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AMERICAN HERITAGE LIFE INSURANCE COMPANY' 
HOME OFFICE: 
1776 AMERICAN HERITAGE LIFE DRIVE Al St at JACKSONVILLE, FLORIDA 32224-6688 
(904) 992-1 776 

Workplace Division ASTOCK CObAPANY 

GROUP CANCER AND SPECIFIED DISEASE INSURANCE POLICY 
NON-PARTICIPATING 

American Heritage Life Insurance Company (referred to as we, us, or our) wdl provide benefits under this policy. We make this promise subject to 
all of the provisions of this policy. 

The policyholder should read this policy carefilly and contact us promptly with any questions. This policy is delivered in and is governed by the 
laws of the governing jurisdiction and consists of: 

1.  all policy provisions and any amendments andlor attachments issued; and 
2. employees' signed enrollment forms, applications and evidences of insurability; and 
3. the employer's signed application. 

Th~s policy may be changed in whole or in part. Only an executive officer of ours can approve a change. The approval must be in writing and 
endorsed on or attached to h s  policy. No other person, includmg an agent, may change this policy or waive any part of it. 

NOTICE OF THIRTY (30) DAY RIGHT TO EXAMINE POLICY 

You may, w i t .  30 days after receipt of this policy, return it to us or to our agent. Upon such return of the policy, it will be void as of the effective 
date; any premium paid wdl be refimded. 

Signed for American Heritage Life at its Home Office in Jacksonville, Florida on the Policy Effective Date. 

SECRETARY PRESIDENT 

THIS IS LIMITED BENEFIT CANCER AND SPECIFIED DISEASE COVERAGE 
W I C H  ONLY PROVIDES BENEFITS FOR CANCER 

AND SPECIFIED DISEASES AS DEFINED OR 
OTHER OPTIONAL BENEFITS 

DESCRIBED HEREIN 
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Allstate. 
Workplace Division 

APPLICATION TO 
AMERICAN HERITAGE LlFE INSURANCE COMPANY 

HOME OFFICE: 1776 AMERICAN HERITAGE LlFE DRIVE 
JACKSONVILLE, FLORIDA 32224 

A STOCK COMPANY 

Policyholder Name: COUNTY OF CHAMPAIGN 

Group Policy: AG477 

State of Delivery: Illinois 

Additional State Locations: None 

Insurance Plan Applied For: Group Voluntary CancerISpecified Disease Policy 

The policyholder hereby applies to American Heritage Life Insurance Company for the insurance provided by the group 
policy which is indicated above to be effective on the date specified on the Specifications Page of the group policy. 

The policyholder hereby accepts the group policy with the signature shown below. 

DATED AT: 

ON: [-[g".(pi 

SIGNED FOR BY THE POLICYHOLDER, THE 

BY: 
(Signature) 

TITLE: 

WITNESS: 
(Signature of Agent)* (Print Agent's Name as Shown on License)* 

(Agent's License Number)* *Where required by law 
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CANCER AND SPECIFIED DISEASE PLAN 
POLICY SPECIFICATIONS 

POLICYHOLDER: COUNTY OF CHAMPAIGN 

POLICY NUMBER: GROUP AG477 

POLICY EFFECTIVE DATE: December 1,2004 

POLICY ANNIVERSARY DATE: December 1,2005 

GOVERNING JURISDICI'ION: the state of Illinois and subject to the laws of that jurisdction 

ELIGIBLE CLASSWS): 

BENEFITS: 

OPTIONAL BENEFIT(S): 

INITLAI, RATE: 

RATE GUARANTEE DATE: 

AU. fidl-time active employees working at least 30 hours per week 

See page 3A 

BASIC ENHANCED 

Cancer Initial Diagnosis: $5,000 $5,000 

Intensive Care Screening N/A $800/day 

Cancer Screening: $100/year $100/year 

BASIC ENHANCED 

Monthly rate for individual. $1 0.60 $25.36 
Monthly rate for farmly: $17.76 $42.78 

PREMIUM DUE 

Premium Due Dates: The initial date agreed to between American Heritage Life Insurance Company and the Policyholder and 
each specified date thereafter. 
The policyholder m t  send all premiums on or before the premium due date to us. The premium must be paid in United States dollars. 

Premium payments are required while the employee is receiving benefits except as provided in the Waiver of Premium benefit. 

DIVISIONS, SUBSIDIARTES OR AFFTLIATED COMPANIES 

These are the Policyholder's divisions, subsidiaries, or afiihates listed below. The policyholder may act for and on behalf of any and all of these in 
all matters that pertain to this pIan. Every act done by, agreement made with, or notice given to the policyholder will be binding on them. 

Name Location (City And State) 

None 
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CANCER POLICY - GVCP2 
SEE BENEFITS SECTION OF POLICY FOR DETAILS OF BENEFITS 

BENEFITS AMOUNT 

A. CONTINUOUS HOSPITAL CONFINEMENT 
DAYS 1-70 

B. EXTENDED BENEFITS 
DAYS 7(H 

C. GOVERNMENTICHARITY HOSPITAL $300.00DAY 

D. PRIVATE DUTY NURSING SERVICES 

E. EXTENDED CARE FACILITY UP TO $3OO.OODAY 

F. AT HOME NURSING 

G. HOSPICE CARE 
1. FREESTANDING HOSPICE CARE CENTER 
2. HOSPICE CARE TEAM 

H. RADIATIONICHEMOTHERAPY UP TO $10,000.00112 MONTHS 

I. BLOOD, PLASMA AND PLATELETS UP TO $10,000.00112 MONTHS 

J. SURGERY UP TO $1,500.00 PER UNIT OF COVERAGE 
SEE SCHEDULE OF SURGICAL PROCEDURES 
3 UNITS OF COVERAGE 

K. ANESTHESIA UP TO 25% OF SURGERY BENEFIT 

L. BONE MARROW OR STEM CELL TRANSPLANT 
1. AUTOLOCOUS TRANSPLANT 
2. NON-AUTOLOGOUS TRANSPLANT 
3. NON-AUTOLOCOUS TRANSPLANT FOR THE 

TREATMENT OF LEUKEMIA 

UP TO $1,500.00112 MONTHS 
UP TO $3,750.00112 MONTHS 

UP TO $7,500.00112 MONTHS 

M. AMBULATORY SURGICAL CENTER 

N. SECOND SURGICAL OPINION 

0. INPATIENT DRUGS AND MEDICINE 

R. NON-LOCAL TRANSPORTATION COACH FARE OR $0.4O/MILE 

S. OUTPATIENT LODGING UP TO $50.00DAY 
UP TO $2,000.00112 MONTHS 

T. FAMILY MEMBER LODGING 
AND TRANSPORTATION 

UP TO $5O.OO/DAY 
COACH FARE OR $OAO/MILE 

U. PHYSICAL OR SPEECH THERAPY UP TO $50.001 DAY 

V. NEW OR EXPERIMENTAL TREATMENT UP TO $5,000.00/12 MONTHS 

W. PROSTHESIS 

AFTER 90 DAYS Y. WAIVER OF PREMIUM 
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POLICYHOLDER PROVISIONS 

RATE GUARANTEE 
A change in premium rate wdl not take effect before the rate guarantee date shown on page 3. However, we may change premium rates at any time 
for reasons which affect the risk assumed, including those reasons shown below: 

1. a change occurs in this plan design; or 
2. a &vision, subsidiary, or aflihated company is added or deleted; or 
3. the number of insureds changes by 25% or more; or 
4. a new law or a change in any existing law is enacted which applies to ths plan; or 
5. less than 25% of those eligible for coverage are participating. 

We will n o m  the policyholder in writing at least 30 days before a premium rate is changed. A change may take effect on an earlier date when both 
we and the policyholder agree in writing. Rates are guaranteed for 12 months after a premium revision 

PREMIUM INCREASES OR DECREASES 
Premium increases or decreases which take effect during a policy month are adjusted and due on the next premium due date following the change. 
Changes will not be pro-rated M y .  

Ifpremiums are paid on other than a monthly basis, premiums for increases and decreases will result in a monthly pro-rated adjustment on the next 
premium due date. 

INFORMATION REQUIRED FROM TI3E POLICYHOLDER 
The policyholder must provide us with the following on a regular basis: 

1. information about employees: 
a. who are eligible to become insured; and 
b. whose coverage changes; and 
c. whose coverage ends; and 

2. any dormation that may be required to rnanage a claim; and 
3. any other information that may be reasonably required. 

Policyholder records that have a bearing, in our opinion, on this policy will be available for review by us at any reasonable time. 

CANCELING POLICY 
%s policy can be canceled: 

1. by us;or 
2. by the policyholder. 

We may cancel or offer to ths policy, with at least 3 1 days written notice to the policyholder, if: 
1. less than 25% of those eligible for coverage are participating; or 
2. this policy has been in effect more than 12 months, or 
3. the policyholder does not promptly provide us with information that is reasonably required; or 
4. the policyholder fails to perfonn any of its obligations that relate to this policy; or 
5. fewer than 10 employees are insured. 

If the premium is not paid during the grace period, the policy will terminate automatically at the end of the grace period. The policyholder is liable 
for the premium for coverage during the grace period. The policyholder must pay us all premiums due for the fidl period each plan is in force. 

The policyholder may cancel this policy by written notice delivered to us at least 3ldays prior to the cancellation date. When both the policyholder 
and we agree, this policy or a plan can be canceled on an earlier date. If we or the policyholder cancels this policy, coverage will end at 12:OO 
midnight on the last day of coverage. 

Cancellation of coverage by us is without prejudce to any continuous loss that commences whde ths policy was in force. 
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GENERAL, PROVISIONS 

COST OF COVERAGE 

The employee pays the cost of coverage. 

CLASS(ES) OF EMPLOYEES/ELIGIBILITY FOR COVERAGE 

The class(es) of employees eligible for coverage are shown on page 3. 

ELIGIBILITY OF FAMlLY MICMBERS 
Family members eligible to be covered persons are: 

1. the employee; and 
2, the employee's spouse on the employee's effective date; and 
3. unmarried chddren of the employee or the employee's spouse, including adopted children, children during pendency of adoption 

procedures and stepchddren, who are under 22 years old, or under 26 years old and 111-time students at an educational institution of 
higher learning beyond high school. 

A chdd bom to the employee or covered spouse, while &IS policy is in force as a f d y  policy, wdl be a covered person. This coverage begins at 
the moment of blrth of such child for benefits otherwise payable to a covered person under &IS policy. Any person who becomes a family member 
afier the effective date (except newborns) must be added by endorsement. No additional premium wiU be required for newborns or family members 
added by endorsement if this policy is in force as a family policy. 

Under individual coverage, newbom chddren are automatically covered from the moment of birth for a period of 3 1 days. If the employee desires 
unintermpted coverage for the newborn chdd (children), the employee must not@ us with 3 1 days of the chdd's birth Upon notification, we will 
convert the employee's coverage to f d y  coverage and provide notification of the additional premium due. If the employee does not not@ us 
within 3 1 days of the birth of the child, the temporary automatic coverage ends. If the employee has individual coverage and the employee marries 
and desires coverage for his or her spouse, the employee must not@ us of the marriage with 31 days of the marriage and we wdl convert the 
coverage to f d y  coverage and provide notification of the additional premium due. 

The provisions of this section also apply to adopted chddren and children during pendency of adoption proceedings as  follows: 
1. Coverage is retroactive from the moment of birth for a child with respect to whom a decree of adoption by the employee has been entered 

w i t h  3 1 days after the date of birth. 
2. If adoption proceedmgs have been instituted by the employee within 31 days after the date of birth and the employee has temporary 

custody, coverage must be provided &om the moment of b d ~ .  
3. For chddren other than newborns, if adoption proceedings have been completed, and a decree of adoption was entered within 1 year &om 

the institution of the proceedmgs, coverage wdl begin upon temporary custody for 1 year, unless extended by the order of the court by 
reasons of the special needs of the chdd. 

Coverage must be provided as long as the employee has custody of the child pursuant to decree of the court and required premiums are paid. 

ELIGIBILITY DATE 
If the employee is working for the employer in an eligible class, the date such employee is eligible for coverage is the later of 

1. the policy effective date; or 
2. the date such employee becomes a member of the eligible class. 

WHEN AN ELIGIBLE EMPLOYEE CAN ENROLL OR DISCONTINUE COVERAGE 
1. The employee may apply for coverage d ~ g :  

a. his or her initial enrollment period; or 
b. at any other time, subject to evidence of insurabhty. 

2. The employee may discontinue coverage at any time. 



GENERAL PROVISIONS (CONT) 

WHEN EVIDENCE OF INSURABILITY IS REQUIRED 
Evidence of insurability is required ifthe employee: 

1. voluntarily canceled coverage and is reapplying; or 
2. is applying for the coverage at any time after h or her initial enrollment period. 

EFFECTIVE DATE OF COVERAGE 
Coverage for each eligible employee is effective on the effective date shown on each certificate of insurance. 

For any change in an employee's coverage that is subject to evidence of insurabihty, the change in coverage is effective on the date we approve such 
change in coverage. 

For any change in coverage that is not subject to evidence of insurab~lity, the change in coverage is effective on the date we receive such request for 
change in coverage. 

CERTIFICATE OF COVERAGE 
We wdl issue certificates of coverage to the policyholder for delivery to each employee. The certificate will provide a description of the coverage 
provided by this policy and wdl state: 

1.  the benefits provided under the group policy; and 
2. to whom benefits are payable; and 
3. the hitations, exclusions and requirements that apply to coverage under the policy. 

If there is any d~screpancy between the provisions of any certificate and the provisions of h policy, the provisions of thls policy govern. 

ABSENT FROM WORK ON THE DATE COVERAGE WOULD NORMALLY BEGIN 
Ifthe employee is absent from work due to injury, sickness, temporary layoff or leave of absence, coverage for that employee begins on the date he 
or she returns to active employment. This applies to an employee's initial coverage, as well as any increase or addition to coverage that occurs after 
such employee's initial coverage is effective. 

TERMINATION OF COVERAGE 
The employee's coverage under the policy ends on the earliest of 

1. the date the policy is canceled; or 
2. the last day of the period for which such employee made any required contributions; or 
3. the last day such employee is in active employment; or 
4. the date such employee is no longer in an eligible class; or 
5. the date such employee's class is no longer eligible. 

We wdl provide coverage for a payable claim that occurs while the employee is covered under the policy. 

If the employee's spouse is a covered person, the spouse's coverage ends upon valid decree of divorce or death of the covered employee. 

If the employee's child is a covered person, the child's coverage ends on the policy anniversary next following the date the child is no longer eligible. 
This is the earlier of (a) when the child marries; or (b) reaches age 22 (26 if a M-time student attendmg an educational institution of higher 
learning beyond high school). Coverage does not terminate on an unmarried child who: 

1. is incapable of self-sustaining employment by reason of handicapped conditions; and 
2. became handicapped prior to the attainment of the limiting age of eligibility under this policy; and 
3. is dependent upon you for lifetime care and supervision or other Care Providers - as defined in the Glossary. 

Dependent coverage continues as long as this policy remains in force and the dependent remains in such condition. Inquiry of the incapacity and 
dependency of the chdd wrll be the responsibhty of American Heritage Life. At the time of inquiry, the employee will have 31 days to provide 
proof of the incapacity and dependency of the child. Thereafter, such proof must be h s h e d  as frequently as may be required, but no more 
frequently than annually after the child's attainment of the limiting age for eligibility. 
If we accept a premium for coverage extending beyond the date, age or event specified for termination as to a covered person, then coverage 
continues during the period for whch such premium was accepted. This does not apply where such acceptance was based on a misstatement of age. 

AGENCY 
For purposes of the policy, the policyholder acts on its own behalf or as the employee's agent. Under no circumstances will the policyholder be 
deemed our agent. 
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GENERGL PROVISIONS (CONT) 

CONVERSION PRIVILEGE 
If the coverage of a covered employee terminates for reasons other h non-payment of premium, or if coverage of a spouse covered under this 
policy terminates due to divorce or death of the covered employee, or if coverage of a covered child terminates due to the child 
becoming married or reaching age 22 (26 if a hll-time student), such covered person can obtain a policy of insurance (called the 
converted policy), without evidence of insurability. Obtaining that policy is subject to the following conditions: 

1. Application for the converted policy must be made to us within 31 days (witlun 60 days of final divorce decree in case of 
divorce) after the coverage terminates. The effective date of the converted policy will be the date on which coverage under 
this policy terminates. 

2. The converted policy premium is at the rate for the class of risk at the applicant's age for insurance provided as of the date of 
the conversion. 

3. Any conditions excluded in this policy are excluded in the converted policy. No other pre-existing conditions are excluded. 
The Pre-Existing Condition Limitation and Contestability provisions are waived to the extent that such periods have been met 
under this policy. Benefits payable to the applicant under the converted policy are reduced by benefits payable under this 
policy. 

4. The converted policy will be a similar policy or a policy providing lesser benefits at the applicant's option. 

When conversion is due to divorce, other dependents covered under this policy may be covered under such new policy or under this policy as the 
employee and Is former spouse may elect. They may not be covered under both policies. 

If either this policy or a new policy is in force on the employee or his former spouse, and either of them re-marry, such new spouse may be covered 
under the appropriate policy. We must be advised of the re-rnarriage by the completion of a new application for such new spouse. This new 
application is subject to our approval. The employee or h s  former spouse must pay the premiums appropriate to such new policy in order to have it 
issued and maintained in force. 

GRACE PERIOD 
The policyholder is entitled to a grace period of 3 1 days for the payment of any premium due except for the first premium. The policy continues in 
force during the grace period, unless the policyholder gives us written notice of &continuance in advance of the date of &continuance and in 
accordance with the terms of this policy. The policyholder is liable to us for the payment of any pro rata premium for the time the policy is in force 
during a grace period. 

ENTIRE: CONTRACT 
The contTact consists of the following items: 

1. the group policy; and 
2. any amendments and endorsements; and 
3. the applications and other written statements of the policyholder; and 
4. the individual applications, enrollment fonns, and evidences of insurability of the covered persons. 

Any statements made by the policyholder or by a covered person, in the absence of fraud, are representations and not warranties. Only written 
statements signed by the policyholder or the covered person will be used in defense of a claim A copy of any written statement, ifapplicable, will 
be fivnished to the policyholder or the covered person or his beneficiary, if any, $a claim is denied based upon such a statement. 

CONTESTABILITY 
Afler 2 years from the effective date of this policy, no misstatement of the policyholder, made in any applications, can be used to void the policy. 
Afler 2 years from the effective date of any covered person's coverage no misstatement of a covered person, made in writing, can be used to void 
coverage or deny a claim for loss incurred. 

CLERICAL ERROR 
Clerical error on the part of the policyholder or us will not invalidate insurance otherwise in force nor continue insurance otherwise terminated. 
Upon discovery of any error, an adjustment wdJ be made in the premiums. Complete proof must be supplied by the policyholder documenting any 
clerical errors. 

LEGAL ACTION 
No legal action may be brought to obtain benefits under the policy: 

1. for at least 60 days after proof of loss has been fbshed;  or 
2. after the expiration of 3 years from the time written proof of loss is required to have been furnished. 



LIMITATIONS / EXCEP'I'IONS 

A. PRE-EXISTING CONDITION LIMITATION 

We do not pay for any loss due to a pre-existing condition as defined during the 12 month period beginning on the date that person became a 
covered person 

B. OTHER LIMITATIONS AND EXCEPTIONS 

We do not pay for any loss except for losses due directly &om cancer or a specified disease and any other conditions or dseases caused or 
aggravated by cancer or a specified disease. Diagnosis must be submitted to support each claim. 
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