual; or

&) The individual meets such other exceptional conditions as the Secretary may provide.
Disposition and Notes

3) The individual is enrolled

b gt

ted in subparagraphs A- D of this paragraph and enrollment ceases under the same circumstances that would permit
8 paragraph 2 of this subs :

a) an eligible organization under a contract under section 1876 of the Social Security Act )B)a similar operating under project
authority, effective for periods before April 1,1999;

b) under under section 1833(a)(1)(A) of the Social Security Act (health care prepayment plan); or
<) an organization under a Medicare Select policy; and

4)The individual is enrolled under a Medicare supplement policy and the enrollment ceases because:

a) of the insolvency of the issuer or bankruptcy of the non-issuer organization or of other involuntary termination of coverage or enroliment under the policy;

b) the issuer of the policy substantially violated a material provision of the policy; or

©) the issuer or an agent or other entity acting on the issuer’s behalf materially misrepresented the policy's provisions in marketing the policy to the individual;

5) The indivi enrolled under a icy and I d enrolls for the first time with: any Medicare Advantage
organization under a Medicare Advantage plan under part C of Medicare, any eligibl under a contract 1876 of the Social Security Act
(Medicare cost), any similar organization operating under demonstration project authority, any PACE provider under section 1894 of the Social Security Act, or a
Medicare Select policy and the subsequent enrollment is terminated by the individual during any period within the first 12 months of such subsequent enrollment
(during which the individual is permitted to terminate such subsequent enrollment under section 1851(e) of the Social Security Act); or

6) The individual, upon first becoming enrolled in Medicare part B for benefits at age 65 or older, enrolls in a Medicare Advantage plan under part C of Medicare or with a
PACE provider under section 1894 of the Social Security Act and disenrolls from the plan or program no later than 12 months after the effective date of enroliment.

7) The individual enrolls in a Medicare Part D plan during the initial enrollment period and, at the time of enrollment in Part D, was enrolled under a Medicare
supplement policy that covers outpatient drugs and liment in the Medi ppl policy and submits evids f
enrollment in Medicare Part D along with the application for a policy described in subsection (c)(4) of this section.

8) The individual loses eligibility for health benefits under Title XIX of the Social Security Act (Medicaid).

If any of the definitions apply to you, please complete an Application for Medicare Supplement Insurance and submit evidence of the date of termination or
disenrollment. Application must be made for coverage no later than 63 days of termination or disenrollment.

The following is a definition of Creditable Coverage:

Creditable Coverage means (a) a self-funded or self-insured employee welfare benefit plan that provides health benefits and that is established in accordance with the
Employee Retirement Income Security Act of 1974 (29 U.S.C. Section 1001 et seq.); (b) a group health benefit plan provided by a health insurance carrier o an HMO; (c) an
individual health insurance policy or evidence of coverage; (d) Part A or Part B of Title XVIl of the Social Security Act; () Title XIX of the Social Security Act, other than
coverage consisting solely of benefits under section 1928; (f) Chapter 55 of Title 10 (CHAMPUSY; (g) a medical care program of the Indian Health Service or of a tribal
organization; (h) a state health benefits risk pool; (i) health plan offered under Chapter 89 of Title 5 (Federal Employees Health Benefits Program); (j) a public health
plan (as defined in federal regulation); (k) a health benefit plan under section 5(e) of the Peace Corps Act (22 United States Code 2504(e)); or (1) short-term, limited
duration insurance.

Iacknowledge receipt of this Supplementary Application.
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Section 2: Policy Selection

Step 8: Acknowledgment of Non-duplication

Follow the steps below to document existing health insurance coverage, determine whether
duplicate coverage may occur, and identify any policies that will be replaced by the new Medicare
Supplement policy.

Disclaimer:
The examples shown in this guide are for illustrative purposes only. The forms presented during the
enrollment process are determined by the applicant’s state and specific eligibility circumstances.

Important:
Review the Notice to Consumers with the applicant before completing this section.

A. Answer the first question to indicate F Heahspring v

Getting Started

Example market s HOUSTON, TX

whether the applicant currently has e . Acknowledgement Of Nonduplication (TESTINGFIRSTNAME
one or more health insurance e i
.
+ Select Yes if the applicant has e
existing health insurance R
coverage.
+ Select No if the applicant does not o
have existing health insurance - > )
coverage. el :

B. Review the applicant’s current health it .
insurance coverage and select one of
the following options: —

« Answer Will it the proposed policy may result in duplicate coverage.
+ Answer Will Not if the proposed policy will not result in duplicate coverage.

1. If the proposed 2. Answer the question; Does the 3. Select the statement that
policy may result in applicant intend to replace coverage? best describes the
duplicate coverage - Yes, if the applicant intends to applicant’s situation:
enter information for replace an existing policy. + Duplication will
th? eX|st|r1g policy * No, if the applicant does not intend not occur.
being reviewed: to replace existing coverage. * No health policies are

*+ Company , in force at this time.

. Policy Type If Yes is selected: . Applicant has elected
) + Enter the reason for replacement pplicant has electe

* Policy Number in the Justification for the not to have the

« Form Number Replacement field. policy(ies) reviewed.
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Section 2: Policy Selection

C. Review the certification statement with the applicant.

1. Select the appropriate option:

+ | have chosen to waive my right to have my policies reviewed to determine if they
unnecessarily duplicate each other.

+ My policies have been reviewed.

D. Review all information entered with the applicant and indicate whether the policy being
applied for:

« Will result in duplicate coverage.
+ Will Not result in duplicate coverage.

E. Review all information for accuracy.

* Click Save.
* Click Next to continue.

G | certify that my right to have all my existing health policies examined has been explained to me by the agent named above.

QO 1 have chosen to waive my right to have my policies reviewed to determine if they unnecessarily duplicate each other.

O My policies have been reviewed.

0 The policy for which | am applying WILL or WILL NOT result in duplicate coverage.

O will - O will Not

EN -

HealthSoring Resources Dashboard
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Section 2: Policy Selection

Step 9: Final Steps

Open Enrollment Period / Guarantee Issue Rights

Complete the Final Steps section to confirm application information, establish the applicant’s
electronic signature, and document any existing health insurance coverage.

A. Product Confirmation et HovsTe
Getting Started
1. E h li ! ’ Final Steps
. Enter the a pplica nt's [Appiicant nformation v
e e PRODUCT: Medicare Supplement
Re q u e s t e d (TESTINGFIRSTNAME Agent Acceptance
I TESTINGLASTNAME) $183.51
E f f - D Requested Effective Date (MM/DD/YYYY)
e c t Ive a t e . Open Enroliment/Guaranteed Issue C .)
Questions ad o
2. Review Questions 1 A < . .
. ,
e 1. Do yau attest that the infarmation you provided on the application is accurate,
d th th complete and true? OvYes O No
2 Required Forms v
a n W I e 2.1 understand that | have applied electronically for insurance and that by providing
. Billing Informati v to th ity question and ty pi ber, this will b idered
applicant. P— e o s e e
State Required Form(s) v
3 . S e I e ct th e of icati TESTINGLASTNAME : Customer
(TESTINGFIRSTNAME v Verification:
H TESTINGLASTNAME)
appropriate o Secury Queston
e D
responses based on — Sy e
. , 0 |C D)
the applicant’s (M) )
a n s We r s . Agent(s) shall list any health insurance policies sold to the Applicant.
List policies sold which are still in force (if this does not apply, state "NONE").
B . C u sto m e r Ve r| f| Cat | O n 2 st any other health policies or coverages sold ta the Applicant in the past five (5) years which are no longer in force (if this does not apply, state "NONF"). )
. Do you have knowledge or reason to belleve the replacement of existing Insurance
1. In the Security a—_—

Question field,
select a security question from the drop-down menu.

2. Enter the applicant’s response in the Security Answer field.
3. Enter the applicant’s preferred 4-digit Security PIN.
4. Complete any remaining customer verification fields as required.

Important:
The Security Question, Security Answer, and Security PIN will be used to verify the
applicant’s identity during the application process.

C. Notice of Nondiscrimination
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Section 2: Policy Selection

. . T AET ST CRSTRAETEETeT—
1. Review the Notice of “*** @ [ Notice of Nondiscrimination

Open Enroliment/Guaranteed Issue Discrimi

Nondiscrimination with : e i, g A g, G 5 g AT 5 A
the applicant.

e assistance

Required Forms ™ ber listed on the back of your

il i
Billing Information K7 ty, or sex, you can file a grievance

2. Select the checkbox next

State Required Form(s) v

to | Agree to acknowledge I :
the statement. T

End Application toll-free number listed on the back of your Member ID card.
lectronically through the Office for Civil Rights Complaint Portal,

Disposition and Notes

G m————

D. Agent Information and
Commission Review

1. Review the Writing (i b sl ittt
Number displayed on the i
screen. T
‘ o @ | e R
2. Verify that the commission G ) G (rosesnee (m D
information is accurate A A : Y
before proceeding. - , )

We recommend you provide GI proof, Power of Attorney (POA) documentation or any () Yes O No.
‘miscellaneous Information that will support processing.

E. Underwriting Comments and Supporting

Documents
Upload Document e

1. In the Comments field, enter any information
that may assist the underwriter during the [

review process. |

2. If supporting documentation needs to be e
submitted:

+ Select Yes for the electronic document |
upload option.

+ Click Upload.

Document
Choose File | No file chosen

(cance) l

i. Follow the system prompts to attach the required Tip:
document(s). If supporting documentation is not Include information that
available at the time of enrollment, you can add the may be relevant during
documents via your Book of Business later. underwriting review, such as
ii. Use this section to provide information that may assist application clarifications or
with the underwriting review, such as application additional supporting details.

clarifications or additional supporting documentation.

iii. Attachments are limited to 2 MB per file. If a document
exceeds the file size limit, submit the application
without the attachment and email the supporting

documents to ARCSHL@HealthSpring.com.
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Section 2: Policy Selection

F. Optional HealthSpring Dental,
Vision, and Hearing Coverage .
Complete this section only if | |
the applicant wishes to add E (poienr [ Crome L) ==
additional coverage. y i i e
1. Select the applicant’s desired o b .
coverage option. 1
2. Use the drop-down menus o
to select: v
+ Coverage Type e 1L
+ Payment Method/Mode
*+ Maximum Benefit . |
Amount

3. Verify all selected options with A e

the applicant before

. H. Save and Submit Application Information
proceeding.

1. Review all completed fields for accuracy.
G. Click any of the available resource links to 2. Click Save.
view additional information about the
Flexible Choice Dental, Vision, and Hearing
benefits.

3. Click Submit in the lower-right corner of
the screen.

Expected Result:
Once you click Submit, a Review and Acknowledge window will appear.

I. Accept and Acknowledge window

Accept and acknowledge

1. Review the Accept and Acknowledge window.

You have indicated that you il be sending the application
confirmation and required decuments to your applicant electronically.

i e i i s 2. Select the checkbox next to Consent Acknowledgment.

and check the indication box.

il e b 3. When prompted, answer the question: Do you want to

and agree to receive disclosures, documents and notices electronically

and confirm that you will download or print them for your records, (i) fin alize and mark this application as SUBMITTED?

acknowledge that you have the ability to access the information that is
provided electronically via email communications, and (ii) acknowledge
that such action constitutes your agreement and consent to receive
electronic communications on a single use basis throughout the

insurance purchasing process fie., from receipt of a proposal, J Select'

completion of an application and continuing for thirty (30) days after
you receive an issued policy sent to you through normal U.S. mail]

@ * Yes, to submit the application.

o ol el et + No to return to the application and make additional changes.

o Important:

After an application has been submitted, it becomes view-
only and can no longer be edited. You can view a PDF of the
application on your Book of Business.
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Section 2: Policy Selection

Step 9a: Final Steps
Underwritten Application

Click here to skip this page if it is not applicable.

Complete the Final Steps section to confirm application information, establish the applicant’s
electronic signature, and document any existing health insurance coverage.

A. Confirm Product Information

1. Verify the product displayed under Product.

2. Enter or confirm the Requested Effective Date by selecting the calendar icon and choosing the
appropriate date.

I HealthSpring  Express App HOUSTON, TX
Getting Started * i
Applicant Information = v Final Steps
Medicare Supplement (TESTn*iPATHTwo Q PRODUCT: Medicare Supplement
TESTINGPATHTWO) $158.56 Agent Acceptance
1

Open EnmllmenuGuarantee'1ssue o Requested Effective Date (MM/DD/YYYY)

Questions I ( ﬁ)

Guaranteed Issue Right i v
I TESTINGPATHTWO TESTINGPATHTWO : Signature Options:

Review Plan Selection 1 v

Medical Questions ' 7 O Email secure PIN O Voice Signature O Phone Verification

Required Forms | G Agent(s) shall list any health insurance policies sold to the Applicant.

- ) i List policies sold which are still in force (if this does not apply, state "NONE").

Billing Information 1 v ( )

BERIEEHENEES i M *List any other health policies or coverages sold (o the Applicant in the past five (5) years which are no longer in force (if this does not apply, state "NONE).

State Required Form(s) |} v ( )
| Do you have knowledge or reason to believe the replacement of existing insurance may be

Acknowledgement Of NonduBiication involved? Oves O No

(TESTINGPATHTWO TESTINGRTHTWO)

Notice of Nondiscrimination

Discrimination is against the law.

End Application We do not discriminate on the basis of race, color, national origin (including limited English knowledge and first language), age, disability, or sex (as understood in the applicable
regulation).

o

B. Select a Signature Method

Follow the on-screen instructions for the selected signature method. Under Signature Options,
select one of the available signature methods:

1. Email Secure PIN

2. Voice Signature

3. Phone Verification
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Section 2: Policy Selection

Click here for step-by-step instructions on using the Send Forms feature to obtain an electronic
signature. Follow the on-screen instructions.

Email Signature

Getting Started TESTINGPATHTWO TESTINGPATHTWO : Signature Options:

Applicant Information v
O Voice Signature O Phone Verification

Medicare Supplement (TESTINGPATHTWO

TESTINGPATHTWO) $158.56
Click 'Send Forms’ to capture the customer's e-signature.
Open Enroliment/Guaranteed Issue * Upon chclfmg ‘Send Forms’ the customer will be emailed the following documents:
s v © Oulline of Coverage
Queslions
© Guide to Health Insurance for People with Medicare
© Insurance Application
Guaranteed Issue Right 4 o © Payment Authorization
© Health Information Authorization
Review Plan selection v © E-forms Consent
* The email will contain a link for the customer to navigate to a website where the customer has to agree to all attestations.
. . * Upon agreeing to all attestations, the site will display an auto-generated 6-digit PIN.
Medical Questions v g : P
* The customer should verbally provide the PIN for the agent to enter below. This PIN serves as the customer's e-signature.
Required Forms v
Enter the authorization code provided by the applicant to apply the electronic signature to
the Application, Payment Authorization, Health Information Authorization and Electronic
Billing Information v Consent:
Replacement Notice v )
PIN valid values are limited to:
i Numeric Values: 0-9
State Required Form(s) v

Alpha Values: A, B,C, D, E, F, G, H
*Please note the alphabetical letter O is not a valid PIN value.

Voice Signature

TESTINGPATHTWO TESTINGPATHTWO : Signature Options:

Review Plan Selection v

MEdicallolEsHons “ e O Email Secure PIN Phone Verification

Required Forms i Complete your application using Voice Signature now and get the policy issued faster! Simply call 800.234.6933 with your applicant and enter the applicant’s secure 6-digit PIN in the
space provided below.

Billing Information 4 Enter the Six Digit Secure Voice Pin

Replacement Notice v >
PIN valid values are limited to:

N Numeric Values: 0-9

State Required Form(s) v Alpha Values: A, B, C, D, E, F, G, H

*Please note the alphabetical letter O is not a valid PIN value.

Phone Verification

TUaranteed 15sue Right 7
TESTINGPATHTWO TESTINGPATHTWO : Signature Options:

Review Plan Selection v

MedicalaEs s o 9 O Email Secure PIN. -~ O Voice Signature Phone Verification

Required Forms M Complete the Phone Verification (PV) now and get the policy issued faster! Simply call 866-825-4822 Mon-Fri, 8am to Spm CST with your applicant and write your PV Case # in the space
provided below.

Billing Information v Has a Phone Verification been completed?

Replacement Notice v OvYes O No
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Section 2: Policy Selection

C. Notice of Nondiscrimination

1.

Review the Notice of
Nondiscrimination with
the applicant.

. Select the checkbox next to

I Agree to acknowledge the
statement.

D. Agent Information and
Commission Review

1.

Review the Writing
Number displayed
on the screen.

. Verify that the commission

information is accurate
before proceeding.

E. Underwriting Comments and
Supporting Documents

1.

In the Comments field,

enter any information that
may assist the underwriter
during the review process.

. If supporting

documentation needs to
be submitted:

+ Select Yes for the
electronic document
upload option.

+ Click Upload.
+ Follow the system

prompts to attach the
required document(s).

Getting Started
Applicant Information

Medicare Supplement (TESTINGPATHTWO
TESTINGPATHTWO) $158.56

‘Open Enroliment/Guaranteed Issue

Questions v
Guaranteed ssue Right v
Review plan selecton v
Medical Questons v
v
v
v
v

Acknowledgement Of Nonduplication
(TESTINGPATHTWO TESTINGPATHTWO)

Final Steps.

End Application

Disposition and Notes

1
\ 4

——

® Notice of Nondiscrimination

Discrimination is against the law.

We do not discriminate on the basis of race, color, national origin (including limited English knowledge and first language), age, disability,
or sex (as understood in the applicable regulation).

We provide people with disabilities with reasonable modifications and free communication aids to allow for effective communication with
us. We also provide free language assistance services to people whose first language is not English.

To receive reasonable modifications, communication aids, or language assistance services free of charge, please call the customer service
toll-free number listed on the back of your Member ID card.

If you believe that we have failed to provide any of these services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, you can file a grievance with:

Health Care Service Corporation (HCSC)
Attn: Office of Civil Rights Coordinator

300 E. Randolph St., 35th Floor

Chicago, IL 60601

Phone:1-855-664-7270 (voicemail)

TTV/TDD: 1-855-661-6965

Fax:1-855-661-6960

You can file a grievance by phone, mail or fax. If you need help filing a grievance, please call the customer service toll-free number listed
on the back of your Member ID card.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal, available at:

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW,

Room S09F,

HHH Building

Washington, DC 20201

1-800-368-1019, 1-800-537-7697 (TDD)

html

Complaint forms are available at: http: hh

I certify that | have interviewed the Applicant, asked all of the questions as written on the application, and | have truly and accurately
recorded on the application the information supplied to me by the Applicant.

O 1agree*

Getting Started

 Applicant informati

Your most recently Issued policy used the writing number: €B01234 @

TESTINGPATHTWO)

uuuuuuuu

Guaranteed ssue Right v

Review Plan Selection v

Medical Questions.

Required Forms.

Ca— ) (oo ) @ D)
C D C D C ) C D

Upload Document

| PLEASE SELECT

Document Title

Applicant Type

[rosesnec

o] Nofile chosen

(o) @D

Note: Attachments are limited to 2 MB per file. If a document exceeds the file size limit,
submit the application without the attachment and email the supporting documents to
ARCSHL@HealthSpring.com.

Tip:
Include information that may be relevant during underwriting review, such as application
clarifications or additional supporting details.
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Section 2: Policy Selection

F. Optional HealthSpring Dental,

Total Dental, Vision and Hearing Plus.
Premium

pre———

nnnnnnnnnnnnnnnn

Coverage Type Payment Method / Mode im Benefit

LSS

e ——

Vision, and Hearing Coverage

Acknowledgement Of Nonduplication

it

)
(TESTINGPATHTWO TESTINGPATHTWO)

Complete this section only if

the applicant wishes to add

additional coverage. e

1. Select the applicant’s desired o
coverage option |

Flexible Choice Dental, Visi

d Hearing Plus Provider Link

*Please Select a Coverage Type to apply for Healthspring Dental, Vision and Hearing Plus Coverage

+ Use the drop-down menus
to select Coverage Type Py

+ Payment Method/Mode

+ Maximum Benefit
Amount

SAVE SUBMIT >

HealthSpring Resources Dashboard

H. Save and Submit Application Information
2. Verify all selected options with the

; i 1. Review all completed fields for accuracy.
applicant before proceeding.

2. Click Save.

G. Click any of the available resource links to 3. Click Submit in the lower-right corner of
view additional information about the the screen.
Flexible Choice Dental, Vision, and
Hearing benefits.

Expected Result:
Once you click Submit, a Review and Acknowledge window will appear.

l. Accept and Acknowledge window

Aceeptand acknoyledde 1. Review the Accept and Acknowledge window.

You have indicated that you will be sending the application

confirmation and required documents to your applicant electronically. 2. Select the checkbox next to Consent

Please read the acknowledgement statement below to your applicant,

and check the indication box. Ackn oWIedgment.

By accessing and opening the documents sent to you via the e-mail
address that you have provided to us, you certify that: You (i) consent

and agree o eceive discosures, documents and notices electronically 3. When prompted, answer the question: “Do you want

and confirm that you will download or print them for your records, (ii) . R . . .

acknowledge that you have the ability to access the information that is d by 204
provided electronically via email communications, and (iii) acknowledge to flnallze an mark thls appllcat’on as SUBMITTED'
that such action constitutes your agreement and consent to receive

electronic communications on a single use basis throughout the

insurance purchasing process [i.e., from receipt of a proposal,

completion of an application and continuing for thirty (30) days after J
you receive an issued policy sent to you through normal U.S. mail.]

S S— ) * Yes, submit the application.

Select one of the following:

This application is complete and valid. Do you want to finalize and mark * No to return to the app“ca“on and make add|t|ona|

this application as SUBMITTED? Upon submitting, applications will still
be available for viewing but no changes will be allot

o changes.

Important:

After an application has been submitted, it becomes
view-only and can no longer be edited.
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Section 2: Policy Selection

Step 10: Submit Application

Use the Submit Application page to verify successful application submission, review submission
details, and obtain the information needed for application tracking.

A. After selecting Yes to submit the application, C. If additional products or applicants need to
review the confirmation message displayed be submitted, click on Applicant
on the screen. Information in the navigation menu and

1. Verify that the system confirms that the continue the enroliment process.

application was submitted successfully. Note:

Depending on the application scenario,
additional applicants may require separate
forms, signatures, or enrollment steps.

Important:

The Application ID displayed on this page is
not the applicant’s HSB case number. The
HSB case number will be provided in an
email after the application has been received
and assigned for processing.

D. To return to the homepage, click the
Express App home button.

1. Return to the Express App dashboard to:
B. Review the Navigation Menu on the left side + Start a new quote.

of the screen. + Resume another application.

1. Confirm that all required sections display a + Review submitted applications.

green checkmark. .
* Access available resources.

2. Ensure there are no incomplete sections
remaining.

I Healthspring: [ Expressapp | Q HOUSTON, TX

Getting Started e *
Applicant Information l v |e Smelt

Medicare Supplement I Your application has been successfully submitted.Your Application ID is EX9OT797VX.IThi5 is not your applicant's HSB case number. You will receive an email once the
(FIRSTNAMETESTING application is received and assigned to New Business for processing that will include your applicant’s HSB case number. Your application ID may be used in the event that
LASTNAMETESTING): SUBM"TlD $156.18 technical troubleshooting is needed.
J ATTENTION: Please check the Navigation bar for any additional applicants or products to be applied for. If additional coverage is to be applied for, please click on
Open Enroliment/Guaranteecissue APPLICANT INFORMATION under the next product in the Navigation Bar. To return to the homepage, click on the EXPRESS APP home button.
Questions l
Review Plan Selection l v
Boost your sales
l Does your client need additional coverage?
Required Forms v
' HealthSpring Healthcare offers cost-effective and competitive Supplemental Health insurance policies that start at around $5/month and help with expenses not
Billing Information I v covered by primary health insurance.
. ' Supplemental Health policies include:
ey FediEo ) l ~ * Dental, Vision and Hearing
» Flex Choice Cancer
Acknowledgement Of Nondugllication * Choice Accident
(FIRSTNAMETESTING LASTNA| ETEST\N(;{ o Flex Choice Heart
« Hospital Indemnity
Final Steps v Ask if any of these policies may be a good fit for your client in addition to Med Supp!

e

End Application

Disposition and Notes
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Section 2: Policy Selection

000

Flexible Choice Dental, Vision, & Hearing Plus

Complete Section 2: Quote and Enroll - First Steps before proceeding to policy selection.

Use the Policy Selection screen to select the applicant’s desired policy. If the applicant would like to
enroll in the Flexible Choice Dental, Vision & Hearing Plus (DVH+) policy, select the checkbox next
to the product name.

Please note, HealthSpring Flexible Choice Dental, Vision & Hearing Plus plan does not include
coordination of benefits.

Step 1: Once you have selected the DVH+ policy, select the corresponding

plan option.

Recommended Coverage Options
+ Select this option to view and choose from preconfigured coverage packages.

Customized Coverage
+ Select this option to build a plan by choosing coverage components based on the
applicant’s needs.

“ HealthSpring- | Express App

Getting Started

Policy Selection

End Application

Disposition and Notes

Policy Selection

O p  Medicare Supplement (HIC)

Private health insurance designed to supplement original Medicare.
Insured by Healthspring Insurance Company

initial
premium

Example market ssep HOUSTON, TX|Logout

$0.00

O w Flexible Choice Dental, Vision & Hearing Plus

Select Plan Option:
Recommended Coverage Options

Customized Coverage

D )  Choice Hospital Indemnity

Provides benefits for expenses incurred from hospital visits.
Insured by Loyal American Life Insurance Company

D p  Choice Accident

Benefits that help cover the cost of care and treatment due to an accident.
Insured by Loyal American Life Insurance Company

HealthSpring Resources  Dashboard

Applicant 1
First Name
Last Name
Date of Birth
( 08/05/1960 )
Age
66 )
Gender
Male )
Medicare Part A Effective Date
MM/DD/YYYY ™
Medicare Part B Effective Date
(MM/DD/WW i
Medicare Card Number

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel. HealthSpring
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Section 2: Policy Selection e 0 °

Follow the steps below if you choose the Recommended Coverage Options.

When selecting any coverage type other than Individual will include all applicants on the same
application and count as one sale.

If the customer wants all family members covered under a single policy, select the appropriate
coverage type and complete one application.

If spouses prefer separate policies, complete and submit the first DVH application. Then, return to
Express App, generate a new quote for the spouse, and complete a second application to create a
separate policy.

A. Under Recommended Ir6 HealthSpring: | Express App
Coverage Options, select cetngstartes
the following: Policy Selection ne. $0.00
End Application
+ Coverage Type () b Mediare supplement (0

Private health insurance designed to supplement original Medicare.

Example:
Individual, Individual
& Spouse/Domestic

D w Flexible Choice Dental, Vision & Hearing Plus

Partner, One-Parent
; i
Family, Family. s
Coverage Type Payment Method/Mode Total Dental, Vision & Hearing Premium
(h) -
. Payment Methodl <P\easese\ec‘ ([mMonm\y v ] so00
m od e e Select coverage option to view premium:
1) Core 1) Preferred

Example:

EFT- Monthly, EFT -
Quarterly, etc.

B. Select the desired coverage option to view premium and benefit highlights.

* Core
* Preferred

Expected Results:
Initial premiums are automatically calculated and displayed in the top-right corner of the screen.
These premiums are based on the applicant’s selections.
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Section 2: Policy Selection e 0 °

C. This section provides BTN Dl
links to supplemental

Policy Selection T g . (D}
resources such as a PDF | <y $0.00 Applicant 1
of the blank application, O E;s::;m:
. . p  Medicare Supplement (HIC) )
Flexible Choice Dental,
.. . Insured by Healthspring Insurance Company e
Vision & Hearing Plus P ______J

Brochure, and Flnd a D w  Flexible Choice Dental, Vision & Hearing Plus ‘E#)
Provider link.
Select Plan Option: ?ZG
LR
D . E n te r A p p I ica n t 1 F| rst o (ov::‘g’::ly;: — Payment Method/Mode Total Dental, Vision & Hearing Premium E%)
Name, Last Name, and (resesees = = e oo
’ 1] edicare Part A Effective Date
M ed ica re Pa rt A a n d e Select coverage option (o view premium: (ju/m/guzﬁ - )
. Core Preferred Medicare Part B Effective Date
Part B effective date.

$5,000 Policy Year Maximum 5,000 Policy Year Maximum ( 10/01/2026 ™

Coverage up t0 $5,000 p Coverage up to 5,000 per policy year, per person

I m p ortant: (‘;:“p’:’::::)' Desuztlle (‘:e'::';:;:“”“i"'e Medicare Part B ffecive Date

H Preventive Services 100% Covered Preventive Services 100% Covered (Lowrrozs & >
If the applicant selects

Medicare Card Number
a p0| I Cy that prOVI d es Plan pays up to $500 annually Plan pays up to $500 annually (7«)
coverage for additional 5 s
Plan pays up to $200 every 2 years Plan pays up to $200 every 2 years
individuals, you must Y ®
. ® Applicant 2 +
e nte r th e A p p I Ica nt 2 Flexible Choice Dental, Vision & Hearing Plus Brochure &)
Find a Provider 2

information. You may
Complete the Appllcant D p  Choice Hospital Indemnity

1 and App“ca nt 2 Provides benefits for expenses incurred from hospital visits.
sections simultaneously.

(F ) START APPLICATION

+ The system will present the same questions for both applicants, and responses for each
applicant must be entered concurrently.

« Be sure to explain that information for both Applicant 1 and Applicant 2 must be provided at the
same time when completing a joint application.

E. If applicable, in the Applicant 2 section, click the + icon to populate the applicant’s information.

Expected Results:
The Start Application button will change from gray to purple, indicating that all required
information has been entered, and the application is ready to begin.

F. Click the Start Application button to begin the application process.
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Section 2: Policy Selection

000

Follow the steps below if you choose the Customized Coverage option.

When selecting any coverage type other than Individual will include all applicants on the same
application and count as one sale.

If the customer wants all family members covered under a single policy, select the appropriate
coverage type and complete one application.

If spouses prefer separate policies, complete and submit the first DVH application. Then, return to
Express App, generate a new quote for the spouse, and complete a second application to create a
separate policy.

A. Under Customized Coverage
option, select the following:

Payment Method/mode

Example:
EFT- Monthly, EFT -
Quarterly, etc.

B. Select the desired coverage
options to view premium amounts
and benefit highlights.

Coverage Type

Example:

Individual, Individual & Spouse/
Domestic Partner, One-Parent
Family, Family.

Maximum Benefit
Example:
$1,000, $1,500, $2,000, etc.

Deductible Amount

Select the appropriate coverage column based on the desired deductible amount.

Getting Started

tnd Application

Disposition and Notes

H HealthSpring: | Express App

Policy Selection

Policy Selection

D p  Medicare Supplement (HIC)

Private heallh insurance designed Lo supplement original Medicare.
Insured by Healthspring Insurance Company

D w  Flexible Choice Dental, Vision & Hearing Plus

Select Plan Option:
Recommended Coverage Options

e $0.,00

0 © Customized Coverage
Payment Method/Mode Total Dental, Vision & Hearing Premium
N
EFT - Monthly -v )| sow
Coverage Type Maximum Bencfit
Pleaseslect $1000

Select one of the following options:

Premium Amount with
Incremental Preventive Services
Coverage

Deductible Amount:

(60% yr. 1; 70% yr. 2; 80% yr. 3; 90% yrs.
44)

$100 0$0.00

$50 O$0.00

30 (0 $0.00

$100 Disappearing [0$0.00

Premium Amount with Full
Preventive Services Coverage

(100% all yrs.)

O s0.00

0 50.00

0 50.00

0 $0.00

* Premium Amount with Incremental Preventative Services Coverage

* Premium Amount with Full Preventative Services Coverage

Important:
The premium amount and benefit highlights will update based on the selected Coverage Type,

Maximum Benefit, and Deductible Amount.

Expected Results:
Initial premiums are automatically calculated and displayed in the top-right corner of the screen.
These premiums are based on the applicant’s selections.
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Section 2: Policy Selection e 0 °

C. This section provides press App HODSTON, iiiceas
links to supplemental
resources such as a PDF - Poligy Selecton s $0.00 applicant1 @
of the blank application,
Flexible Choice Dental, I Bttt C
V|S|On & Hear|ng Plus Insured by Healthspring Insurance Company IE“NAW':
Brochure, and Flnd a D w  Flexible Choice Dental, Vision & Hearing Plus Date of Birth
Provider link.
D. Enter Applicant 1 First (A] R S
Name, Last Name T CHD
Coverage Type Maximum Benefit Medicare Parl A Effective Dale
Important: o s B )
Medicare Part B Effective Date

If the applicant selects

Sclect one of the following options:

a policy that provides _ ,
Deductible Amount: Premium Amuuntwth Premiu‘r‘r\v/:n;?‘l:in(::vlt:vz:! .

cove rage for add itiO nal Icn::::::tal Preventive Services :r;;/;na" y; [« g6
|nd |V|dua |S’ you must Eir;%yr 1; 70% yr. 2; 80% yr. 3; 90% yrs.

. $100 (0 $0.00 () $0.00
enter the Applicant 2 . (€]
information. You may B o e ot ¥
complete the Applicant 1 i o o o ~— |
and Appllcant 2 Sectlons $100 Disappearing 50.00 () 50.00
Simulta neOUSly, View Blank Application &]

e Elexible Choice Dental. Vision & Hearing Plus Brochure £]

* The SyStem Wi” Find a Provider &z
p rese nt t h e same Purchasing a Flexible Choice Dental, Vision & I learing Plus plan will not impact your existing Medicare Advantage plan coverage, if
. applicable. Please note, Healthspring Flexible Choice Dental, Vision & Hearing Plus plan does not include coordination of benefits.
questions for both
app“cants and D p  Choice Hospital Indemnity
responses for each
applicant must be entered concurrently.

+ Be sure to explain that information for both Applicant 1 and Applicant 2 must be provided
at the same time when completing a joint application.

E. If applicable, in the Applicant 2 section, click the + icon to populate the applicant’s information.

Expected Results:
The Start Application button will change from gray to purple, indicating that all required
information has been entered and the application is ready to begin.
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Section 2: Policy Selection

Step 2: Applicant information and Verification

Enter the applicant’s demographic information and verify the applicant’s identity before proceeding

with the enrollment process.

A. On the Applicant
Information screen,
complete all required
fields.

Example:

First Name, Last Name,
Phone, and Applicant'’s
Email Address.

Important:

The applicant’s DOB,
Age, and Gender are
carried over from the
Getting Started screen.

 If applicable, select
the applicant’s
Suffix from the
drop-down menu.

+ If the applicant

000

6 HealthSpring | Express App

Getting Started

Applicant Information

End Application

Disposition and Notes

@ HOUSTON, TXjtogout
Applicant 1
First Name * i LastName * suffix
( 3l > ¢ D G 3
(o 3L ) (mow ) (_ vleaseselect v )
Date Of Birth * Age Gender *
(L osrosnsso j ( 66 ) ( MALE )
Phone * Applicant's Email Address * @
'd \>
Applcant daclined o provide e
Which form of Customer identification would you like to provide ?
@ Sodial ty Number (SSN or ITIN)
O Other n docurmentation including alien ID#, Visa, Passport, etc) @
SSN/ITIN
Do you agree to receive marketing content electronically and authorize electronic correspondence for policy delivery?
for a written communication to be provided or made available in paper or another nonelectronic form, if you so choose. You also have the right to
sent to electronic delivery of materials related to your policy. In order to withdraw consentyou must send a written request to the PO Box address at the
top of the application.
Resident Street Address (no PO Box) * AptiSuite/Other (Optional)
( )
X 7
City * State * 2P+
(" nouston ) ( ™ ) ( 77041 )
Is your mailing address the same as your residential address? *
@® Yes
O No
G Verify Applicant Next >

declines to provide an email address,

select the Applicant Declined to Provide

Email checkbox.

B. Select the appropriate identification type for

the applicant, then enter the required
information in the corresponding field.

C. Select Yes or No to indicate whether the

applicant consents to receiving marketing

communications and electronic
correspondence for policy delivery.

D. Enter the applicant’s residential address.

E. Select Yes or No to indicate whether
the mailing address is the same as the

residential address.

F. Review all information for accuracy, then click
Verify Applicant. Click Next to continue with

the enrollment.

Expected Result:

The system validates the applicant’s

information and enables access to the
next section of the application.

Important:

Applicant information is validated using

the SSN, DOB, and Name provided. If the
applicant’s Name or DOB is changed, the
quote must be restarted. At this stage of
the application process, only the SSN can

be modified.
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Section 2: Policy Selection e 0 °

Step 2-A: Failed Verification

A. If the applicant’s information cannot be validated, a verification error message displays. Review the
available options and select the appropriate action to continue the application process.

B. After the applicant’s information has been successfully verified, click Next to continue to the next
section of the application.

o Verification Error
Applicant 1 - The provided DOB cannot be validated.

Please select one of the below options.

O 1 confirm this information is correct (O | need to make changes

Proceed with Application Start New Quote

Getting Started
Applicant Information Appllcant Inforl T |at|0n
£nd Application Applicant 1
First Name * M Last Name * Suffix
Vs e ’ 3 N
Disposition and Notes ( ( ) (
% TESTING FIRST NAME / N s K TESTING LAST NAME ) L Please Select v J
Date Of Birth * Age Gender *
Vi N
'\ 08/05/1950 / \ 76 / FEMALE )
Phone * Applicant's Email Address * @ Applicant SSN /ITIN *
( Y ( N il N
\S 4 A ARY. J
Applicant declined to provide email
Resident Street Address (no PO Box) * Apt/Suite/Other (Optional)
( Y ( N
L J \ J
City * State * P *
C B N )
C ) @ D ),
Is your mailing address the same as your residential address? *
@ Yes
QO No

HealthSpring Resources  Dashboard
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Step 3: Prior or Other Coverage

Complete the Prior or Other Coverage section by answering the required questions for the applicant.

A. Answer Yes or No to “Is the insurance applied for here intended to replace any existing or
pending dental insurance?”

+ If answered Yes, the system will prompt you to enter the Name of the Company and Policy
Number. If answered No these fields will not populate.

B. Answer Yes or No to “Is any applicant eligible for Medicare?”

C. Review all information for accuracy.
+ Click Save.
+ Click Next to continue to the next section of the application process.
Important:

+ If the applicant answers Yes to question A, the applicant will need to complete a
Replacement Notice, Step 4. This page will be prompted by the system.

+ If the applicant answers No to question A, the applicant will move forward to the
Billing Information page, Step 5.

Important:
Answer all questions accurately based on the applicant’s current coverage and Medicare
eligibility status.

H HealthSpring | Express App HOUSTON, TX
Getting Started
v Prior or Other Coverage
Dental Vision and Hearing (YN DVH) $71.93 @  Use the send Forms button above to email your customer a personalized link Lo this in-progress dental application if they prefer to complete it without assistance.
0 Applicant 1
i i istil i i ?
Mg InTormmation Is the Insurance applied for here intended to replace any existing or pending dental insurance?
OvYes O No
Acknowledgement of Nonduplication

e Is any Applicant eligible for Medicare?
Required Forms

OvYves O No

Final Steps
SAVE NEXT >
B iAnplaelon (CN save ) CGD

Disposition and Notes
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Step 4: Replacement Notice Page

The Replacement Notice is required only when the applicant indicates that the new dental insurance
policy will replace existing or pending coverage. Ensure all information is reviewed with the applicant
before proceeding.

6 HealthSpring  Express App HOUSTON, TX

Getting Started * i

Applcant Information : v Replacement Notice

Dental Vision and Hearing (YN DVFH $71.93 NOTICE TO APPLICANT REGARDING REPLACEMENT OF DENTAL INSURANCE
According to your application and information you have furnished, you intend to lapse or otherwise terminate existing

RriororOther Coverage * " dental insurance and replace it with a policy to be issued by Loyal American Life Insurance Company®. Your new policy
provides 30 days in which you may decide, without cost, whether or not you decide to keep this policy. For your own
information and protection, you should be aware of and seriously consider certain factors which may affect the

insurance protection available to you under the new policy.

Bl elpicipatch 1. Health conditions which you may presently have may not be immediately or fully covered under the new policy. This could result in denial or delay of  claim for benefits under

the new policy, whereas a similar claim might have been payable under your present policy.

Acknowledgement of Nonduplication
= U 2. You may wish to secure the advice of your present insurer or its agent regarding the proposed replacement of your present policy. This is not only your right, but it is also in your

best interest to make sure you understand all the relevant factors involved in replacing your present coverage.

Required Forms
& 3.1f, after due consideration, you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and completely answer all questions on the

application concerning your medical/health history. Failure to include all material medical information on any application may provide a basis for the Company to deny any future
Final Steps claims and to refund your premium as though your policy had never been in force. After the application has been completed and before you sign it, reread it carefully to be certain
that all Information has been properly recorded.
End Application o The above “Notice to Applicant” was delivered to me.
@|ves| O no

Disposition and Notes

°oed

A. Read the Replacement Notice disclaimer to the applicant. Answer Yes or No to the question,
“The above Notice of Applicant was delivered to me”.

B. Review all information for accuracy.
+ Click Save.

* Click Next to continue.
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Section 2: Policy Selection

Step 5: Billing Information

000

Use the Billing Information page to collect the applicant’s banking information and authorize

premium withdrawals.

Review the billing notice displayed at the top of the page and inform the applicant that premiums

will be drafted once the policy is issued.

A. Under Payer is Other

F6 HealthSpring | Express app

than insured, select: == ep

° Yes, if SO m eo n e Den(a.l Vision and Heaving(YV!DVH) $71.93
other than the e
insured will be

Billing Information

o4 0 e mal

HOUSTON, TX

ividual contract and Third part o paye

ual cceptable for payment of any premium, unless.
ily member or the payer is ompany and our

es are not a
DirectList Bill form h: and approved

at they will be drafted upon policy issue.

responsible for °' °

making payments.

Required Forms
Final Steps
End Application

Disposition and Notes.

Important:

If you answer

Yes, complete any
additional questions
prompted by the
system.

* No, if the insured is
the payer.

B. In the Account
Information section,
enter the following bank details:
* Routing Number
* Financial Institution

« Account Type (select the appropriate
option from the drop-down menu)
* Account Number

+ Requested Withdrawal Date (select a
date between 1 and 28)

Important:
Verify that the payment method is not a
prepaid debit card. Prepaid debit cards are

not accepted for policy premium payments.

Account Information

Routing Number

A HiSE no longer accepts prepaid debit cards (Ex; GreenDot) for policy payments. Please provide another form of payment.

Requested Withdrawal Date

B 7
) (
AR

‘

HealthSpring Resources  Dashboard

C. Complete the Bank Consent Verification
Questions by selecting the appropriate
response for each question:

+ Confirm whether the applicant is the
owner of the bank account from which
funds will be drafted.

+ Confirm authorization to draft premium
payments from the bank account
provided.

D. Review all information for accuracy.

+ Click Save.

* Click Next to continue.
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Step 6: Acknowledgment of Non-duplication

Use the Acknowledgment of Non-duplication page to determine whether the applicant has existing
health coverage and to document whether the new policy will duplicate or replace current coverage.

A- U nder QueStlon 1 [ 6 HealthSpring: | Express App HOUSTON, TX
select Yes or No to ! o
. . Appicantnformation v Acknowledgement of Nonduplication
indicate whether the NOTICE TO CONSUMERS
. Age 65 and older
a p p I 1ICan t curren t I y EridaNCitien Cavetas) ¥ This Notice d by the Texas Department of Insura ts concern that some consumers may buy unnecessary coverage or may replace their coverage needlessly.
Buying too erage or replacing a policy may be a oney.
has any of the listed
Billing Information L * SPECIFIED DISEASE (CANCER, STROKE, ETC.)
health covera ges e HESHIAL NBENTY

+ BASIC HOSPITAL EXPENSE OR BASIC MEDICAL/SURGICAL

Replacement Notice v
Qo the applicant have any of the following health coverages inforce?

H Required Forms + EXPENSE (THESE POLICIES ARE TYPIFIED BY A SCHEDULED BENEFIT PER ILLNESS)
In Torce. LoneTem care

Final Steps
Oves OnNo

« If Yes is selected,
complete Question
. I have reviewed the following policies and found that duplication WILL or WILL NOT occur.
2 by entering all
required y

OvYes O No

) ( )
information. Q | roommee | e N

° If N O is Se I e Cted , Does the applicant intend to replace coverage?

Oves ONo

the system will gray bl insisminilins it i iiasmiiinismb ey

out any non- S m——

O No health pol <e atthis time

. . © Applicant has elected not to have the policy(ies) reviewed
applicable fields.

I certify that my right to have all my existing health p

Verify that the (v chosnto sy igh o hve o plcie ewedto dtrin ey syl s e,
© My policies have been reviewed
automatically S
. O will O will Not
selected options
are correct before

proceeding.

mined has been explained to me by the agent named above

e e»

B. Select Yes or No to indicate whether the applicant has elected to have their existing
policies reviewed.

+ If Yes is selected, complete all required fields on the page.

+ If Nois selected, the system will gray out any non-applicable questions. Selecting No indicates
that the applicant has waived their right to have their existing policies reviewed to determine
whether duplicate coverage may exist.

C. Review all information for accuracy.
+ Click Save.
+ Click Next to continue.
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Step 7: Required Forms

Use the Required Forms page to document the applicant’s marketing authorization preferences,
review required disclosures, complete HIPAA acknowledgments, and confirm document delivery
requirements.

Marketing Authorization

A. In the Marketing Authorization section, select Yes or No to indicate whether the applicant
authorizes the receipt of information or materials describing other insurance products.

+ Read the authorization statement to the applicant.

If applicable state whether a Personal Representative is authorized to act on the applicant’s behalf:
+ Enter the representative’s Name.
+ Enter the representative’s Relationship to the applicant.

Required Forms AUTHORIZATION FORM FOR DISCLOSURE OF A CONSUMER'S PROTECTED HEALTH INFORMATION FOR MARKETING PURPOSES

(“Authorization”)
Final Steps
1.1 hereby authorize the use and disclosure of all my health information to Health Care Service Corporation, a Mutual Legal Reserve Company, and its subsidiaries (“Company”) as
described below.
End Application

2.1 authorize the Company to use the Protected Health Information contained in the Company's records, including its underwriting and claim records, to help determine whether |

might be interested in or can benefit from other non-health-related insurance products offered by the Company.
Disposition and Notes
3.1 understand that the Company will disclose the Protected Health Information to its underwriting staff, new business staff, sales agents, or marketing management for the
purpose of marketing non-health-related products to me.

—————

4.1 understand that | may revoke this Authorization at any time, except to the extent that action has been taken by the Company in reliance on this Authorization, by sending a
written revocation to the Company’s Privacy Steward at PO Box 5700, Scranton, PA 18505-5700.

5. 1 understand that the Protected Health Information which the Company will use and disclose under this Authorization is not necessary for the Company to determine my
eligibility for coverage under the policy and that the Company will not condition its approval and issuance of the policy on my providing this Authorization.

6 HealthSpring:  Express App HOUSTON, TX
Getting Started I
Applicant Information v RequirEd Forms
Dental Vision and Hearing (YN DVH) $71.93
R — © o Marketing Authorization
Replacement Notice v | grant my authorization to receive information or presentation of materials describing other insurance products.
@ ves O No
Billing Information v
Acknowledgement of Nonduplication ~ + o NOTE: Please read the acknowledgement statement below to your applicant.
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Section 2: Policy Selection

HIPAA Authorization

A. Read the HIPAA Authorization statement to the applicant and review the disclosure information.

« If a Personal Representative is authorized to act on behalf of the applicant, enter the
representative’s authority in the field provided under Statement 9.

+ Enter the Personal Representative’s:

- Name

- Relationship to the applicant

Note:

Personal Representative fields are optional unless an authorized representative is acting on behalf

of the applicant.

Getting Started

Applicant Information v

Dental Vision and Hearing (YN DVH) $71.93

Prior or Other Coverage v
Replacement Notice v
Billing Information v

Acknowledgement of Nonduplication v

Required Forms

Final Steps
End Application

Disposition and Notes

(A

HIPAA Authorization

@  oTE: Please read the acknowledgement statement below to your applicant.

AUTHORIZATION FORM FOR DISCLOSURE OF AN APPLICANT'S PROTECTED HEALTH INFORMATION
| hereby authorize the disclosure of protected health information about me as described below.
1. The Company, as used In this authorization, shall mean Health Care Service Corporation, a Mutual Legal Reserve Company, and Its subsidlaries

2.1 authorize any licensed physician, medical practitioner, hospital, clinic, Pharmacy Benefit Manager, or other medical or medically-related facllity, the U. S. Veterans
Administration and Selective Service System, insurance company, or any other organization, institution, or person that has any records or information available as to the diagnosis,
treatment, and prognosis with respect to any physical or mental condition and/or treatment relating to me or my family to disclose to the Company’s underwriting, new business,
claims, sales agents, and premium accounting representatives any such records or information.

3. The protected health information described above will be disclosed to the Company to determine my or my family’s eligibility to obtain coverage under the policy for which I/we
have applied, and to determine the rates and terms which apply to the policy.

4. This medical or health information includes information on the diagnosis and treatment of mental illness, alcohol, and drug use. This also includes information on the diagnosis,
treatment, and testing results related to HIV, AIDS, and sexually-transmitted diseases unless otherwise restricted by state law.

5. 1 understand that | may revoke this authorization in writing at any time, except to the extent that action has been taken by the Company in reliance on this authorization, by
sending a written revocation to the Company's Privacy Office at PO Box 5700,Scranton, PA 18505-5700.

6. 1 understand that the information which will be provided under this authorization is necessary for the Company to determine my eligibility for coverage under the policy and that
the Company will condition its approval and issuance of the policy on my providing this authorization, and my application may be denied if | refuse to provide this authorization.

7.1 understand that if the person or entity that receives my protected health information is not a health care provider or health plan covered by the federal privacy regulations, the
information may be re-disclosed by such person or entity and will likely no longer be protected by the federal privacy regulations.

8. | understand that a photocopy, facsimile copy, or other electronic copy of this authorization shall be considered as effective and valid as the original. | also understand that | or
my personal representative am entitled to recelve a copy of this authorization upon request. This authorization will expire twenty-four (24) months from the date it ls signed.

9. If you are the representative of an Applicant, describe the scope of your authority to act on the Applicant's behalf:

C )

o The Personal Representative fields below are OPTIONAL unless a person authorized (under State or other applicable law, e.g,, tribal or military law) is acting on behalf
of the individual in making health care related decisions.

Personal Representative

Name

C )

Relationship

C )
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Section 2: Policy Selection

B. Read the following question and select Yes or No:

000

“Have you been provided a blank copy of the application packet with any state-specific
disclosures, including HIPAA, Outline of Coverage and, if eligible for Medicare, a Guide to Health

Insurance for People with Medicare?”

1. Review the certification
statement and indicate P
the documents provided
to the applicant:

Insurance fc

1. Have you been provided a blank copy of the application packet with any state specific disclosures, including HIPAA, Outline of Coverage and, if eligible for Medicare, a “Guide to Health

I certify that | have provided the Applicant with the following documents:

0 ((

7

+ Application Packet

P
(prease seLect

« Outline of Coverage
« Other

OvYes ONo

| further certify that | have delivered the documents to the Applicant:*

( )

% )
Is the applicant available with you In Person to sign the application?

Note:
If Other is selected, enter a description of
the document in the field provided.

Important:

Documents must be provided to
the customer before submitting
any HSB application. To deliver
documents electronically, use the
Send Forms feature. Selecting Email as the
delivery method does not send the forms
automatically.

If the customer does not have an email
address, provide the documents in paper
form and confirm they have been received
before proceeding with the application.
Paper copies can be mailed using the

sales and marketing materials available
through StoreFront. Once receipt of the
required documents has been confirmed,
you may continue with and submit the HSB
application.

2. Under | further certify that I have
delivered the documents to the
Applicant:

+ Select the appropriate delivery
method from the drop-down list.

+ Enter the delivery date.

Important:

Selecting Email as the delivery method does
not send the forms immediately. You will be
prompted to email the forms to the applicant
in Step 8: Final Steps of the application
process.

3. Select Yes or No to indicate whether the
applicant is available in person to sign
the application.

C. Review all information for accuracy.

* Click Save.

* Click Next to continue

products and services are provided exclusively by or through operating subsidiaries of Health Care Service Corporation, a Mutual Legal Reserve Company.
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Section 2: Policy Selection e 0 °

Step 8: Final Steps

Complete the final application review, customer verification, and submission process. Use the Send
Forms button above to send required Pre-Sale documents (Application Packet, Customer Booklet,
Proposals (As Applicable).

Important:

Selecting Email as the delivery method does not send the forms immediately.

For instructions on electronically delivering documents and enroliment materials,
see Send Forms Electronically to the Applicant.

A. Confirm Product FE HealthSpring | oores op HOUSTON, TX
. Getting Started
Information .
|Applicant information v Flnal Steps
. h Please use the Send Forms button above to send required Pre-Sale documents (Application Packet, Customer Booklet, Proposals (As Applicable).
1 R t Dental Vision and Hearing (YN DVH) $71.93
. eVI eW e Product: Dental Vision and Hearing
Prior or Other Coverage v
Product ot eued
Replacement Notice v
lected for th (Croorzos B
S e e C e O r e Billing Informaton v 0 1. Do you attest that the information you provided on the application is accurate, complete and true?
a p p I |C a tl o n a n d Acknowledgement of Nonduplication v OYes O No
Ve rlfy t h at a | I Required Forms = 2 ungﬂzn:‘tr{:m I have applied electronically for insurance and that by providing an answer Lo the security question and security pin number, this will be considered an effective and
H H OvYes O No
information _
e n te re d Dispasition and Notes e Customer Verification
a. Security Question:
throughout the
‘\
enrollment 7
-
. ( )
process is
accurate OvYes O No

2. Select the appropriate Effective Start Date from the drop-down menu.

3. Select Yes or No to the attestation statement, “Do you attest that the information you
provided on the application is accurate, complete and true?”

4. Select Yes to confirm the applicant understands the electronic application and security pin
serve as valid and legally binding signature.

B. Customer Verification

1. Under Customer Verification, select a Security Question from the drop-down list.
2. Enter the applicant’s response in the Security Answer field.

3. Create and enter a 4-digit Security PIN. The applicant must retain this information for identity
verification purposes.

4. Respond to the question “Is this an agent family business?” by selecting either Yes or No.

Confidential, unpublished property of HealthSpring. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel. HealthSpring
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000

Do not change the commission option selected on this page, as it reflects your current

contracting arrangement.

C. Agent Information

1. Select the appropriate
commission option:

+ Heaped (default option)

Important:

The Commission Option is
automatically set based on your
contract with your upline and
may be either Heaped or Level.

2. Review the displayed Writing

I you would like level cor

mmissions to be paid on this policy, check the level option; otherwise, heaped commissions will be paid. If you are a Li
s Please refer i

icensed Only Agent (LOA), check with

® Heaped O Level

requesting lease refer to your commission schedule for heaped and level commission rates.

ur most recently issued policy used the writing number: 801234

and with intent to defraud nce company or other person files an application for insurance or statement of claim containing
eals, for the purpose of misleading, Information i fact material actand may be

Licensed Agent's Last Name Writing Number Splic (%)

D) (heenm D) (Ceeaseseiect : i (100 D)
)

Y € p & )
-~ N N ™~ N
{ ( ( ) )
S 7 & A K J U J
Comments
‘/ hY
\ )

‘

Number and commission
information. The Writing
Number is in red font.

3. Verify the following commission fields
are populated correctly:

+ Licensed Agent’s First Name
*+ Licensed Agent’s Last Name

+ Select the Writing Number from
the drop-down list.

+ Split Percentage (if applicable)

+ Populate the Comments field
as applicable.

D. Upload any documents electronically

1. Select Yes or No to upload any supporting
documentation.

E. Review all information for accuracy.
+ Click Save.

+ Click Submit to complete the application
process.

Accept and acknowledge G

You have indicated that you will be sending the application
confirmation and required documents to your applicant electronically.
Please read the acknowledgement statement below to your applicant,

s sent to y i
/ou certify that: You (i) consent

nents a lectronically F
and confirm that you will download or print them for your records, (i) .
acknowledge that you have the ability to access the information that is
provided electronically via email communications, and (i) acknowledge
that such action constitutes your agreement and consent to receive
electronic communications on a single use basis throughout the
insurance purchasing process [ie., from receipt of a proposal,
completion of an application and continuing for thirty (30) days after
you receive an issued policy sent to you through normal U.S. mail]

O Consent Acknowledgement

This application is complete and valid. Do you want to finalize and marl
this application as SUBMITTED? Upon submitting, applications willstill
be available for viewing but no changes will be allowed.

(v) €8

Expected Result:
Once you click Submit, a Review and Acknowledge
window will appear.

Accept and Acknowledge window

1. Review the Accept and Acknowledge window.

2. Select the checkbox next to Consent Acknowledgment.
3. Click Yes to continue.

Expected Result:
Once you click Yes, a submission page will populate.
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The image below is an example of an email communication the applicant receives after forms have
been sent electronically.

The email includes the following attachments:

* Flex Choice DVH Plus Member Booklet.
+ Consumer Application - Follow the instructions highlighted in yellow to access the application.
+ Link to review the Consent Disclosure and Medicare Guide.

[Not Virus Scanned] Thank You For Your Dental Vision and Hearing Application!
9| < < ;
@ CSBNewRusiness@healthspring com @ | © Reply | © Repiy Al | = Forward

60 days)

Zone 1-In

(O e e e e e e e

Flexc y T pat Protected_The ConsumerApp. 639256913850618866.P0 5
© i3k € ok d=mmm—-

K HealthSpring

Thank you for your application

Hello YN DVH YN DVH,

Thank you for your recent application for Dental Vision and Hearing. We have
attached a copy of your application and encourage you to review it for accuracy.
For your convenience, we have also included an Outline of Coverage (if applicable,
per product) and other required documents along with Choosing A Medigap Policy:
A Guide to Health Insurance for People with Medicare, in case you are eligible for
Medicare.

Consent for electronic delivery

By accessing and opening the documents sent to you via the email address that
you have provided to us, you certify that:

1. You consent and agree to receive didf siloctiments and notices
3 load or print them for your

t Vi e ability to access the information that is
la email communications, and

hat such action constitutes your agreement and consent to
‘electronic communications on a single-use basis throughout the
insurance purchasing process (i.e., from receipt of a proposal, completion
of an application and continuing for thirty (30) days after you receive an
issued policy sent to you through normal U.S. mail).

= ww ww =m ww | View Consent Disclosure
View Medicare Guide

Your application

The attached application is password protected to safeguard your privacy. To view
the application, please enter your date of birth in the format below along with the
last four digits of your Social Security number (SSN).

MMDDYYYY

For example: If your date of birth is April 2, 1943 and the last four digits of your
SSN are 1234, you would enter the following password when prompted.

040219431234
Note: Do not use dashes or slashes.

If your agent notified you that your application requires a Phone Verification (PV)
and you have not completed a PV, please call 1-866-825-4822 (TTY 711), Monday
- Friday from 9:00 am to 6:00 pm ET, to speak live with an associate.

Note: If a PV is required, we cannot finish processing your application until a PV
is completed. You will receive an email for each policy for which you have applied

If you have any questions or need to make corrections to your application,

please contact customer service at 1-866-459-4272 (TTY 741), Monday -
Friday from 8:00 am to 8:00 pm ET.

Legal and Privacy (7 | Non-Discrimination Notice &1

Medicare and Health & Life products and services are
provided exclusively by or through operating subsidiaries of Health Care Service Corporation, a
Mutual Legal Reserve Company. Subsidiaris include American Retiromont Life Insurance Com
pany, HealthSpring Insurance Company, HealthSpring National Health Insurance Company, Loyl
American Life Insurance Company and Medco Containment Life Insurance Company.

HealthSpring Supplemental Benefits | PO Box 5700, Scranton, PA 18505-5700
2026 Health Care Service Corporation. All Rights Reserved.

DO NOT REPLY TO THIS EMAIL. This email address is not monitored.
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Step 9. Submit Application

Use the Submit Application page to verify successful application submission, review submission
details, and obtain the information needed for application tracking.

A. Review the Navigation Menu on the left side of the screen.

1. Confirm that all required sections display a green checkmark.
2. Ensure there are no incomplete sections remaining.

B. To return to the homepage, click the Express App home button. Return to the Express App
dashboard to:

+ Start a new quote.
* Resume another application.
* Review submitted applications.

Expected Result:
Once the application is submitted, a confirmation email will be sent to both the agent
and the customer.

6 HealthSpring | Express App HOUSTON, TX
Getting Started *
sopican it R Submission
Dental Vision and Hearing (YN D{*)i Successfully Submitted Your Application| Your Application ID is EX30T79VD7) This is not your applicant's HSB case number. You will receive an email once the application is received and
SUBMITTED l $71.93 assigned to New Business for processing that will include your applicant’s HSB case number. Your application ID may be used in the event that technical troubleshooting is needed.
P ATTENTION: Please check the Navigation bar for any additional applicants or products to be applied for. If additional coverage is to be applied for, please click on APPLICANT
G R LIS l e INFORMATION under the next product in the Navigation Bar. To return to the homepage, click on the EXPRESS APP home button.
Replacement Notice i v
Billing Information = v
Acknowledgement of Nonduplic%ion v
Required Forms I v
Final Steps v v

End Application

Disposition and Notes

HealthSpring Resources  Dashboard
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Hospital Indemnity

Complete Section 2: Quote and Enroll - First Steps before proceeding to policy selection.

Use the Policy Selection screen to select the applicant’s desired policy. If the applicant would like to
enroll in the Choice Hospital Indemnity policy, select the checkbox next to the product name.

Step 1: Once you have selected the Choice Hospital Indemnity policy, select

the corresponding plan option.

+ Recommended Coverage Options: Select this option to view and choose from preconfigured
coverage packages.

+ Customized Coverage: Select this option to build a plan by choosing coverage components based
on the applicant’s needs.

Follow the steps below if you choose the Recommended Coverage Options.

When selecting any coverage type other than Individual will include all applicants on the same
application and count as one sale.

If the customer wants all family members covered under a single policy, select the appropriate
coverage type and complete one application.

If spouses prefer separate policies, complete and submit the first Hospital Indemnity application.
Then, return to Express App, generate a new quote for the spouse, and complete a second application
to create a separate policy.

A. Under Recommended Coverage [ ¢ neumsping ooresron

Options, select the following: e
Policy Selection me. $73.60
+ Coverage Type
Exam ple: Ditposition andiNotes D »  Medicare Supplement (HIC)
Individual, Individual & paliielione sl i
Spouse/Domestic Partner, e ~ .
D p  Flexible Choice Dental, Vision & Hearing Plus

One-Parent Family, Family.

W Choice Hospital Indemnity

* Payment Method/mode e ot
I .
Exa m p e * Select Plan Option:
EFT- Monthly, EFT - R
Coverage
Q u a rte r y’ etc. o ( Individual EFT - Monthly - 7380
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Section 2: Policy Selection

B. Select the desired coverage I reesceveilisis i bl le
Option to view premium and Policy Selection e $73.60 ot o
benefit highlights. All plans - &

opostion aix s »  Medicare Supplement (HIC)

include a View hyperlink o :
highlighting additional benefits T e——— C____)
included with each option. et e
+ Core o
+ Preferred o s e
. . o e |

Premier ’ s oy ] ‘ s

o[
Expected Results: T e o
Initial premiums are m = —
automatically calculated and
displayed in the top-right corner Y —— otz +®
of the screen. These premiums o [Cam—
. ’ Choice Short Term Care

are based on the applicant’s O
selections.

C. This section provides links to supplemental resources such as a PDF of the blank application
and brochure.

D. Enter Applicant 1 First Name, Last Name, and Medicare Part A and Part B effective date.

Important:
If the applicant has selected a policy that provides coverage for additional individuals, you must
enter the Applicant 2 information.

E. If applicable, in the Applicant 2 section, click the + icon to populate the applicant’s information.

Expected Results:
The Start Application button will change from gray to purple, indicating that all required
information has been entered, and the application is ready to begin.

F. Click the Start Application button to begin the application process.
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Section 2: Policy Selection

Follow the steps below if you choose the Customized Coverage option.

When selecting any coverage type other than Individual will include all applicants on the same
application and count as one sale.

If the customer wants all family members covered under a single policy, select the appropriate
coverage type and complete one application.

If spouses prefer separate policies, complete and submit the first Hospital Indemnity application.
Then, return to Express App, generate a new quote for the spouse, and complete a second application
to create a separate policy.

A. Under Customized 16 HealthSpring. | Express op HOUSTON, TXtogout
Coverage, select the s g
Policy Selection e $0.00 i
coverage type and : Aoplcant?
payment methOd from REReslion e Notes D »  Medicare Supplement (HIC) /\—;
the drop-down menu. ol e
D p  Flexible Choice Dental, Vision & Hearing Plus ol
+ Coverage Type
Exam Ie’ D w  Choice Hospital Indemnity 2;7
Individual,
Individual & T
H Coverage Type* Payment Method/Mode Total Choice Hospital Indemnity Premium
Spouse/Domestic " (- [ B ser-viny 0
Partner, One-
. Select one of the following choice options:
Parent Family, o = NS e .
. ] ] 1
Family. i i i
T Y| =y (TN
j I =5 v
+ Payment Method/
m o d e SEI::l:unmzber of Days sa!eoc:l:::ber of Days Se\::zl‘loun:ber of Days. gepllcant +
G omatone D | (R | IIC |
E am I . Select Benefit Amount = Select Benefit Amount = Select Benefit Amount =
X ple: C > | i = STARTASPUCATION

EFT- Monthly, EFT -
Quarterly, etc.

Benefits Include:

Observation Room @

B. Populate plan options
horizontally. Select one
of the following options.

. Preferred Cllck‘the Information (i) icon ngxt to a benefit to view additional
. Premier details about the coverage provided.
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Section 2: Policy Selection

C. Optional riders can be added to enhance the selected plan with additional coverage. Follow the
steps below to add rider(s) to the policy:

1. Select the checkbox next to each rider the applicant wants to add.

2. For each selected rider, choose the desired Benefit Amount from the drop-down menu.
3. Review the Rider Premium displayed for each selected rider.

4. Confirm the selected riders and associated premiums before proceeding.

D. This section provides links to view a PDF of the Brochure and a blank application.

Applicant 2

= —————

Policy Selection

Select Benefit Amount

Select Benefit Amount

initial
premium

$110.96

Select Benefit Amount

P oo camoane v)

<$/50

(o ~)

Benefits Include:

Obscrvation Room @
Substance Use Confinement @
Mental Health Confinement @

Benefits Include:

Observation Room @

Substance Use Confinement @
Mental Health Confinement @
Ambulance (Air, Ground, Water) @
Appliance (Mobility, Oxygen) @
Emergency Room Treatment @
skilled Nursing Facility @

Benefits Include:

Observation Room @

Substance Use Confinement @
Mental Health Confinement @
Ambulance (Air, Ground, Water) @
Appliance (Mobility, Oxygen) @
Emergency Room Treatment @
Skilled Nursing Facility @

Outpatient Surgical Procedure @
Outpatient Rehabilitation Services @
X-Ray Imaging @

Rider @

View Brochure £]

View Blank Application &]

Amount Selected

l Hospital Confinement Benefit Base Included:
| $15/day @ $15/day @ $15/day @
I Optional Rider Benefit Amount Rider Premium
' Hospital Admission Indemnity Benefit < o o ) $0.00
Rider @
Ambulance Services Indemnity Benefit ( . o > $0.00
Rider (Ground/Water/Air) @
Outpatient Diagnostic Imaging Benefit ( e v > $0.00
Rider @
Intensive Care Unit Indemnity Benefit 100% of Hospital Confinement Coverage $0.00
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Section 2: Policy Selection

E. Enter Applicant 1 First Name, Last Name, and Medicare Part A and Part B effective date.

Important:

If the applicant selects a policy that provides coverage for additional individuals, you must
enter the Applicant 2 information. You may complete the Applicant 1 and Applicant 2 sections
simultaneously.

+ The system will present the same questions for both applicants, and responses for each
applicant must be entered concurrently.

+ Be sure to explain that information for both Applicant 1 and Applicant 2 must be provided
at the same time when completing a joint application.

F. If applicable, in the Applicant 2 section, click the + icon to populate the applicant’s information.

Important:
The applicant’'s name and DOB are required on this page. When multiple applicants are included,
the premium rate will be based on the older applicant.

G. The Start Application button will change from gray to purple, indicating that all required
information has been entered, and the application is ready to begin.

Fb Healthspring:  BoressAvp HORT O s
Getting Started
i i initial 1 34 38
e i e $13438 | s @
End Application First Name
i itic Not :
Bgosion and Hore= D »  Medicare Supplement (HIC) <—>
Private health insurance designed to supplement original Medicare. Last Name
Insured by Healthspring Insurance Company :ﬁ
] } . Date of Birth
D p  Flexible Choice Dental, Vision & Hearing Plus
02/01/1960
Age
w  Choice Hospital Indemnity ( )
66
Provides benefits for expenses incurred from hospital visits.
Insured by Loyal American Life Insurance Company ey
Female
Select Plan Option:
Recommended Coverage Options Medicare Part A Effective Date
O Customized Coverage Gender
Coverage Type* Payment Method/Mode Total Choice Hospital Indemnity Premium (__remate )
$13438
(\ndlv\dual v > (EF{- Monthly ~ ) Medicare Part A Effective Date
MM/DDAYYY ™
Select one of the following choice options: Medicare Part B Effective Date
core Preferred Premier ( Mmooy ™
Medi Card Numbse
ital C Benefit ital C Benefit Select Hospital Confinement Benefit o o S
Optiont: 1 Day Optiont: 1 Day Option1: 1 Day ;)
Select Benefit Amount Select Benefit Amount Select Benefit Amount
C > ¢ > ¢ v)
Option2 @ Option2 Option2 G Appllcant 2 +
Select Number of Days Select Number of Days Select Number of Days
¢ v ) (e ~ v)
Select Benefit Amount Select Benefit Amount Select Benefit Amount
( b ) (3750 v ) ( v ) @| START APPLICATION |
Benefits Include: Benefits Include: Benefits Include:

HealthSpring Resources  Dashboard
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Section 2: Policy Selection

Step 2: Applicant information and Verification

Enter the applicant’s demographic information and verify the applicant’s identity before proceeding
with the enrollment process.

A. On the Applicant Foeiciesg ieserte iR
Information screen, e Applicant Information
complete all required BN . o .
flelds‘ U DN ) ( 2N )
Comrnoo D (e D) Croz D
Example: —_—— —
( ) (e neossrencscon PRE )

First Name, Last Name,
Phone, and Applicant'’s
Email Address. e e

if you 50 choose. You also have the right to withdraw your
55 at the top of the application.

ApUsuite/Other (Optional)

D C D)
Important: o e .
The applicant’s DOB, Age, e o !
and Gender are carried é;jj g y
over from the Getting 0 | Gueen G

Started screen.

.
« If applicable, select the

applicant’s Suffix from the drop-down menu.

+ If the applicant declines to provide an email address, select the Applicant Declined to Provide
Email checkbox.

B. Select Yes or No to indicate whether the applicant consents to receiving marketing communications
and electronic correspondence for policy delivery.

C. Enter the applicant’s residential address.
D. Select Yes or No to indicate whether the mailing address is the same as the residential address.

E. Review all information for accuracy, then click Verify Applicant. Click Next to continue with
the enrollment.

Expected Result:
The system validates the applicant’s information and enables access to the next section of the
application.

Important:

Information is validated using the SSN, DOB, and Name provided. If the applicant’s Name or
DOB is changed, the quote must be restarted. At this stage of the application process, only
the SSN can be modified.
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Section 2: Policy Selection

Step 2-A: Failed Verification

A. If the applicant’s information cannot be validated, a verification error message displays. Review the
available options and select the appropriate action to continue the application process.

B. After the applicant’s information has been successfully verified, click Next to continue to the next
section of the application.

o Verification Error
Applicant 1 - The provided DOB cannot be validated

Please select one of the below options.

(O 1 confirm this informationis correct () 1 need to make changes

Proceed with Application Start New Quote

K HealthSpring" | Express App HOUSTON, TXrogout

Getting Started

Applcant nformaten
End Application Applicant 1
First Name * M Last Name * suffix
Disposition and Notes < e ) \/ > ( Er—— > < " = >

Date Of Birth * Gender *

Age
(nz/m/wec > (ee ) (FEMALE >

Phone * Applicant's Email Address * @ Applicant SSN / ITIN *

N
) @HCSCA >
P ( YULETZI_NIEDBALA@HCSC.COM ) U B

Applicant declined to provide email

Do you agree to receive marketing content electronically and authorize electronic correspondence for policy delivery?
@ vYes
Q No

You have the option for a written communication to be provided or made available in paper or another nonelectronic form, if you so choose. You also have the right to withdraw your
consent to electronic delivery of materials related to your policy. In order to withdraw consent,you must send a written request to the PO Box address at the top of the application.

Resident Street Address (no PO Box) * Apusuite/Other (Optional)

City * State * zP*
) ( ™ ) ( 77041 )

Is your mailing address the same as your residential address? *

@ Yes
QO No

N gt

@‘ = ‘

HealthSpring Resources  Dashboard
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Section 2: Policy Selection

Step 3: Required Federal Notice

Review the Required Federal Notice with the applicant as displayed on the screen. This notice
explains that the selected policy is a fixed indemnity policy and not health insurance.

A. Ensure the applicant understands the information provided.

Review all information for accuracy.
+ Click Save.
+ Click Next to continue.

"6 HealthSpring  Express App HOUSTON, TX
Getting Started i
e v Required Federal Notice
Choice Hospital Indemnity $54.26 @  rlease read the following Required Federal Notice (o the Customer.
Additional Information This fixed indemnity policy may pay you a limited dollar amount if you're sick or hospitalized. You're still responsible for paying the cost of your care.

The payment you get isn’t based on the size of your medical bill.
There might be a limit on how much this policy will pay each year.
This policy isn't a substitute for comprehensive health insurance.
since this policy isn't health insurance, it doesn't have to include most Federal consumer protections that apply to health insurance.

Medical Questions

State Required Form(s)

Looking for comprehensive health insurance?

Visit HealthCare.gov or call 1-800-318-2596 (TTY: 1-855-889-4325) to find health coverage options.

To find out if you can get health insurance through your job, or a family member’s job, contact the employer.

End Application

Disposition and Notes
P Questions about this policy?

For questions or complaints about this policy, contact your State Department of Insurance. Find their number on the National Association of Insurance Commissioners’ website
(naic.org) under “Insurance Departments.”
« If you have this policy through your job, or a family member's job, contact the employer.

0 SAVE NEXT >
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Section 2: Policy Selection

Step 4: Additional Information

Complete the Additional Information section by entering beneficiary details, if provided, and
answering the coverage questions.

A. If the applicant wishes to name a beneficiary, enter the following information:

+ Beneficiary Name

+ Relationship to Applicant

+ Phone Number (optional)
+ Address, City, State, and ZIP code

+ DOB

Note:

Beneficiary information is optional.

B. Select Yes or No for questions in this section and follow the system prompts to populate

required fields.

C. Review all information for accuracy.

* C(Click Save.

* Click Next to continue.

K HealthSpring ‘ Express App

Getting Started

Applicant Information v
Choice Hospital Indemnity $54.26
Required Federal Notice v

Additional Information

Medical Questions
State Required Form(s)
End Application

Disposition and Notes

Additional Information

HOUSTON, TX

Beneficiaries

Please provide beneficiary information for the Primary Applicant and Spouse, if applicable. The Primary Applicant will automatically be named the beneficiary for Child(ren) named

In the application.
@  Please Note Beneficiary Information Is Optional.

Primary Applicant

Name of Beneficiary Relationship to Applicant Phone (optional)
Address, City, State, ZIP Date of birth (MM/DD/YYYY)

( ) (

D

PRIOR OR OTHER COVERAGE
Applicant 1

Is the Insurance applied for here intended to replace any existing or pending accident or sickness insurance?

QOvyes O No

Is any Applicant eligible for Medicare?

OYes O No

Is any Applicant currently covered by any Title XIX program (Medicaid or any similar name)?

Ovyes O No

o SAVE

NEXT >
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Section 2: Policy Selection

Step 5: Medical Questions

Complete the Medical Questions page by reviewing and answering all questions based on the
applicant’s health history.

A. Review each medical question with the applicant and select Yes or No based on the applicant’s

response.

B. After completing all required fields:

1. Review the information for accuracy.

2. Click Save.

3. Click Next to continue.

K HealthSpring-  Express App

Getting Started

Applicant Information v
Choice Hospital Indemnity $54.26
Required Federal Notice v
Additional Information v

Medical Questions

Billing Information
State Required Form(s)
Required Forms

End Application

Disposition and Notes
State Required Form(s)

Required Forms

End Application

Disposition and Notes

Medical Questions

1.In the last 3 months has any Applicant been:

a. hospitalized, in a nursing facility, received home health care, or been admitted to a mental health facility?

2.1n the last 12 months, has any Applicant:

a. been advised to have surgery, awaiting test results (excluding routine screening tests) or advised to have further evaluation of diagnostic testing for a
medical condition?

b. had complications from diabetes, such as neuropathy, heart or artery blockage, retinopathy, hospitalization for diabetic ketoacidosis within the last year,

hypoglycemia event requiring an emergency room visit or hospitalization, had A1C levels above 8%?

3.1n the last 12 months has any Applicant been diagnosed, treated for or advised by a medical professional to have treatment for any of the
following:

a. Alzheimer's Disease, dementia, Parkinson's Disease, multiple sclerosis, epilepsy or any neurological or neuromuscular disorder?

b. Kidney disease, lupus, disease or disorder of the liver (including hepatitis B & C) or any connective tissue disorder?

<. Emphysema, respiratory disease requiring oxygen, chronic respiratory disorder?

d. Heart attack, stroke, TIA (transient ischemic attack), congestive heart failure, heart surgery, peripheral vascular or arterial disease, any disease or

disorder of the heart, or vascular system?

e.Internal cancer, melanoma or carcinoma in situ?

. Blood disorder of any type, osteoporosis with compression fracture, chronic cystitis, ulcerative colitis or amputation by disease?

4. Has any Applicant ever been:

a. diagnosed with gastroparesis?

b. diagnosed with or received treatment for Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC), or Human Immunodeficiency
Virus (HIV) infection?

O Yes

O ves

O ves

O Yes

O Yes

O ves

O Yes

O Yes

O ves

O ves

QO Yes

HOUSTON, TX

O No

O No

o | ed
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Section 2: Policy Selection

Step 6: Billing Information

Use the Billing Information page to collect the applicant’s banking information and authorize premium
withdrawals.

Review the billing notice displayed at the top of the page and inform the applicant that premiums will
be drafted once the policy is issued.

A. Under Payer is Other F6 Healthspring  coress oo HOUSTON, TX
. . Getting Started *
than insured, select: s} BillingInformation
. oice Hospif Indemnit I ial contract and Ti ty/Cc are not ayment of any premium, unless

. Y e S, I f S 0 m e O n e 0 th e r Choice Hospital Inde ity } $54.26 o : w;.:p.;ems i “ompany and our i DArecV:istilrfurmhash:ensu‘bn:m:ﬂpandzpprvw!ld

than the insured will be VRN

responsible for making S

i Ac 1t Informatic

payments. ® | E——— i R
I m po rta nt: End Application Routing Number
If you answer Yes, ——

. ( )
complete any additional
questions prompted by (romesaac O C D C D
o o]
the system. e s s i
o O ve O N
H H 2. Are we authorized to draft your premium from your bank using the information provided at time of the application?

* No, if the insured gy

is the payer.

0]
B. In the Account

information section,

enter the following bank

details: C. Complete the Bank Consent Verification

- Routing Number Questions by selecting the appropriate

. Financial Institution response for each question:

+ Account Type (select the appropriate + Confirm whether the applicant is the
option from the drop-down menu) owner of the bank account from which

« Account Number funds will be drafted.

. Requested Withdrawal Date (select + Confirm authorization to draft premium
a date between 1 and 28) payments from the bank account provided.

Important: D. Review all information for accuracy.

Verify that the payment method is not a
prepaid debit card. Prepaid debit cards are
not accepted for policy premium payments.

* C(Click Save.

* Click Next to continue.
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Section 2: Policy Selection

Step 7: State Required Form(s)

Complete the State Required Form(s) section by reviewing the state-specific disclosure form displayed
on the screen and answering any required questions.

A. Review the State Required Form(s)

1. Carefully review the state-required disclosure form presented on the screen.

2. Read all notices and disclosures with the applicant to ensure understanding and compliance with
state regulations.

Important:
State-required forms vary by state and may contain additional disclosures or questions that must
be completed before the application can proceed.

6 HealthSpring  Express app HOUSTON, TX
Getting Started *
P — : v State Required Form(s)
' ACKNOWLEDGMENT OF NONDUPLICATION
Choice Hospital Indemnity l $54.26 NOTICE TO CONSUMERS
Required Federal Notice ' v AGE 65 AND OLDER
il This Notice is required by the Texas Department of Insurance because of its concern that some consumers may buy unnecessary coverage or may replace their coverage needlessly.
Additional Information I v Buying too much coverage or replacing a policy may be a waste of your money.
1 1. PURCHASING MORE THAN ONE POLICY OF EACH OF THE FOLLOWING TYPES MAY BE UNNECESSARY AND COSTLY:
Medciout e ] he « SPECIFIED DISEASE (CANCER, STROKE, ETC.)
- . ' + HOSPITAL INDEMNITY
Billing Information v

+ BASIC HOSPITAL EXPENSE OR BASIC MEDICAL/SURGICAL

State Required Form(s) o « EXPENSE (THESE POLICIES ARE TYPIFIED BY A SCHEDULED BENEFIT PER ILLNESS)

* LONG-TERM CARE

Required forms THE TEXAS DEPARTMENT OF INSURANCE CANNOT SAY WHETHER YOU SHOULD OR SHOULD NOT PURCHASE ANY OR ALL OF THESE POLICY TYPES. THE DECISION IS YOURS ALONE
AND SHOULD BE DETERMINED BY YOUR NEEDS AND CIRCUMSTANCES.
End Application 2. IF YOU HAVE MORE THAN ONE POLICY IN ANY OF THE ABOVE CATEGORIES, THE TEXAS DEPARTMENT OF INSURANCE STRONGLY URGES THAT YOU GET A SECOND OPINION FROM
SOMEONE YOU TRUST AS TO WHETHER YOU NEED MORE THAN ONE OF THESE POLICIES.
Rispbeitibnsadioe 3. IF YOU REPLACE EXISTING HEALTH INSURANCE POLICIES, YOU MAY LOSE COVERAGE DURING A PERIOD OF TIME THAT NEW EXCLUSIONS, REDUCTIONS, LIMITATIONS, OR WAITING
PERIODS MUST BE SERVED.

4. THE TEXAS DEPARTMENT OF INSURANCE STRONGLY URGES YOU TO ALLOW YOUR INSURANCE AGENT OR COMPANY TO REVIEW ALL YOUR CURRENT HEALTH POLICIES PRIOR TO
REPLACING EXISTING HEALTH COVERAGE OR PURCHASING ADDITIONAL HEALTH COVERAGE.

1. Does the applicant have any of the following health coverages inforce?
* SPECIFIED DISEASE (CANCER, STROKE, ETC.)
+ HOSPITAL INDEMNITY
* BASIC HOSPITAL EXPENSE OR BASIC MEDICAL/SURGICAL
* EXPENSE (THESE POLICIES ARE TYPIFIED BY A SCHEDULED BENEFIT PER ILLNESS)
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Section 2: Policy Selection

Getting Started

B. Select Yes or No to
indicate whether the
applicant currently has
any of the listed health
coverages. Follow the
system prompts as
applicable.

Applicant Information v

————

Choice Hospital Indemnity
$54.26

Required Federal Notice v
Additional Information v e

Medical Questions v

Billing Information v

State Required Form(s)

Required Forms

. Select whether
duplication of coverage
Will or Will Not occur
after the policy review. If
applicable, enter the
following policy
information:

End Application

e
+ Company
+ Policy Type ®
* Policy Number

* Form Number

. Selecting Yes or No
indicates whether the
applicant intends to
replace existing coverage.

+ If replacement coverage applies, enter
the justification for the replacement in
the provided field.

E. Complete the certification section by
selecting one of the following:

+ Applicant has chosen to waive the right to
have policies reviewed for duplication.

+ Applicants’ policies have been reviewed.

1. Does the applicant have any of the following health coverages inforce? e
* SPECIFIED DISEASE (CANCER, STROKE, ETC.)
* HOSPITAL INDEMNITY
* BASIC HOSPITAL EXPENSE OR BASIC MEDICAL/SURGICAL
* EXPENSE (THESE POLICIES ARE TYPIFIED BY A SCHEDULED BENEFIT PER ILLNESS)
* LONG-TERM CARE

OvYes O No
I have reviewed the following policies and found that duplication WILL or WILL NOT occur.

O will O Wwill Not

Company Policy Type

( D ( )

policy Number Form Number

( ) ( )

Does the applicant intend to replace coverage?

OYes O No

Duplication will not occur because the above listed policy(ies) numbers will be replaced by the applied for policy. Justification for the
replacement is:

( )

O Duplication will not occur

O No health policies in force at this time

O Applicant has elected not to have the policy(ies) reviewed

I certify that my right to have all my existing health policies examined has been explained to me by the agent named above.
O I'have chosen to waive my right to have my policies reviewed to determine if they unnecessarily duplicate each other.

O My policies have been reviewed.

The policy for which | am applying WILL or WILL NOT result in duplicate coverage.

QO will O will Not

@ SAVE NEXT >

HealthSpring Resources  Dashboard

F. Indicate whether the policy being applied for
Will or Will Not result in duplicate coverage.

G. After reviewing all required information:
1. Click Save.
2. Click Next to continue.
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Section 2: Policy Selection

Step 8: Required Forms - Marketing Authorization

Complete the Required Forms section by obtaining the applicant’s authorization of preferences and
confirming delivery of all required application documents.

Marketing Authorization

A. In the Marketing
Authorization
section, select Yes
or No to indicate
whether the applicant
authorizes the receipt
of information or
materials describing
other insurance
products.

+ Read the
authorization
statement to
the applicant.

6 HealthSpring | express App Send Forms HOUSTON, TX
Getting Started
A pplcantlormation > Required Forms
Choice Hospital Indemnity $54.26
e < Marketing Authorization
Additional Information v 0 | grant my authorization to recelve information or presentation of materlals describing other Insurance products.
OYes ONo
Medical Questions v
Billing Information View Blank Application
e 1. Have you been pmwded ablank copy avme appll(x(lan packet with any state specific disclosures, Including HIPAA, Outline of Coverage and, If eligible for Medicare, a “Guide
State Required Form(s) v to Health Inst People with Medi
s, g
End Application 0 1 certify that | have provided the Applicant with the following documents:
a. Application packet (phone sales anly)
b. Outline of Coverage
Disposition and Notes . Other
(D)

HealthSpring Resources  Dashboard

If answered Yes, state whether a Personal
Representative is authorized to act on the
applicant’s behalf:

C. Verify that the applicant received the
applicable documents, which may include:

+ Application Packet (phone sales only)

+ Enter the representative’s Name. + Outline of Coverage

+ Enter the representative’s Relationship
to the applicant.

+ Other required state-specific documents

In the text field provided, enter any additional
documents or notes related to the materials
furnished to the applicant.

B. Select Yes or No to indicate whether the
required documents were provided.

Example:

Blank copy of the application packet with
any state specific disclosures, including
HIPAA, Outline of Coverage and, if eligible
or Medicare.

D. Review all information for accuracy.

» Click Save.
* Click Next to continue.
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Section 2: Policy Selection

Step 9: Final Steps

Complete the final application review, customer verification, and submission process. Use the
Send Forms button below to send required Pre-Sale documents (Application Packet, Customer
Booklet, Proposals (As Applicable)).

Important:

Selecting Email as the delivery method does not send the forms immediately. For
instructions on electronically delivering documents and enrollment materials, see
Send Forms Electronically to the Applicant.

A. Confirm Product Information

1. Review the Product selected for the application and verify that all information entered
throughout the enrollment process is accurate.

2. Select the desired Effective Start Date
+ Date of approval.
+ Request Date. Click the calendar icon to select the requested date.

3. Select Yes or No to the attestation statement, “Do you attest that the information you provided
on the application is accurate, complete and true?”

4. Select Yes or No to confirm the applicant understands the electronic application and security pin
serve as valid and legally binding signature.

I HealthSpring: | express app HOUSTON, TX
.
Getting Started
.
Applicant Information v Flnal Steps
Choice Hospital Indemnity $54.26 o Please use the Send Forms button above to send required Pre-Sale documents (Application Packet, Customer Booklet, Proposals (As Applicable).
Required Federal Notice v
Product: Choice Hospital Indemnity
Additional Information v Agent Acceptance
Effective Date Request Requested Effective Date (MM/DD/YYYY)
Medical Questions v O Date of Approval ( .)
Billing Information v @/ Request Date
State Required Form(s) 2 1. Do you attest that the information you provided on the application is accurate, complete and true?
Required Forms v O Yes (O No

Final Steps 2.1 understand that | have applied electronically for insurance and that by providing an answer to the security question and security pin number, this will be considered an

effective and binding signature.
End Application
Oves O No

Disposition and Notes,
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Section 2: Policy Selection

B. Customer Verification —— @ e
1. Under Customer PO —
Verification, select a )
Security Question from N—— .
the drop-down list. e Y
2. Enter the applicant’s . oE
response in the Security ® (M e = :
Answer field. ¢ 3 ¢ 3 ¢ S
3. Create and enter a = 3
4-digit Security PIN. The i i S PR
applicant must retain this
information for identity 0 | ez

verification purposes.

4. Respond to the question

Is this an agent family

. . . E. Review all information for racy.
business? by selecting either Yes or No. eviewa ormation for accuracy

+ Click Save.
C. Agent Information + Click Submit to complete the application

1. Review the displayed Writing Number and process.
commission information. The Writing

e Expected Result:
Number is in red font.

Once you click Submit, a Review and

2. Verify the following commission fields are Acknowledge window will appear.
populated correctly:
« Licensed Agent’s First Name F. Accept and Acknowledge Window
+ Licensed Agent’s Last Name 1. Review the Accept and Acknowledge
+ Select the Writing Number from window.
the drop-down list 2. Click Yes or No to continue.

+ Split Percentage (if applicable)

+ Populate the Comments field as
applicable.

Accept and acknowledge G

This application is complete and valid. Do you want to finalize and mark
this application as SUBMITTED? Upon submitting, applications will stll

D. Upload any dOCU ments electron|ca”y be available for viewing but no changes will be allowed.
.

1. Select Yes or No to upload any supporting
documentation.
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Section 2: Policy Selection

Step 10. Submit Application

Use the Submit Application page to verify successful application submission, review submission
details, and obtain the information needed for application tracking.

A. Review the Navigation Menu on the left side of the screen.

1. Confirm that all required sections display a green checkmark.
2. Ensure there are no incomplete sections remaining.

B. To return to the homepage, click the Express App home button. Return to the Express App
dashboard to:

+ Start a new quote.
+ Resume another application.
+ Review submitted applications.

6 Healthspring: | HOUSTON, TX |

Getting Started *
.
Applicant Information l v Su bmlt

Choice Hospital Indemnity: SUBMITTED Successfully Submitted Your AppH(atiunI Your Application ID is EX30T79XDT/This is not your applicant's HSB case number. You will receive an email once the application is

$54.26 received and assigned to New Business for processing that will include your applicant's HSB case number. Your application ID may be used in the event that technical

l troubleshooting is needed.
Required Federal Notice l v ATTENTION: Please check the Navigation bar for any additional applicants or products to be applied for. If additional coverage is to be applied for, please click on
ADDITIONAL INFORMATION under the next product in the Navigation Bar. To return to the homepage, click on the EXPRESS APP home button.
Additional Information l v
Medical Questions = v
Billing Information l v
State Required Form(s) : v
Required Forms l v
Final Steps ' v

End Application

Disposition and Notes

HealthSpring Resources  Dashboard
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Section 3: Application Completion

Signature Options Guide

Follow the instructions below to determine the appropriate
signature method for the applicant. The decision begins on the Required
Forms page by answering the question:

“Is the applicant available with you in person to sign the application?”

Based on the response, select either In-Person eSignature or Remote eSignature and follow the
corresponding process outlined below.

For ancillary products, you will be prompted to share applicable forms in the Final Steps page of the
application process.

Use the quick reference below and/or the diagram to guide you through the signature portion of the
application.

Quick Reference

Applicants present and able to sign in person? — In-Person eSignature
Applicant not present? — Remote eSignature

Email + Secure PIN — No Phone Verification (PV) required

Phone Verification — Phone Verification Team involvement required

Tip:
Use the simplest available option based on the applicant’s availability to ensure smooth and efficient
application experience.

eSignature: Customer types in
their name as the signature on the
final steps page of the application.

No PV needed!

Yes In-Person eSignature

Required Forms page:

B el EMAIL + SECURE PIN: Customer
with you in PRI 4O Sl receives email with a 6-digit pin.
the application? No PV il
0 PV needed!

Remote eSignature

Phone Verification: Engage the PV
to obtain case number or opt for
an outboard call at a later time.
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Section 4: Support Resources e 0 a

Frequently asked Questions and Answers
Express App Access, Applications, and Quotes

1. How can | access the Express App?

Enter your username and password to log into HealthSpring for Brokers. Under the Tools
section, select the HSB tab. The Express App link appears on the dashboard.

2. How can you find your client applications in the Express App?
Submitted applications can be accessed by entering the client’s name in the Express App search
bar. You can also find application records within the Book of Business tab in the HealthSpring for
Brokers dashboard.

3. How does the Send Forms feature work in Express App?

The Send Forms feature allows agents to email required forms and, when available, quotes to
clients at any point during the quoting and application process.

4. How can the agent access their prospects, incomplete applications and incomplete
quotes?

All agent quotes are automatically saved and can be viewed on the Express App dashboard. All
information entered on an incomplete application will be auto saved after the agent hits the
Next button. There is also a Save button the agent can click before exiting.

5. How long are client quotes and applications stored in Express App?

Client quotes and in-progress applications are stored for 90 days. During this period, agents can
access previously saved quotes and applications without needing to start the process if a client
contacts them again.

6. Can Express App generate Medicare Supplement quotes for applicants under age 65?

No. Express App does not support Medicare Supplement quoting for applicants under age 65.
To enroll an under 65 eligible applicants, agents must manually calculate the premium using the
appropriate rate sheet and submit a paper application.
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Express App and Multiple Applicants

1.

Do couples have to be in the same situation (i.e. both OE or both GI) to apply at the
same time?

No. Applicant 1 and Applicant 2 (etc.) can quote and apply for varying multiple products and
situations during the same quoting/applying process.

Example:
Applicant 1 can apply for Plan G Open Enroliment, and both Applicant 1 and Applicant 2 can
apply for a Couple Ancillary plan during the same quoting/applying process.

+ Different applicants may select different payment methods, payment modes, and effective
dates.

+ Multiple applicants and products will appear as separate entries in the Navigation Menu.

+ Each completed application must be submitted individually. Agents must select Submit for
each applicant and product combination to complete the enrollment process.

2. How does the agent quote multiple applicants?

+ Use the Applicant boxes on the right-hand side of the Policy Selection screen to enter
additional applicant information for the quote.

+ Multiple products and applicants’ applications will be stacked in the Navigation Bar.
+ Dependent information will be asked on the Applicant Info tab.

Making changes to an in-progress application

1.

How do | change the DOB, ZIP Code, or Gender of the applicant, prior to the application
being submitted?

For changes to DOB, ZIP code, or gender - for all application types - the agent will need to start a
new quote by clicking on the Express App logo on top left of screen. This information can only be
updated by starting a new quote.

How do | change the Medicare Supplement Plan selection or billing information prior to
the application being submitted?

The agent can update billing mode and change Plan selection (within the same charter), on the
Review Plan Selection page.
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Section 4: Support Resources e 0 a

Guarantee Issue and Open Enroliment

1. Will medical questions appear in the Express App if the applicant is in an Open Enrollment
(OE) or Guaranteed Issue (Gl) period?

No. Medical questions will only appear if underwriting is required for the application.

2. Will the agent need to select an Open Enrollment (OE), Guaranteed Issue (Gl), or
Underwritten (UW) option to indicate the type of application?

No. The applicant enrollment type and rate class will automatically adjust during the application
process, based on applicants’ answers to DOB, Part B effective date, OE/GI determination
questions, and Questions about current or previous medical coverage.

3. Will the agent/broker be able to view state-specific Gl scenarios for their state?

Yes. State-specific Guaranteed Issue (Gl) scenarios have been built into the tool and will be
displayed on the GI Scenario Selection screen.

4. Will the agent or broker be able to upload Guaranteed Issue (Gl) documentation in the
Express App?

Yes. The Document Upload feature on the Review and Accept page allows agents and brokers to
upload supporting documentation directly within the Express App.

Based on the applicant’s responses, agents may be prompted to upload documentation to
support a Guaranteed Issue (Gl) election or provide Power of Attorney (POA) documentation.
The Document Upload feature can also be used to respond to Requests for Information (RFIs)
and upload supporting documents as needed throughout the application process.
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Completing an application

1. How do |l update a customer’s billing mode during a Medicare Supplement application?

For Medicare Supplement applications, agents can update the billing mode on the Review Plan
Selection page for the applicable application.

For Supplemental Health applications, agents must click the Express App link to return to the
Quote Screen, update the billing mode, and start a new application.

2. Does Express App automatically save information?

Yes. Express App 2.0 automatically saves completed pages when the agent clicks Next. Saved
quotes, prospects, and applications in progress can be accessed from the Home Page.

If you need to exit before completing the current page, click Save to preserve any information
entered on the incomplete page.

3. Will the agent need to enter both a Social Security number and a Medicare number?
Medicare Supplement applications require a Medicare Beneficiary Identifier (MBI). In
states where it is required, a SSN must also be provided.

Refer to applicable state requirements to determine whether an SSN is required in addition to
the Medicare number.

4. How do | make a correction to a submitted application after it has been received by New
Business?

Corrections must be submitted through the New Business Request for Information (RFI)
process.

5. What if the applicant does not have an email address?
Applicants can complete an application in Express App without providing an email address.

The agent is responsible for ensuring that the applicant receives any required documents
through postal mail or another approved delivery method.
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6. After submitting an application, how long does it take to receive a confirmation email?

Confirmation emails for submitted applications are generated and sent every 15 minutes, 24
hours a day, 7 days a week.

+ Agents should expect to receive one confirmation email for each application submitted.

+ If multiple applications are submitted, a separate confirmation email will be sent for each
application.

7. On the HIPAA and Marketing HIPAA forms, is the Personal Representative field required?

No. The Personal Representative field is optional. Additionally, a tool tip has been added to
provide an explanation of what a Personal Representative is and when the field may be used.

8. Will the agent/broker need to verify each page of the application?
No. The agent must click Next to proceed through each page of the application.

The system will not allow the agent to click Submit until all required fields have been completed,
and all required pages have been reviewed.
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Troubleshooting

Use the guidance below when common technical issues occur during the application process.

If the application becomes stuck on a spinning screen while completing the Other Coverage
Disclosure section for ancillary products:

1. Clear the browser’s cache and cookies.

2. Close and reopen the browser.

3. Start a new lead and complete the application again.

If a submission error occurs after the application has been completed:

1. The application cannot be recovered.
2. Begin a new application using a brand-new lead.
3. Re-enter all required application information. Escalation and Follow-Up

If technical issues persist and a support ticket is submitted:

1. Document the ticket number for reference.

2. Follow up with the Broker Manager regarding the status of the ticket.

3. Continue to monitor the issue until a resolution is provided.

4. Maintain communication with the Broker Manager throughout the troubleshooting process.

Important:
Applications experiencing a submission error at completion must be restarted using a new lead to
ensure successful processing.
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Resources

Contact the Agent Resource Center

HSBNewBusiness@healthspring.com

@ 877-454-0923

* Guarantee Issue Rights Job Aid

+ State Form Checklist for lllinois and Kentucky

+ HealthSpring for Brokers

« HealthSpring Supplemental Benefits - Agent Guide
* Product Availability Guide
« Height and Weight Chart (listed in the medical questions for Med Sup- Underwritten app)

N o , " 9 ‘
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mailto:HSBNewBusiness%40healthspring.com?subject=
https://login.newcoforbrokers.ent-broker-prod.aws.zilverton.com/u/login?state=hKFo2SBqcXgyZ3lCTS1nZlNmNVFIQkM3ZWhpdktZdnNkbVZHM6Fur3VuaXZlcnNhbC1sb2dpbqN0aWTZIG1fRzNHaHFuSXQtWnM5dnUzYnFwazNtdmE2SFRieUlso2NpZNkgVXhCbGZxYWZZQU9mT3dLNXFCYnZpNGdkaDdRU3JrVmE
https://login.newcoforbrokers.ent-broker-prod.aws.zilverton.com/u/login?state=hKFo2SBZdlc5WGg2TXN6WktoSElPdHhjdkRoZGhlRkxMN1dXcqFur3VuaXZlcnNhbC1sb2dpbqN0aWTZIGd1QklUYXVvbVVzRmFCRXZNdE5nVmRaZzdmRTJCZkpjo2NpZNkgVXhCbGZxYWZZQU9mT3dLNXFCYnZpNGdkaDdRU3JrVmE
https://healthspringforbrokers.zilverton.com/public/login
https://hsbagents.healthspringbroker.com/hsb-agent-guide/
https://hsbagents.healthspringbroker.com/hsb-product-guide/
https://forms.healthspringforbrokers.com/MedSup_Guide_HeightandWeightGuidelines.pdf

HealthSpring- < M

Together, we are so much more.™
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