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Provisor - Schedule of Benefits — Health Plan

TWCU CREDIT UNION CO-OPERATIVE SOCIETY LIMITED
GROUP HEALTH & LIFE INSURANCE PLAN

-4

Health Plan - Internal Lifetime Plan Limits

Benefits /Items Maximum Figures ltems Limits
Major Medical Benefits — Option1-$ 300,000 Congenital Birth Defects $100,000
Active Members: 3 years Option 2 -$ 500,000 Nervous & Mental Disorder | $25,000
renewable Option 3 - $ 1,000,000 AIDS/HIV $50,000
Deductible $300 50% of Major Medical
Doctor’s Visit $300 Durable Medical Equipment | $10,000
Dental Benefit $3,500 Radiation & Chemotherapy | 80%
Deductible $100 Dialysis 80%
Vision Care $1,500
Deductible $100 Monthly Premiums
Spec!al!sts = Off"_:e Visit — $400 Monthly Member | Member | Member &
Specialists -Hospital/Home Visits | $500 e Only & One Family
Diagnostic Services —per 80% for
Disability (Members
Prescribed Drugs/Injections 80% under 65 yrs)
Maternity _ $5,000 Option 1 - |$265.00. | $450.00 | $740.00
Physiotherapy —per Visit $150 $300,000
Maximum No. of visits per 20 Option 2 - | $300.00 | $525.00 | $825.00
Calendar Year
Preventative Care $1,200 $509’000

- : - Option 3 - | $400.00 | $700.00 | $1,100.00
Hospital Room & Board — $700 In the Caribbean $1.000.000
Daily Limits 80% Elsewhere —
Intensive Care — Daily Limits $1,000 In the Caribbean Group Life / Accidental Death & Dismemberment Plans —

$4,000 Elsewhere .
AT E $5.000 Available As An Add-On to the Health Plan
Ir ar? ! Benefit/ Option 1 Option

Max. Trips per Year 2 Item 2
Psychiatric — per Treatment $500 Active- Under 65 Years of Age
Max. Treatments per Calendar Year | 20 Group Life Sum Assured $50,000 | $100,000
Acupuncture $200 ;A%‘Vet ISesth
Max. Visits per Calendar Year | 20 _c:étiig albea $50,000 | $100,000
Chiropractic $200 Monthly Premium — Active | ¢20 $40
Max. Visits per Calendar Year 20
Home Nursing Care $250
Max No. of Days per Disability 30 JOIN TODAY I!..
Repatriation of Mortal Remains $ 20,000 This Plan is only available to Members of TWCU
Emergency Air Ambulance US $18,000

Note: For Claims outside the network, the maximum will be 70%
except for Prescribed Drugs which remains at 80%, and Preventative
Care at 100% for both within and outside the network.

Provider: Guardian Life of the Caribbean Limited.
Administrator: CIC Insurance Brokers Limited.

who are under the age of sixty-five (65).

#31 Pembroke Street, POS
Tel : 623-4444/ 3441 Fax: 627-0822
Email: info@twecu.co.tt Website: www.twcu.co.tt
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Guardian Group

Guardian Lite of The Caribbean Limited

PLEASE COMPLETE IN BLOCK LETTERS

GROUP HEALTH AND LIFE APPLICATION FORM

POLICY NO. LIFE POLICY NO. HEALTH

|

SECTION A— APPLICANT INFORMATION

| NAME OF POLICYHOLDER:

NAME OF EMPLOYEE/INSURED:

DATE OF BIRTH: (dd/mm/yyyy)

EMAIL ADDRESS:

TELEPHONE (Home):

(Worlg: Ext:

MARITALSTATUS: [dsingle [ Marrled [J Commonlaw [J Divorced [JWidowed

CJ FEMALE

GENDER: [ MALE
ellular):
OCCUPATION:

(Please attach a copy) Number:

IDENTIFICATION (tickone) CJDP [JPP O ID

| TYPE OF COVERAGE:
1 GROUP HEALTH [ GROUPLIFE

EXTRA COVERAGE:|if applicable)
1 VOLUNTARY LIFE

I DEPENDENT LIFE

SECTION B — CO-ORDINATION OF BENEFITS

1. Are you or your spouse covered by any other Medical or Health Plan? J Yes [ No

If Yes, please give (a) NAME OF PLAN:

(b) NAME OF INSURANCE COMPANY:

SECTION C - EMPLOYEE'S DEPENDENTS TO BE COVERED

T

RELATIONSHIP | NAME OF DEPENDENT/S

(M/F) (dd/mm/yyyy)

GENDER DATEOFBIRTH | EFFECTIVE DATE |
(dd/mmyyyyy)

COUNTRY OF RESIDENCE

SPOUSE

CHILD

CHILD

CHILD

CHILD

A school letter is required every academic year for children attending full-time Tertiary school from age 19to attainment of age 25,

RELATIONSHIP NAME OF BENEFICIARY

| GENDER DATE OF BIRTH
{M/F) (dd/mmvyyyy)

SECTION D - BENEFICIARY INFORMATION (APPLICABLE TO GROUP LIFE ONLY)

PERCENTAGE

(%)

|

—

SECTION E- ACCOUNT INFORMATION FOR PAYMENT OF CLAIMS

L LT 1T

ACCOUNT NUMBER: (confirm with copy ofbank statement)

NAME OF BANK:
L LT [ [ 1

ACCOUNTTYPE: [ SAVINGS [ CHEQUING NAME OF BRANCH:

Guardian Life of the Caribbean Limited.

EMPLOYEE SIGNATURE:

| hereby apply for Registration as a Member of the Group Health Plan and/or Group Life Plan of the above Policyholder/Group and authorize deductions to be
made by the Policyhoider for contributions required 1o be paid by me inaccordance with the terms and conditionsof the Plan. | am familiar with the terms and
conditions of the Plan and agree to be bound thereby. | aiso hereby declare that the above information is true and complete and shall form part of my application to

DATE: (dd/mmvyyyy)

SECTION F - FOR OFFICIAL USE ON LY(TOTSE COMPLETED BY THE POLICYHOLDER)

DATE EMPLOYED: {dd/mm/yyyy)

DATE OF CONFIRMATION: {dd/mmvyyyy}

EFFECTIVE DATE OF COVERAGE (dd/mm/yyyy)_

COVERAGE TIER: (tick as applicable}

PLAN ADMINISTRATOR:

NAME:

IF GROUP LIFE, EMPLOYEE ANNUAL SALARY:
1 SINGLE ] EMPLOYEE + ONE O EMPLOYEE + FAMILY 7%

SIGNATURE:

| DATE : (dd/mm/yyyy|

PLACE COMPANY STAMP HERE:

GIO001 - V,1/10-2016
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GUARIIAP GUARDIAN LIFE OF THE CARIBBEAN LIMITED
LIFE GROUP HEALTH PLAN

Looking Afier Life since 1847 DECLARATION OF INSURABILITY
A Mamber of e Guardian Hotdings Growp

PART A - GENERAL INFORMATION
POLICY HOLDER
Address Business Telephone No.
INSURED: DATE EMPLOYED:
MARITAL STATUS DSinye L IMarried iHome Telephane No.

PART B - PERSONS TO BE COVERED

Provide first name of insured and all family members to be covered plus last name of any member if different from the insured's

LAST NAME FIRST NAME SEX |

BIRTH DATE

AGE HEIGHT | WEIGHT

Insured .

Spouse

Cependant

Depondant

Dependant

Dependant

Dependant

Dependant

NAME OF PERSONAL
PHYSICIANS ADDRESS

DATE LAST
CONSULTED

| REASON AND TREATMENT GIVEN

PART C - MEDICAL QUESTIONNAIRE FOR APPLICANT AND DEPENDANTS

SECTION A - CHECK EACH ITEM YES OR NO. { INSERT ONE TICK PER CHILD)

Have you or any person in this application ever been treated for or ever had
any known indication of:

{a) Disorder of eyes, ears, nose or throat?

(b} Dizziness, faintill:ag, convulsions, headache, speech defect, paralysis or strake, mental
or nervous disorder?

{c) Shortness of breath, persistent hoarseness or cough, blood spitting, brenchitis,
pleurisy, asthma, emphysema, tuberculosls or chronic respiratory disorder?

{d) Chest pain, palpitation, high blood pressure, theumatic fever, heart murmur, heart
attack or other disorder of the heart or bload vessels?

(e} Jaundica, intestingl bleeding, ulcer, hernia, a%ndicit.is. celitis, diverticulitis, hemorthoids,
recurrent indigestion or other disorder of the stomach, infestine, liver or gallbladder.

(1) Sugar, albumin, blood or pus in urine, venereal disease, stone or other disorder of the kidney,
bladder, prostate, or reproduective ongans?

{o) Diabetes, thyroid or other endocrine disorders?
{n) Gout, newritis, sciatica, theumatism, arthritis, or disorder of the Muscles or bones, including
the spine, back or joinis?
(i) Deformity, lameness, amputation?
(i} AIDS {Acquired Immune Deficiency Syndrome), ARC (Aids Related Complex] or any other
immunological disorder?

{k} Enlargement of {ymph nodes, glands, chronic diarhoea, unusual skin lesions, eyst, tumor,
cancer or unexplained infections?

(1) Afiergies, anaemia, or other disorder of the blood?

{m) Females only:
Are you pregnant? If *YES", How far advanced? months

2005-09-EB012

[ Yes | No | Yes | No | Yes | No | Yes | No

EMP

SPOUSE | CHID | CHILD




PART C (cont'd)

SECTION B - in addition to the condltions Iistest in SECTION A, to the best of your knowledge and belief has any person named In

this application:

{a) Had a check-up, consultation, Hiness, injury or surgery?
{b) Had any mental or physical disorder not listed abova?
{c) Boon advised 10 have any diagnastic test, hospitalization, or

surgery which was not completed?

EMP

SPOUSE

 Yos I No L Yes| Mo iYes I No

CHILD CHILD

1. SECTION C - If you have checked “YES” to any part of SECTION A or SECTION B, ptease provide complete information reganding diagnosis,
symptom{s) or treatment {including all hospitalization, surgery, and diagnostic testing, results) and dates. If more space is needed, atiach a

separate sheet of paper.
Patient’s Ful Name Diaghosia/Symplonm Duration Dales Detaiis Recovery
From To Chack anly one box,
Ful| Partal
Ful|  Paial
Full|  Paria)
Full Patial
Fa| P
Full Partal
2. Are you or any dependant listed as using or expected to be using medication or INSURED SPOUSE/CHILDREN
seman in the next three months? YESD NOD YESD NOD
If you or any dependant listed are currently using medication or serum complete section below.
Name of Morty castol T g orpryg | D8y Dosageof T Length oftme an
Name of Person DrugMedication DrugMedication or Medleation Drug/edication DrugMadication
or Serum oF Serum of Serum o Serum
DECLARATION

All applicants must complete
NOTE THE INFORMATION ON THIS FORM IS TO BE CONSIDERED CONFIDENTIAL.

'Wo hereby declare that the answers given and recorded hereln are, to the best of myfour knowledge, complete and true at this date.

'We horeby authorize any licensed physiclan, medical practiticner, hospital, clinic, medicaf facllity or organization which has records of
mylour haatth records of mylour health to release such information to Guardian Life of the Caribbean Limited. A photocopy of this signed
authorization shatl be as valid as the original.

UWe understand and agree that any Injury that occurred on or before the date of this application or any sicknaess, the signs of which first
appeared on or before the date of this application, are not covered by this contract unless fully disclosed on this application, Failure 1o
disclose such information could result in denial of a claim and the cancellation of coverage.

We undorstand and agree that coverage shall not become effective untll approved by Guardlan Life of the Caribbean Limitod.

Signature of insured .........

(2 D A

Vay

Signature of SPOUSE ... e

Dated . ayIMon!h
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