/ADVANCE

Insurance Company of Kansassw

1133 S.W. Topeka Boulevard, Topeka, KS 66629-0001
Attn: Group Department
Cost Center 920 D4

Notice of Conversion Privilege

(This is not an application)

The group insurance program under which you have been insured contains an important conversion privilege.
The conversion privilege entitles you and your insured dependents to apply for and purchase, without
evidence of insurability, an individual whole life insurance policy provided application and payment of the
first premium is made to us within 31 days after the Life insurance terminates when: 1) your active
employment terminates; 2) the amount of life insurance decreases due to a change in classification; or 3) the
amount of life insurance reduces or terminates due to age.

In order to receive an application and premium information, the following information must be
completed and returned to our office. The premium for the individual whole life insurance policy is based
on your age nearest the issue date of the policy.

(Name of your employer - group policyholder)

(Group number) (Amount of terminated life insurance on you)

(Your name — the employee)

(Your date of birth) (Your Social Security No.)

(Your telephone number) (Your last day at work)

(Your home mailing address)

(City) (State) (ZIP)

Termination date: Reason: [] Disability* [] rRetirement [] other

If other please explain

* If termination of coverage is due to disability, you may want to inquire about the Waiver of Premium benefit. For more
information, please call our office.

(Your signature here) (Date signed)

Phone in Topeka (785)273-9804, in Kansas (800)530-5989 or Fax (785)290-0727
*An Independent Licensee of the Blue Cross and Blue Shield Association
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