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“Any person who knawingly and with intent to defraud any insurance company or other person files an application for insurance or statement
of claim containing any false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits
a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thowsand dollars and the stated
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PROVISIONS

| autharize deductions from my earnings of the required contributions, if any, toward the cost of the coverage.

| understand that the Participating Providers, if any, do not necessarily include all types of doectors or providers.
| authorize payment of benefits to the Participating Provider of the benefits.

| authorize any Provider, Insurance Company, Employer or Organization to release any information, on me or my depandents,
regarding the medical, dental, mental, alcohol or drug abuse history, treatment or benefits payable, including disability or
employment related information, to the Plan Administrator or its authorized agent for the purpose of validating and determining
benefits payable in connaction with this Plan.

| authorize that payment be made under Part B of Medicare to CIGNA HealthCare for medical and other services furnished me for
which it pays or has paid, if applicable.

| agree, for myself and my dependents, that, in the event any health services provided are the primary responsibility of any other
party by way of other group health coverage or by tha act or omission of another person, to fully inform CIGMA HealthCare and
will execute such assignments, liens or other documents which may be necessary to enable the healthplan to recover the value of
the services provided. | further understand and agree that, in the event | or any of my dependents collect compensation from any
other party for settlement or judgement, CIGNA HealthCare reserves the right to recover any funds previously paid by CIGNA
HealthCare for medical services and benefits when the amounts received by myself or my dependents are specifically identified as
reimbursaments for those services.




