UNICARE.

TO: University of Kentucky Employees

FROM: UniCare and The MPM Group

SUBJECT: Additional Opportunity to Buy New Voluntary Long-Term Disability Benefit with Simplified
Underwriting

DATE: April 2, 2007

The University of Kentucky began offering a new voluntary long-term disability plan last October that allows
employees that are eligible for the University provided long-term disability benefit to purchase additional
coverage equal to 10% of their base salary. During the initial enrollment last year, simplified underwriting
(3 health questions) was utilized to determine if an employee qualified for coverage. Normally, late
applicants who apply after their first 30 days of initial eligibility would be required to undergo full
underwriting (full health questionnaire) to obtain coverage. UniCare has decided to offer one more
opportunity to obtain coverage with simplified underwriting.

Please review the following information. If you would like additional information, go to
www.thempmgrouplic.com, stop by an open house, or call The MPM Group at (859) 223-4973. The UK
Benefits Office can provide you with your base salary. Employees who have already obtained coverage
can ignore this notice.

The deadline for applications is Friday, May 4, 2007. Please turn in all applications to MPM or UniCare at a
scheduled open house or mail it to UniCare Life Underwriting Unit, PO Box 4510, Woodland Hills, CA
91635-4510.

Please note that only employees at UK who are already eligible for the University provided long-term disability benefit
may apply for this additional coverage.

Example:
John Smith
38 Years Old
1. Employee Annual Base Salary $ 25,000.00
Do not include extra compensation. AGE MONTHLY
BAND RATE
2. Employee Monthly Base Salary (#1 + 12) $ 2083.33 PER $100 OF
BENEFIT
3. Monthly Benefit Amount (#2 x 10%) $ 20833 To Age 24 .389
This is a tax-free benefit and can not exceed $9,120. 25-29 .389
30-34 .649
4. Divide #3 by 100 (carry out to 3 decimals) 2.083 35-39 909
40-44 1.298
5. Insert rate from table based on age band. 909 45-49 1.817
50-54 2.466
6. Monthly Premium (#4 x #5) $ 1.89 55.59 2985
7. Bi-weekly/Semi-monthly Premium (#6 x .5) $ 95 o0+ 2.985

In the example above, 38 year old John Smith pays only 95 cents per paycheck for $208.33 per month of coverage.
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Voluntary Long Term Disability Insurance

This summary provides a brief outline of the UniCare Voluntary Long Term Disability (LTD) benefits available

to all full-time active employees already eligible for the University provided LTD benefits. LTD insurance

replaces some of the income the insured employee may loose during a total disability. This Benefits start at the end of
the 180 day Benefit Waiting Period. The Benefit Waiting Period begins on the date of a total disability. There is

a monthly benefit available to employees with a total disability which will continue up to a maximum benefit

period for each period of total disability.

Monthly Benefit

The Voluntary Benefit in addition to the University’s LTD plan is an amount equal to 10.0% of your monthly
earnings. There is a maximum of monthly benefit of $9,120. The Voluntary Benefit is not reduced by other
income benefits.

The UniCare Definition of Earnings is the insured employee's basic rate of compensation. Compensation for
purposes of the Definition of Earnings does not include commissions, overtime, bonuses or other forms of extra
compensation.

Benefit Duration
If the insured employee’s disability begins in accordance with the age stated below, the insured employee will
continue to receive income benefits up to the maximum benefit period stated below:

Age Disability Begins Maximum Benefit Period
Less than age 60.......................... To age 65
60, . 60 Months
Ol 48 Months
0 42 Months
L 36 Months
O . 30 Months
B 24 Months
60, . 21 Months
O e 18 Months
B8 e 15 Months
69 and OvVer........coovviviiiiiiin, 12 Months

Pre-existing Condition

UniCare considers a Pre-existing as an illness or injury for which the employee received treatment within 3
months prior to the employee’s effective date with UniCare. UniCare has a Pre-Existing Condition Exclusion on
the LTD insurance. This Exclusion will not cover any total disability caused by a pre-existing condition within
the first 12 months after the insured employee's effective date, unless no treatment is received for this condition
for 6 consecutive months after the effective date.

Medical Underwriting

UniCare must approve coverage before the employee can become insured under this plan. In this instance, to
help UniCare decide whether to insure the employee, the employee must provide UniCare with a written
application, a health statement from the employee and a written authorization form to verify the information
provided.

Summary of Benefits

This is only a Summary of Benefits and does not constitute coverage. Actual Benefits and coverage will be
based and paid on Policy and Certificates issued when Case is enrolled. Once enrolled, insured employees will
receive a Certificate of Insurance, which explains the exclusions and limitations, as well as the full range of
covered services of the plan, in detail.
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Please Check One \ WELLPOINT COMPAN

SECTION | - EMPLOYEE INFORMATION

This enrollment form is for actively at work regular F.T. employees covered by the University's base LTD Plan.

Name Employee ID (paystub) | Date of Hire Wage (Monthly Salary) [ Gender (M or F)
Date of Birth Municipality Effective Date Job Title

002
Home Address (Number and Street) City State Zip Code

SECTION Il - BENEFIT SELECTION - Check the box that applies:

Voluntary Long term disability insurance helps to replace your income if you are sick or injured
and cannot work. This coverage begins after you have been disabled for 180 days (elimination
period). The plan provides income protection to replace up to 10% of your Base Salary to a
maximum of $9,120 per month. Please use the provided LTD Buy-Up Worksheet to calculate
your monthly benefit and premium. Salary information can be obtained from the Benefits Office.

Voluntary Long
Term Disability

ACCEPT DECLINE Benefit Amount *Premium

I:' |:| $ /Month $ /Month

SECTION Il - ACCEPTANCE AND ACKNOWLEDGEMENT

Decline Supplemental /Voluntary Coverage

My signature below certifies that | have been given the opportunity to participate in the University of Kentucky’'s Voluntary Long
Term Disability benefit program. The benefits have been clearly explained to me. After careful consideration | have decided not
to participate in the benefits listed above where | have checked “decline”. | understand that if | later decide to apply for coverage
under this plan | may be required to furnish evidence of insurability.

I, , DECLINE Coverage Date

Accept and Acknowledge Coverage

| acknowledge that the information | have provided is accurate to the best of my knowledge. | AUTHORIZE the University of
Kentucky to obtain, use and disclose Individual Claims and Participant Information including claims history. The information
identified above will be shared only for the purpose of adding benefits to, renewing, replacing or amending coverage under the
University’s Group Plan. The following persons are authorized to make the requested uses and disclosures of the information
identified herein: Your Group Plan, its administrator, the insurance agents or brokers or any other person or entity performing
functions on behalf of Your Group Plan. The information identified herein will be disclosed only to Your Group Plan, its
administrator, insurance agents or brokers or any other person or entity performing functions on behalf of Your Group Plan, and
insurance carriers from which Your Group Health plan requests potential coverage or a quote for such coverage. This
agreement shall expire at the termination of your employment with the University. However, you retain the right to revoke this
authorization before that date in writing by contacting your Benefits Department. Your refusal to sign this document or
subsequent revocation of this signed authorization may be used as the basis for denying your treatment, payment, enrollment or
eligibility for benefits. Information disclosed under authorization is subject to re-disclosure by the recipient; however, any
information disclosed to health care providers, insurance companies, insurance agents and brokers, health plans and health plan
administrators, will continue to be protected and not be reused or re-disclosed other than as authorized by you or permitted b
law. | have read and understand the information above and with my signature below authorize the receipt, use and disclosure of
the information described in this document for the limited purposes identified herein. No promises or representations have been
made to me to induce me to sign this form. | AUTHORIZE the University of Kentucky to make payroll deductions for the above
specified coverage and release other necessary information to the administrators of this program. *The premium will increase
automatically based on age and subsequent salary changes.

Signature Date
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Name Employee ID (from paystub)

HEALTH QUESTIONNAIRE FOR EVIDENCE OF INSURABILITY - VOLUNTARY LTD

Please Answer The Following Questions:

1) During the past 5 years has anyone proposed for coverage been diagnosed or
treated by a member of the medical profession for any of the following: heart condition;
cancer; chronic/recurrent respiratory disease; diabetes; kidney or liver disease; any
disease of the joints, including neck and back disorders; any mental or nervous
disorder; any disorder of the brain or nervous system; or have you been absent from
work due to a chronic/recurrent reproductive system disorder?

Employee [ ]Yes [] No

If Yes, please include medical condition, treatment received, physician name and
address, and any other details in the space below or attach addtional documentation

necessary:

2) During the past 5 years have you been declined for any disability insurance coverage?

Employee [JYes []No

3) Are you currently pregnant?

Employee [ ]Yes [ ]No

Please return this form with your application to:

UniCare Life Underwriting Unit
PO Box 4510
Woodland Hills, CA 91635-4510
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