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BANKERS INSURANCE COMPANY Bankers
11101 ROOSEVELT BOULEVARD, ST. PETERSBURG, FLORIDA 33716 Health

INDIVIDUAL MAJOR MEDICAL INSURANCE APPLICATION Plans

A subsidiary of Bankers Financial Corporation

\

IMPORTANT: Do not cancel any existing health coverage until you have received written notification of your acceptance
by Bankers Insurance Company.

COMPLETE THE FOLLOWING INFORMATION ABOUT YOURSELF:

Applicant: Name Date of Birth Age Sex
Social Security Number (SSN) Height Weight Marital Status
Street Address: City State Zip
Billing Address (if different) City State Zip
Telephone E-mail Address

Employer/Occupation Work Telephone

COMPLETE THE FOLLOWING TO INSURE YOUR SPOUSE AND/OR CHILDREN:

Spouse: Name Date of Birth Age Sex
Social Security Number Telephone Height Weight
Employer/Occupation Work Telephone:

Child’s Name Date of Birth Height _  Weight__ Sex__ SSN

Child’s Name Date of Birth Height _  Weight__ Sex__ SSN

Child’s Name Date of Birth Height _  Weight__ Sex__ SSN

COMPLETE THE FOLLOWING PLAN CHOICES:

A. Coverage Effective Date: / / B. Maternity Rider: E L(;s - Plan1[] Plan2[]
C. Deductible: In-Network/Out-of-Network: D. Coinsurance: In-Network 80/20, Out-of-Network 60/40
(Choose from the options below) Coinsurance Maximum: $10,000
[] Option 1: [] Option 2: [] Option 3: [] Option 4: [] Option 5:
$500/$750 $1,200/$1,800 $2,500/$3,750 $5,000/$7,500 $10,000/$15,000
Individual Individual Individual Individual Individual
$1,000/$1,500 $2,400/$3,600 $5,000/$7,500 $10,000/$15,000 $20,000/$30,000
Family Family Family Family Family

HSA is available with Deductible options 2-4.
In-Network Coinsurance rate of 100/0 applies with Deductible Option 4.

F. Network: [ ] BeechStreet ] First Health []PHCS ] Evolutions
G. Lifetime Maximum: [] $1,000,000 (2 Million) [] $3,000,000 (3 Million) [] $5,000,000 (5 Million)

E.HSA: []Yes []No

[] Check or Money Order [] Credit Card [] Monthly Automatic Bank Withdrawal

H. Payment Method: (Monthly Billing) (Must complete Authorization Form)

HIPAA AND OTHER MEDICAL COVERAGE

Federal law provides for waiving of pre-existing conditions limitations period for qualified persons applying under HIPAA
pursuant to section 627.6487 of the Florida Statutes. HIPAA qualified individuals must meet all the following criteria:

Must have at least 18 months of continuous creditable coverage

Most recent coverage must be group, governmental, or church plan

Must not be eligible for group coverage, Medicare or Medicaid, or conversion coverage
Cannot have other health insurance coverage

Must have elected and exhausted any COBRA or state continuation coverage

Most recent coverage must not have terminated due to premium lapse or fraud
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Are you or any applicant on this form applying for coverage as a HIPAA eligible individual pursuant to section

627.6487 Of the FIONOa STATUIES? ........ccveveveeeeieeeeteeeteeeeteet ettt e ettt ee et se st se st enseae e eaenens [lYes [1No
If “yes”, please attach your prior Certificate of Creditable Coverage and complete the information below:

Insurance Company: Policy # :

Were you or any other applicant for coverage covered under another health insurance plan within the last 63 days?
............................................................................................................................................................ [lYes [JNo
If “yes”, please list applicant(s) covered:

Name and phone number of current/prior health insurance Carrier:

Policy #: Effective date of coverage: Termination date:

What type of coverage was your or your dependents last plan?

.......................................................... [ ] Employer Based Group [ ] Individual [ ] COBRA [] Other
Have you or any of your dependents had any form of health insurance denied, rated-up, changed or rescinded, or had

any conditions eXCIUAEA DY FIAEI? ..........c.eiveeeeeee ettt te et et e et neareseeeens [lYes [1No
If Yes, provide details:

Are you and your dependents U.S. CItIZENS? .......cuiiiie i se st e e s sseer e e e e e e s snnrreeeeeeeeanns [lYes [1No
If No, are you and your dependents legal U.S. residents? [] Yes (please attached a valid visa) [1No

ANSWER THE FOLLOWING MEDICAL HISTORY QUESTIONS:

Any material misstatement or omission of information made on this form will be considered a misrepresentation and may
be the basis for later rescission of my coverage and that of my dependents. In the event of rescission or termination for
any reason, the Insurer shall have the right to deduct any premium due and unpaid from any claims payable to me or my
dependents.

1.

10.

Based on a physician’s advice, diagnosis or treatment, are you or any person proposed for
coverage now in good health and free from any physical or mental disease or defects? ....................

To the best of your knowledge, is the proposed insured, spouse, or any dependent child, whether
to be covered or not, currently pregnant or an expectant parent or have an adoption pending? ........

In the past 5 years have you or any person proposed for coverage been treated for or are you
(they) currently undergoing infertility treatMent? ............uueiiiiii e

Have you or any person proposed for coverage tested positive for exposure to the HIV infection,
or been diagnosed as having Acquired Immune Deficiency Syndrome (AIDS) or AIDS-Related
Complex (ARC) cause by the HIV infection or other sickness or condition derived from such
INTECHION ?

Within the past 5 years have you or any person proposed for coverage been diagnosed, treated
by a member of the medical profession, or taken medication for cancer or tumor, stroke, heart
disease including heart attack, chest pain or had heart surgery, COPD (chronic obstructive
pulmonary disease) or emphysema, liver disorder, degenerative disc disease or herniation/bulge,
rheumatoid arthritis, degenerative joint disease of the knee, high blood pressure, diabetes,
alcohol abuse or chemical dePENUENCY? ......cooi it e e e rebeee e

In the last 5 years have you any person proposed for coverage been diagnosed by a physician,
treated by a physician, or had a physician recommend testing for any:
a. Disease or disorder of the heart, blood or circulatory system; stroke; cancer; diabetes?...........
b. Disease or disorder of the respiratory system, including emphysema or asthma?.....................
c. Disease or disorder of the rectum, kidney, prostate, intestine, liver, or hepatitis? ......................
d. Disease or disorder of the nervous system, brain, back or spine, paralysis, stroke, severe
arthritis; epilepsy, mental or nervous disorder, alcohol or drug abuse? .........ccccceevviiiiiiiieeneeenn.

Have you or any person proposed for coverage been hospitalized in the last 12 months or been
recommended for medical or surgical treatment, testing, or hospitalization by a physician that has
L0 ] A=Y B o T=T=T o (o] = PSS

Within the last 24 months, have you or any person proposed for coverage consulted a physician
or practitioner or had a complete physical examination (including a gynecological exam and
EMEIGENCY FOOM VISIES)? 1.vveiiieiiiiiiiiiiietee e e s e sitereeeee e et e sstate e e e eeeeesaasasteaaeeeeeeesassssbaeseeeeeesaasntanseeeeessnnsrnsnnes

Have you or any person proposed for coverage ever had a mammogram within the last 2 years?.....

FEMALES Only: Have you or any female proposed for coverage had an abnormal Pap
SMEAITPEIVIC EXAIM? ....eiiiiiiiiie ettt sttt e e sttt e e e sttt e e e s bb e e e e sbbe e e e s abbeeeesabeeeesanbeeeenan
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Provide ALL details to “YES” answer to Questions 2—10 (Use a separate sheet of paper for additional information).

Date First . Date Last Treated
Details/Results )
Treated or Ongoing

Question | Proposed Insured

List all current physician prescribed medications (Use a separate sheet of paper for additional information).

Proposed Insured Medication Reason for Taking/Condition Treated Date Prescribed Date Last Taken

Within the last 5 years, have you or any persons proposed for coverage used tobacco products (i.e. cigarettes, cigars,

pipes, smokeless tobacco products, chewing tobacCo, E1C.)7 ... [1Yes [INo
Proposed Insured Tobacco Product Used Date Started Use Date Stopped Use
Agreement:

1. | represent, to the best of my belief, that all statements and answers contained in this application, and in any
supplements required by Bankers Insurance Company (BIC), are complete, true, and correct. | agree to notify the
insurer immediately of any changes in any of the information contained in this form, which may occur prior to the
approval of coverage. | have received the outline of coverage.

2. | expressly agree that no insurance is in effect as a result of this application unless: (a) the application is approved by
BIC; and (b) a policy has been issued by BIC; and (c) the policy has been manually received and accepted by the
Primary Insured; and (d) the first modal premium has been paid; all during the lifetime and continued insurability of the
Primary Insured.

3. | hereby request coverage under the policy and understand that if the coverage applied for becomes effective, | agree
to all terms of the policy. | understand that health insurance benefits are limited for pre-existing conditions.

4. | understand that the broker who solicited this application was acting as an independent contractor and not as an
agent of the Insurance Company. | further acknowledge that the person who solicited this application and upon
whose explanation of benefits, limitations or exclusions we relied, was retained by me as my agent, and that such
person has no right to bind or approve coverage or alter any of the terms or conditions of the policy.

Authorization: | (We) hereby authorize any hospital, Veterans Administration Hospital, physician, company, institution or
person who has attended or examined any Proposed Insured, to disclose when requested by BIC or its representative,
any and all information with respect to any illness or injury, medical history, consultation, prescription or treatment and
copies of all hospital or medical records. | (We) hereby, further authorize any past or present employer or consumer
reporting agency to release information when requested by BIC or its representative. | (We) understand that the
information used or disclosed may be subject to re-disclosure by the person or class of persons or facility receiving it, and
would then no longer be protected under federal privacy regulations. | (We) may revoke this authorization by notifying BIC
in writing of my (our) desire to revoke it. However, | (We) understand that any action already taken in reliance on this
authorization cannot be reversed, and my (our) revocation will not affect those actions. This authorization will expire One
Hundred Eighty (180) days from the date of my (our) signature(s). A photocopy of this authorization shall be considered
as valid as the original. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a
statement of claim or an application containing false, incomplete, or misleading information is guilty of a felony
in the third degree.

| (We) hereby declare the application was signed and dated at S on Momr{/Day 20 -
Signature of Applicant: Date:

Signature of Spouse: Date:
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Agent’s Statements:

| hereby certify that: (a) | personally asked the questions contained in this application of the Proposed Insured(s) and
duly recorded the answers; and (b) to the best of my knowledge there is nothing adversely affecting the insurability of the
Proposed Insured; except as stated on the application; and (c) if the initial premium was paid with the application, | have
remitted it to Bankers Insurance Company; (d) if disclosure statement or replacements notices are required by the State, |
have given them to the Proposed Insured(s); and, (e) a completed Outline of Coverage has been delivered to the
applicant(s).

To the best of my knowledge, replacement of an existing insurance policy [ ] is []is not involved in this transaction.

Did you personally see the Proposed Insured(s) complete and sign the application?...................... [lYes [1No
Did you personally ask the Proposed Insured(s) the application questions and completely record the answers?
............................................................................................................................................................ [ 1Yes []No

Agent Name (print):

Agent Signature: Date:

Agent Number: FL License #:
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11101 ROOSEVELT BOULEVARD N., ST. PETERSBURG, FLORIDA 33716

Health

BANKERS INSURANCE COMPANY G Bankers

Authorization for Payment by Credit Card
or Automatic Bank Withdrawal

Plans

A subsidiary of Bankers Financial Corporation

Applicant’s Full Name

Policy Number (if available)

Street Address

City State Zip Code

Coverage Period:

Payment Method:

Months [ ] Credit [ ] Automatic Bank Withdrawal
Monthly Premium Credit Card Transaction Fee Total Monthly Withdrawal
$ + $ * (Add 2% for payments by CC) $
(Auth must be received by the 20" of the month)

CREDIT CARD PAYMENT REQUEST:

| authorize Bankers Insurance Company to bill my:

[] Visa [] MC account(s) for months of
monthly premiums/fees.

* A 2% transaction fee applies when payment is made
by Credit Card. Information must be received by the
20" of the month to set up credit card payment for the
first of the next month.

Name on Card:

Credit Card Number / Expiration Date:

/

Signature of Cardholder Date

Signature of Applicant:

(If different than Cardholder)

NOTE:
*Credit card payment will be drafted on the 1* of each month.

AUTOMATIC BANK WITHDRAWAL REQUEST:

By selecting automatic bank withdrawal, your monthly premium will
automatically be withdrawn from your account. Complete the form
below and include a voided check, with the Application Form and the
initial premium.

Draft on: [ 15" or [] 20" of each month

Name of bank:

Address of bank/branch:

Bank routing number / Account number:

/

Account type: [] Checking (please attach a voided check) [ _] Savings

Name of bank account holder:

| request that you pay and charge my account debits drawn from the
account by Bankers Insurance Company to its order. This
authorization will stay in effect until | revoke it in writing. Until you
receive such notice, | agree that you shall be fully protected in
honoring any such debits. | also agree that you may at any time,
end this agreement by giving 30 days advance written notice to me
and to Bankers Insurance Company. You are to treat such debit as if
it were signed by me. If you dishonor such debit with or without
cause, | will not hold you liable even if it results in loss of my
insurance.

Signature of Bank Account Holder:

Signature of Applicant:
(If different than Bank Account Holder)

Date:

To Change ACH Information — Fax changes/updates to 727-803-2094 or mail to Bankers Health
Plans Attn: Billing 400 Highway 169 South, Ste 800 Minneapolis, MN 55426-1141




BANKERS INSURANCE COMPANY

11101 ROOSEVELT BOULEVARD ST. PETERSBURG, FLORIDA 33716
Telephone: (866) 987-9844

Individual Major Medical
Preferred Provider Organization (PPO)

OUTLINE OF COVERAGE

Read your policy carefully. This outline provides a very brief description of the important features of your
policy. This is not the insurance contract and only the actual policy provisions will control. The policy itself
sets forth in detail the rights and obligations of both you and us. It is, therefore, important that you READ
YOUR POLICY CAREFULLY.

You may contact Us at the telephone number shown above for inquiries or to obtain information concerning
coverage or assistance in resolving complaints.

TERMS OF RENEWAL.:

This contract is guaranteed renewable and will stay in effect as long as the Insured remains eligible for coverage and the
premiums are paid. Coverage under this contract are for an initial term of 12 months commencing on the Effective Date
of the coverage and will automatically renew for an additional 12 months unless terminated or non-renewed, as provided
for in the Policy.

Bankers guarantee the Insured the right to renew this contract. However, We may refuse renewal or terminate the Policy
and coverage provided, if one of the following circumstances has occurred:

1. Failure to pay the Premium payment when due; or

2. Fraud or practice that constitutes fraud or intentional misrepresentation occurred in applying for this Policy; or

3. Movement outside the Network Service Area; or

4. A Covered Dependant reaches the limiting age or ceases to be eligible, as specified in the Policy’s Eligibility
Section; or
A change in marital status; or
Insured and/or Covered Dependant(s) reach age 64, as specified in the Policy’s Eligibility Section

oo

With the exception of non-payment of Premium, Bankers will give you at least 90 days written notice if We decide to
terminate or non-renew the Policy for reasons, as set forth in the Policy.

NOTICE OF 10 DAY RIGHT TO EXAMINE THE POLICY
Upon receipt, You have 10 days to review and examine this Policy. If You are not satisfied, You may cancel the Policy by
returning it to Us and We will refund Your Premium.

PREMIUM CHANGES:

Bankers will give the Insured written notice of any changes in Premiums, at least 45 days in advance of the Premium due
date. Premiums may be changed if the Insured moves to a different county within Our Service Area or changes Benefit
plans.

PRE-EXSISTING CONDITION WAITING PERIOD:

Bankers has a Pre-Existing waiting period. A Pre-Existing Condition is any Sickness or Injury that, during the 12 month
period immediately preceding the Effective Date of Coverage, had manifested itself in such a manner that would cause an
ordinarily prudent person to seek medical advice, diagnosis, care or treatment, or for which medical advice, diagnosis,
care or treatment was recommended or received; or a Pregnancy existing on the Coverage Effective Date. Twelve
months following the Effective Date of Coverage, the Covered Person will be covered for medical Conditions that were
previously considered Pre-Existing.



SCHEDULE OF BENEFITS

PRIMARY INSURED: XXXXXX POLICY NUMBER: XXXXX

EFFECTIVE DATE: XXIXXIXXXX
DEPENDENT COVERAGE: XXX

The Deductible, Coinsurance Percentage, Coinsurance Limit, and Lifetime Maximum Amount for Covered Expenses
apply to each Covered Person, unless otherwise stated for a specific Benefit, including any maximum Benefits for each
Covered Person.

The following shall apply to each Covered Person:

In-Network Out-of-Network

Calendar Year Deductible

Individual $500, $1,200, $2,500, $5,000 $750, $1,800, $3,750, $7,500

Family $1,000, $2,400, $5,000, $10,000 $1,500, $3,600, $7,500, $15,000
Coinsurance Levels 80% 60%

Individual Maximum $2,000 $4,000

Family Maximum $4,000 $8,000
Out-of-Pocket Maximum Amounts

Individual $2,500, $3,200, $4,500, $7,000 $4,750, $5,800, $7,750, $11,500

$9,500, $11,600, $15,500,
Family $5,000, $6,400, $9,000, $14,000 $23,000
$250 Copay per admit $500 Copay per admit

Inpatient Hospital Benefits Deductible, 20% Coinsurance Deductible, 40% Coinsurance

$1,000 Deductible / 80% Coinsurance OR
$2,500 Deductible / 50% Coinsurance
Maternity (Optional Benefit) Lifetime Maximum of $12,000
Maternity Option available with a 15 month waiting period

Primary Physician Benefits $25 Copay Deductible, 40% Coinsurance

Specialist Benefits $50 Copay Deductible, 40% Coinsurance

Outpatient Diagnostic — X-ray and

Lab Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Deductible & Coinsurance waived for In-Network preventive testing applied to $250 annual limit

Outpatient Complex — MRI, CAT,

PET Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Outpatient Surgery Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Urgent Care $50 Copay per visit Deductible, 40% Coinsurance
Emergency $100 Copay per visit Deductible, 40% Coinsurance

(Copay waived if admitted)

Durable Medical Equipment Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Benefit Limited to $2,000 Lifetime Maximum

Prosthetic /Orthotics Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Benefit Limited to $2,000 per Calendar Year

$250 Copay per admit $500 Copay per admit
Mental Health (Inpatient Only) Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Lifetime Maximum of 30 Days - $10,000 overall Lifetime Maximum

2



Mental Health (Outpatient Only)

Substance/Alcohol (Inpatient
Only)

Substance/Alcohol (Outpatient
Only)

Ambulance

Prescription Drugs

Chiropractor Visits

Rehabilitation

Preventive
Well Child
Annual OB/GYN Exams

Adult Annual Routine Physical

Mammography Exams

Home Health Care

Skilled Nursing Facility

Hospice

Transplant Services

Dermatology Services

Overall Lifetime Benefit Maximum

(Per Person)

Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Maximum per Visit of $50
Lifetime Maximum of 20 Visits - $10,000 overall Lifetime Maximum

$250 Copay per admit $500 Copay per admit
Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Inpatient and Outpatient Lifetime Maximum of $2,500

Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Maximum Per Visit of $50, Lifetime Maximum of 20 visits
Inpatient and Outpatient Lifetime Maximum of $2,500

Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Pre-Authorization Required for non-emergency services
Benefit Limited to $2,000 Per Calendar Year

$200 Deductible, $15/$25/$50 Copay Not Covered
Deductible not applied to Generics with $15 Copay

Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Annual Maximum of 15 Visits and $1,000

Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Outpatient Physical, Speech, Cardiac, Occupational
Annual Maximum of 20 visits and $2,000

Annual Maximum of $250, including Routine Testing and Lab Work
Limited to one exam per calendar year
Coinsurance Only /

$25 Copay Deductible Waived
Coinsurance Only /
$25 Copay Deductible Waived
Coinsurance Only /
$25 Copay Deductible Waived

Deductible & Coinsurance

Deductible & Coinsurance Waived Waived

Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Limited to 30 days Per Calendar Year

Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Limited to 30 days Per Calendar Year

Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Lifetime Maximum of 180 days
Deductible, 20% Coinsurance Not Covered

$50 Copay Deductible, 40% Coinsurance

$1.0 million, $3.0 million, $5.0 million

In & Out-of-Network Deductibles and Out-Of-Pocket Maximums accumulate separately

HSA plans are available with $1,200, $2,500, and $5,000 deductibles, 100% Coinsurance offered with all
HSA Deductibles. Office visit and Rx Copays do not apply when HSA elected (Deductibles and Coinsurance

apply).

Office Visits and Rx Copays are payable before charges are subject to deductible/coinsurance and are not
counted towards Out-of-Pocket limits.
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EXCLUSIONS AND LIMITATIONS

Abortions

Treatment of Acnhe

Acupuncture

Alternative Medicine

Ambulance services, except as defined in the Policy
Arch Supports, orthopedic shoes, or similar type
devices/appliances

Autopsy or postmortem examination services, unless
specifically requested by Us

Biofeedback services and other forms of self-care or
self-help training

Blood or blood plasma (if replaced)

Breast reduction (unless Medically Necessary)
Breast augmentation

Breast implant removal (unless Medically Necessary)
Childbirth and/or Parenting Classes

Complications of non-covered services
Contraceptives, oral or other, whether medication or
device

Counseling Services

Custodial Care

Dental treatment or care or orthodontia, except as
defined in the Policy

Dietary regimens or treatments for reducing or
controlling weight

Durable Medical Equipment other than the equipment,
as defined in the Policy

Experimental and Investigational treatment, as defined
in the Policy

Eye Care

Foot Care (routine)

Genetic Testing, therapy and counseling.

Hair loss treatment

Hearing aids and services related to fitting

Home Hemodialysis

Home Health Care Services, except as defined in the
Policy

Home Oxygen Equipment, except as defined in the
Policy

Hypnotism or hypnotic anesthesia

Immunizations and Physical exams, except as defined
in the Policy

Infertility Treatment, services and supplies, including
diagnostic testing and treatment

Learning Disorders, treatment, services and supplies
for non-medical Conditions

Treatment of malocclusion or malposition of the teeth
or jaw (orthographic treatment), including
temporomandibular joint (TMJ) Syndrome or
craniomandibular jaw disorders (CMJ) unless
determined to be Medically Necessary

Maternity Care, unless coverage is elected and issued
by Rider

Military service-connected medical care

Non-Prescription Drugs

Treatment of Obesity, including Gastric Bypass

Orthomolecular therapy

Personal comfort, hygiene or convenience items

Pre-Existing Conditions — 12 month waiting period

Private duty nursing care

Prophylactic Treatment, including surgery or

diagnostic testing

Rehabilitation therapy services, except as defined in

the Policy

Sexual reassignment or modification services

Skilled Nursing Facility services

Sleep disorders

Smoking/Tobacco cessations programs, treatment,

supplies or procedures

Suicide, intentional self-inflicted Injury, or attempted

suicide, whether sane or insane

Training and educational programs

Transportation service (non-emergency transportation)

Voluntary sterilization or sterilization reversals

Wigs or cranial prosthesis, except when related to

restoration after cancer or brain tumor treatment

Charges incurred for treatment outside the United

States

lliness or Injury that arises out of, as a result of, or in

the course employment

Any Conditions specifically excluded by riders,

endorsements, or exclusions attached to the Policy

Expenses

- incurred before the Effective Date

- which are not Medically Necessary

- incurred after coverage under the Policy
terminates, regardless of when the Condition
originated

- resulting form a declared or undeclared war, or
from voluntary participation in a riot or insurrection

- incurred or expense related thereto, while
engaging in an illegal occupation or during the
commission, or the attempted commission, of a
felony

- incurred and related to accidental bodily injuries
arising out of a motor vehicle accident to the
extent that such services are payable under any
medical expense provision of any automobile
insurance Plan

- incurred and related to telephone consultations,
failure to keep a scheduled appointment, or
completion of any form and/or medical information

This is only a summary of the Policy exclusions and is not an executed contract of coverage. This is not the insurance
contract and only the actual Policy provisions will control. The Policy itself sets forth in detail the rights and obligations of
both you and us.



BANKERS INSURANCE COMPANY

11101 ROOSEVELT BOULEVARD ST. PETERSBURG, FLORIDA 33716
Telephone: (866) 987-9844

Individual Major Medical
Preferred Provider Organization (PPO)

OUTLINE OF COVERAGE
OUTLINE OF COVERAGE - $10,000 DED PLAN ONLY

Read your policy carefully. This outline provides a very brief description of the important features of your
policy. This is not the insurance contract and only the actual policy provisions will control. The policy itself
sets forth in detail the rights and obligations of both you and us. It is, therefore, important that you READ
YOUR POLICY CAREFULLY.

You may contact Us at the telephone number shown above for inquiries or to obtain information concerning
coverage or assistance in resolving complaints.

TERMS OF RENEWAL:

This contract is guaranteed renewable and will stay in effect as long as the Insured remains eligible for coverage and the
premiums are paid. Coverage under this contract are for an initial term of 12 months commencing on the Effective Date
of the coverage and will automatically renew for an additional 12 months unless terminated or non-renewed, as provided
for in the Policy.

Bankers guarantee the Insured the right to renew this contract. However, We may refuse renewal or terminate the Policy
and coverage provided, if one of the following circumstances has occurred:

1. Failure to pay the Premium payment when due; or

2. Fraud or practice that constitutes fraud or intentional misrepresentation occurred in applying for this Policy; or

3. Movement outside the Network Service Area; or

4. A Covered Dependant reaches the limiting age or ceases to be eligible, as specified in the Policy’s Eligibility
Section; or
A change in marital status; or
Insured and/or Covered Dependant(s) reach age 64, as specified in the Policy’s Eligibility Section

o

With the exception of non-payment of Premium, Bankers will give you at least 90 days written notice if We decide to
terminate or non-renew the Policy for reasons, as set forth in the Policy.

NOTICE OF 10 DAY RIGHT TO EXAMINE THE POLICY
Upon receipt, You have 10 days to review and examine this Policy. If You are not satisfied, You may cancel the Policy by
returning it to Us and We will refund Your Premium.

PREMIUM CHANGES:

Bankers will give the Insured written notice of any changes in Premiums, at least 45 days in advance of the Premium due
date. Premiums may be changed if the Insured moves to a different county within Our Service Area or changes Benefit
plans.

PRE-EXSISTING CONDITION WAITING PERIOD:

Bankers has a Pre-Existing waiting period. A Pre-Existing Condition is any Sickness or Injury that, during the 12 month
period immediately preceding the Effective Date of Coverage, had manifested itself in such a manner that would cause an
ordinarily prudent person to seek medical advice, diagnosis, care or treatment, or for which medical advice, diagnosis,
care or treatment was recommended or received; or a Pregnancy existing on the Coverage Effective Date. Twelve
months following the Effective Date of Coverage, the Covered Person will be covered for medical Conditions that were
previously considered Pre-Existing.
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SCHEDULE OF BENEFITS

PRIMARY INSURED: XXXXXX

EFFECTIVE DATE: XXIXXIXXXX
DEPENDENT COVERAGE: XXX

POLICY NUMBER: XXXXX

The Deductible, Coinsurance Percentage, Coinsurance Limit, and Lifetime Maximum Amount for Covered Expenses
apply to each Covered Person, unless otherwise stated for a specific Benefit, including any maximum Benefits for each

Covered Person.

The following shall apply to each Covered Person:

Calendar Year Deductible
Individual
Family

Coinsurance Levels
Individual Maximum
Family Maximum

Out-of-Pocket Maximum Amounts
Individual
Family

Inpatient Hospital Benefits

Maternity (Optional Benefit)

Primary Physician Benefits

Specialist Benefits

Outpatient Diagnostic — X-ray and
Lab

Outpatient Complex — MRI, CAT,
PET

Outpatient Surgery
Urgent Care
Emergency

Durable Medical Equipment

Prosthetic /Orthotics

Mental Health (Inpatient Only)

Mental Health (Outpatient Only)

BIC-BHP-IMM-OC
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In-Network

$10,000
$20,000

80%

$2,000
$4,000

$12,000
$24,000

Deductible, 20% Coinsurance

Out-of-Network

$15,000
$30,000

60%

$4,000
$8,000

$19,000
$38,000

Deductible, 40% Coinsurance

$1,000 Deductible / 20% Coinsurance OR
$2,500 Deductible / 50% Coinsurance
Lifetime Maximum of $12,000
Maternity Option available with a15 month waiting period]

Deductible, 20% Coinsurance

Deductible, 20% Coinsurance

Deductible, 20% Coinsurance

Deductible, 20% Coinsurance

Deductible, 20% Coinsurance
Deductible, 20% Coinsurance
Deductible, 20% Coinsurance

Deductible, 20% Coinsurance

Deductible, 40% Coinsurance

Deductible, 40% Coinsurance

Deductible, 40% Coinsurance

Deductible, 40% Coinsurance

Deductible, 40% Coinsurance
Deductible, 40% Coinsurance
Deductible, 40% Coinsurance

Deductible, 40% Coinsurance

Benefit Limited to $2,000 Lifetime Maximum

Deductible, 20% Coinsurance

Deductible, 40% Coinsurance

Benefit Limited to $2,000 per Calendar Year

Deductible, 20% Coinsurance

Deductible, 40% Coinsurance

Lifetime Maximum of 30 Days - $10,000 overall Lifetime Maximum

Deductible, 20% Coinsurance

Deductible, 40% Coinsurance

Maximum per Visit of $50
Lifetime Maximum of 20 Visits - $10,000 overall Lifetime Maximum



Substance/Alcohol (Inpatient
Only) Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Inpatient and Outpatient Lifetime Maximum of $2,500

Substance/Alcohol (Outpatient
Only) Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Maximum Per Visit of $50, Lifetime Maximum of 20 visits
Inpatient and Outpatient Lifetime Maximum of $2,500

Ambulance Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Pre-Authorization Required for non-emergency services
Benefit Limited to $2,000 Per Calendar Year

Prescription Drugs Deductible, 20% Coinsurance Not Covered

Chiropractor Visits Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Annual Maximum of 15 Visits and $1,000

Rehabilitation Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Outpatient Physical, Speech, Cardiac, Occupational
Annual Maximum of 20 visits and $2,000

Preventive
Deductible Waived/20%
Well Child Deductible Waived/20% Coinsurance Coinsurance
Annual OB/GYN Exams Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Adult Annual Routine Physical Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Deductible & Coinsurance
Mammography Exams Deductible & Coinsurance Waived Waived
Home Health Care Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Limited to 30 days Per Calendar Year
Skilled Nursing Facility Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Limited to 30 days Per Calendar Year
Hospice Deductible, 20% Coinsurance Deductible, 40% Coinsurance
Lifetime Maximum of 180 days
Transplant Services Deductible, 20% Coinsurance Not Covered
[Dermatology Services] Deductible, 20% Coinsurance Deductible, 40% Coinsurance

Up to 5 visits per Calendar Year

Overall Lifetime Benefit Maximum
(Per Person) $1.0 million, $3.0 million, or $5.0 million

In & Out-of-Network Deductibles and Out-Of-Pocket Maximums accumulate separately

Office visit and Prescription Drugs copays do not apply to plans with $10,000 In-Network Deductibles
(Deductibles and Coinsurance apply)

Deductibles and Coinsurance apply for all Preventive Benegfits for plans with $10,000 In-Network Deductible.
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EXCLUSIONS AND LIMITATIONS

Abortions

Treatment of Acnhe

Acupuncture

Alternative Medicine

Ambulance services, except as defined in the Policy
Arch Supports, orthopedic shoes, or similar type
devices/appliances

Autopsy or postmortem examination services, unless
specifically requested by Us

Biofeedback services and other forms of self-care or
self-help training

Blood or blood plasma (if replaced)

Breast reduction (unless Medically Necessary)
Breast augmentation

Breast implant removal (unless Medically Necessary)
Childbirth and/or Parenting Classes

Complications of non-covered services
Contraceptives, oral or other, whether medication or
device

Counseling Services

Custodial Care

Dental treatment or care or orthodontia, except as
defined in the Policy

Dietary regimens or treatments for reducing or
controlling weight

Durable Medical Equipment other than the equipment,
as defined in the Policy

Experimental and Investigational treatment, as defined
in the Policy

Eye Care

Foot Care (routine)

Genetic Testing, therapy and counseling.

Hair loss treatment

Hearing aids and services related to fitting

Home Hemodialysis

Home Health Care Services, except as defined in the
Policy

Home Oxygen Equipment, except as defined in the
Policy

Hypnotism or hypnotic anesthesia

Immunizations and Physical exams, except as defined
in the Policy

Infertility Treatment, services and supplies, including
diagnostic testing and treatment

Learning Disorders, treatment, services and supplies
for non-medical Conditions

Treatment of malocclusion or malposition of the teeth
or jaw (orthographic treatment), including
temporomandibular joint (TMJ) Syndrome or
craniomandibular jaw disorders (CMJ) unless
determined to be Medically Necessary

Maternity Care, unless coverage is elected and issued
by Rider

Military service-connected medical care

Non-Prescription Drugs

Treatment of Obesity, including Gastric Bypass

Orthomolecular therapy

Personal comfort, hygiene or convenience items

Pre-Existing Conditions — 12 month waiting period

Private duty nursing care

Prophylactic Treatment, including surgery or

diagnostic testing

Rehabilitation therapy services, except as defined in

the Policy

Sexual reassignment or modification services

Skilled Nursing Facility services

Sleep disorders

Smoking/Tobacco cessations programs, treatment,

supplies or procedures

Suicide, intentional self-inflicted Injury, or attempted

suicide, whether sane or insane

Training and educational programs

Transportation service (non-emergency transportation)

Voluntary sterilization or sterilization reversals

Wigs or cranial prosthesis, except when related to

restoration after cancer or brain tumor treatment

Charges incurred for treatment outside the United

States

lliness or Injury that arises out of, as a result of, or in

the course employment

Any Conditions specifically excluded by riders,

endorsements, or exclusions attached to the Policy

Expenses

- incurred before the Effective Date

- which are not Medically Necessary

- incurred after coverage under the Policy
terminates, regardless of when the Condition
originated

- resulting form a declared or undeclared war, or
from voluntary participation in a riot or insurrection

- incurred or expense related thereto, while
engaging in an illegal occupation or during the
commission, or the attempted commission, of a
felony

- incurred and related to accidental bodily injuries
arising out of a motor vehicle accident to the
extent that such services are payable under any
medical expense provision of any automobile
insurance Plan

- incurred and related to telephone consultations,
failure to keep a scheduled appointment, or
completion of any form and/or medical information

This is only a summary of the Policy exclusions and is not an executed contract of coverage. This is not the insurance
contract and only the actual Policy provisions will control. The Policy itself sets forth in detail the rights and obligations of
both you and us.
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