Alta Group Term Life Insurance
OPEN ENROLLMENT EXTENDED TO JULY 30, 2010

Through July 30, 2010 employees will have the opportunity to enroll in a group
term life insurance program, underwritten by Alta Health & Life Insurance
Company. (Deduction Code 0262) The benefits payable under this plan are in
addition to your state life and optional life benefits with Minnesota Life.

Who is eligible? All active full-time employees are eligible to participate.
Insurance is also available for your spouse and unmarried dependent children.

What benefits are available? Your coverage is based on your current age,
salary and 200% bonus feature. To calculate your benefit and premium go to
page 4 in the following brochure. Your spouse is automatically covered for
$20,000 and dependent children for $5,000 at no additional cost to you.

Is a Guaranteed Issue benefit available? Yes, all coverage is guaranteed issue
if you enroll during the open enrollment period or within 60 days of
employment.

Does the plan offer a conversion option? Yes, you may convert your coverage
to an individual plan within 31 days of separating from the state.

How do I obtain more information? Simply review the following enrollment
brochure or contact Capital Insurance Agency, Inc. at (800) 780-3100.

How do I enroll? Print and complete a copy of the following application then
return to your Post Tax Benefits Coordinator or Capital Insurance Agency at
Post Office Box 15949, Tallahassee, FL 32317-5949. Please note that if you are
currently participating in this program, you do not need to re-enroll. Your
coverage will continue automatically.







HOW TO FIGURE YOUR LIFE INSURANCE COVERAGE

The amount of your life insurance coverage in force at any time depends on your age, your annual salary, and the Bonus
Coverage (currently 200%). The amount of your Life Insurance coverage will change with any changes in your salary
or when your age changes or with any changes in the percentage of Bonus Coverage.

EXAMPLE: 30-Year Old with $30,000 x 1.60 = $48,000 x 3.0 =$144,000.00
Annual Salary of $30,000 Annual Salary Age Factor | Basic Life Coverage | 200% Bonus | Total Life Insurance Coverage
= 3.0 =
YOUR FIGURES: s - 5 ad 5
Annual Salary Age Factor | Basic Life Coverage | 200% Bonus | Total Life Insurance Coverage

Factor
2.00
1.96
1.92
1.88
1.84
1.80
1.76
1.72
1.68
1.64
1.60
1.56

Age
20 or less
21
22
23
24
25
26
27
28
29
30
31
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Factor
1.52
1.48
1.44
1.40
1.36
1.32
1.28
1.24
1.20
1.16
1.12
1.08
1.04

Age
32
33
34
35
36
37
38
39
40
41
42
43
44

Factor
1.00
0.96
0.92
0.88
0.84
0.80
0.76
0.72
0.68
0.64
0.60
0.56
0.52

Age
45
46
47
48
49
50
51
52
53
54
55
56
57

Factor
0.48
0.44
0.40
0.36
0.32
0.28
0.24
0.20
0.16
0.12
0.08
0.04

Age
58
59
60
61
62
63
64
65
66
67
68
69+

This Plan provides a minimum of $20,000 Total Life Insurance Coverage regardless of the employees age factor.

HOW TO FIGURE YOUR PREMIUM

Your premium is three fourths of 1% (.0075) of your biweekly or monthly salary.
Your premium will change when your salary changes. This change is done in the Personnel Office.
Use the space below to calculate your premium.

$1,000.00 x.0075 = 87.50
BIWEEKLY EXAMPLE:
Biweekly Salary Premium Percentage Biweekly Premium
2,000.00 .007 = $15.00
MONTHLY EXAMPLE: 2 X007 $15
Monthly Salary Premium Percentage Monthly Premium
.0075 =
YOUR PREMIUM: § . §
Biweekly or Monthly Salary Premium Percentage Biweekly/Monthly Premium

NOTE: Record your calculated premium, coverage amount and beneficiary designations in this space and retain a
copy with your insurance records.

$

DATE

PRIMARY BENEFICIARY(IES)

$

COVERAGE AMOUNT

RELATIONSHIP

PREMIUM AMOUNT

PRIMARY BENEFICIARY(IES)

RELATIONSHIP

CONTINGENT BENEFICIARY

RELATIONSHIP




ALTA HEALTH & LIFE INSURANCE COMPANY, NOW PART OF CIGNA
LIFE INSURANCE PLAN ENROLLMENT APPLICATION/CHANGE FORM
FOR STATE OF FLORIDA PARTICIPATING AGENCIES

Agency for Health Care Administration, #781019
Division of Administrative Hearings, #763851
Department of Children & Families, #749932

Department of Revenue, #780112

Department of State, #749952

Department of Transportation, #780172

Department of Veteran’s Affairs, #780102

Florida Parole Commission, #749992

Office of the Auditor General, #749872

State Board of Administration, #749942

Department of Business and Professional Regulation, #713736

Department of Corrections, #749902

Department of Elder Affairs, #781018

Department of Environmental Protection, #749922
Department of Health, #781020

Department of Juvenile Justice, #780122
Department of Management Services, #749852

TO ALL FULL-TIME EMPLOYEES

This is your opportunity to enroll in an excellent, low-cost Group Term Life Insurance Plan sponsored by your Department.
* Ifyou ELECT TO HAVE COVERAGE, complete and sign the APPLICATION (Section I).

* Ifyou desire to make a policy change (beneficiary or name), complete and sign the POLICY CHANGE (Section II),

*  All employees must return this form promptly to the Personnel Office in order to obtain coverage.

Attention: THIS FORM MUST REMAIN IN THE EMPLOYEE’S PERSONNEL FILE. DO NOT MAIL IT TO THE COMPANY.

I. APPLICATION FOR GROUP TERM LIFE INSURANCE COVERAGE

EMPLOYEE NAME DOB SSN

EMPLOYEE HOME ADDRESS

EMPLOYEE ID# DATE OF HIRE

COUNTY WORK PHONE

BENEFICIARY NAME(S) DOB RELATIONSHIP

BENEFICIARY NAME(S) DOB RELATIONSHIP

CONTINGENT BENEFICIARY NAME DOB RELATIONSHIP

I hereby apply for the amount of Group Term Life Insurance for which I am eligible under my employer’s Group Insurance Plan.

I authorize deductions from my earnings in the amount required to cover my premiums.

EMPLOYEE SIGNATURE

II. POLICY CHANGE ONLY

EMPLOYEE NAME

EMPLOYEE HOME ADDRESS

EMPLOYEE ID# WORK PHONE

O BENEFICIARY CHANGE

CHANGE PRIMARY BENEFICIARY TO: LAST NAME FIRST NAME RELATIONSHIP

CHANGE CONTINGENT BENEFICIARY TO: LAST NAME FIRST NAME RELATIONSHIP

O NAME CHANGE

CHANGE MY NAME FROM

EMPLOYEE SIGNATURE

III. BENEFICIARY DESIGNATION

The beneficiary for life insurance on the lives of your spouse and children will automatically be you, if surviving, otherwise the estate of the spouse and
children, subject to policy provisions. A beneficiary for employee Life Insurance may be changed upon written request. If you need assistance, contact

your benefits administrator at (800) 888-5256 or your own legal counsel.

IV. FOR PERSONNEL USE ONLY r1EASE FILE IN EMPLOYEE'S PERSONNEL FILE. DO NOT MAIL TO COMPANY
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CAPITAL INSURANCE AGENCY, INC.

appreciates the opportunity

to provide for the insurance needs of

State of Florida employees.

“We're Here
1o Help You!”

We have regional offices
located across the state

in addition to our fully
licensed home office staff
to service state employees.
Contact your nearest
Regional Office for
questions, forms

or assistance.

CAPITAL INSURANCE AGENCY, INC.

“We're Here To Help You!”

Contact the Capital Insurance Agency
Regional Office in your area for assistance.

Home Office
1425 E. Piedmont Dr.
Suite 301

Tallahassee, FL 32308

PO.Box 15949
Tallahassee, FL
32317-5949

o

(800) 780-3100
(850) 386-3100
(850) 386-7116 FAX

capitalinsurance@capitalins.com

Regional Locations

Region |

Robert W. ‘Buck’ Miller, LUTCF,

Tallahassee

(850) 671-2029

(800) 226-9808

(850) 671-2149 fax
northwestregion@capitalins.com

Region 2

David L. Corbin, LUTCF, CLF
Tallahassee

(850) 942-2323

(800) 881-1871

(850) 942-2360 fax
northeastregion@capitalins.com
Jacksonville

(904) 731-9800

(800) 940-9800

(904) 731-4293 fax
northeastregionjax@capitalins.com

Region 3

Doug Moore, LUTCF

Winter Park

(407) 673-1254
Y (800) 416-1618

(407) 673-1255 fax

centralregion@capitalins.com

Region 4

David K. Mobley

Brandon

(813) 839-8800

(800) 940-2048

(813) 839-8860 fax

southcentralregion@capitalins.com

Region 5

Mariam Spaulding, LUTCF

Coral Springs

(954) 341-8705

(800) 940-5656

(954) 341-5311 fax

southflregion@capitalins.com

www.capitalins.com

This Plan Marketed and Serviced By

R DA Cﬂpital Insurance Agency, Inc.



