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Please read the following information before completing the reverse side of this application.

THE INFORMATION ON THISFORM AND THE FOLLOWING CONDITIONSARE PART
OF MY CONTRACT WITH SET INC. AND/OR ITS DESIGNATED UNDERWRITING
INSURANCE COMPANY (IES).

| am applying for coverage under my group or association contract with SET Inc. Coverage begins on
the date determined by SET Inc. and/or its underwriters. When SET Inc. accepts my application | and
covered members of my family are bound by the terms of the policy and this application. | understand
that the submission of false or misleading information or the omission of material information on this
form may result in rejection of my enrollment or retroactive termination of my coverage.

Proof of eligibility: | agree to provide proof of my dependents’ eligibility for coverage when requested
by SET Inc. or the appropriate insurance company(ies) underwriting my coverage(s).

Authorization: | appoint my group or association to handle all matters of coverage. They may forward
any agreed deductions for coverage from my wages. | am responsible for giving notice to my group
or association of changesin my status and/or my family’s status that affect coverage, such as
marriage, divorce, births, or death of someone covered under the policy. | authorize the appropriate
insurance company(ies) underwriting my coverage(s) and/or my physician(s) to obtain the medical
records relating to me and my enrolled family members necessary for the coordination of our medical
care, administration of my coverage, and for other purposes necessary to fulfill the underwriter’s (s')
contractual and statutory obligations.

Release of information: SET Inc. does not require your Social Security number, however, your group
or association, Medicare, Medicaid and others do require it. SET Inc. will release information about
you only when:
* You authorize it in writing.
* When it must be released to process a claim (e.g. to another insurance company). Upon your
written request, SET Inc. will tell you when the information was sent.

Underwriting I nsurance Companies

Health Insurance

SET group health insurance plans are underwritten by Blue Cross and Blue Shield of Michigan.
SET supplemental medical insurance is underwritten by Associated Mutual Hospital Service of
Michigan.

Basic Group Life, Accidental Death and Dismemberment I nsurance is underwritten by Associated
Mutual Hospital Service of Michigan.

Group Options
SET Group Options coverage is underwritten by Associated Mutual Hospital Service of Michigan.

Ultra-Dent Insurance is underwritten by Fortis Benefits Insurance Company.
Ultra-Vision Insurance is underwritten by Fortis Benefits Insurance Company.

Group Long-Term Disability Insurance may be underwritten by Fortis Benefits Insurance Company;
UnumProvident Life Insurance Company of America; or Fort Dearborn Life Insurance Company.

Group Life Insurance may be underwritten by Fortis Benefits Insurance Company; UnumProvident
Life Insurance Company of America; or Fort Dearborn Life Insurance Company.

SET Inc. will administer al claims for Supplemental Medical Insurance; Ultra-Dent and Ultra-Vision
plans. The underwriting companies will administer claims for al other coverages.



