National General ‘) Employee Enrollment Form

Bemﬂts Solutions

EMPLOYER INFORMATION (must be completed)

Company Name/DBA: Company Address:

You must complete this form in its entirety in order for you or your dependents to be covered under the employer’s group health plan. If
you are waiving coverage for yourself or your dependents, it must be clearly indicated on this form. If you do not complete this form in
its entirety for yourself or your dependents at least 5 business days priar to the effective date, you or your dependents may not be
eligible for coverage until the next open enrollment period.

TO BE COMPLETED BY EMPLOYEE (if applying or walvmg ccverage)

BENEFIT PLAN: - | GROUP NUMBER:

A -EMPLOYEE (Primary Applicant)

Legal | (Last) - l (First) oy
_Name: . I — — } R - ——
“Social Security Number: Gender: Birth Date (mm/ddryyyy): Average number of | Date employed
oM hours worked per Full-Time:
OF week? (mm/ddiyyyy)
' Home Street Address City State Zip
‘Mailing Address (if different) Mailing Address City Mailing Address State | Mailing Address Zip
Home Phone: Work Phone Email Address:
Cell Phone: Best Time to Call: Job Title:
Status: Check One: Earnings Basis:
O Single [0 Married O Full-Time [0 Part-Time [ Retiree O Salaried
O COBRA [ Cal-COBRA O Hourly
Employee Status: COBRA effective date(mm/ddiyyyy) O Commission
Ow2 [0O1099 O Owner/Partner

NEW ENROLLMENT or WAIVER, please check one:

O New Hire [J Qualifying Life Event: Date: (mm/dd/yyyy)
O Re-hire 0 COBRA

O Open Enrollment U Waiver of Coverage (complete section B)

[0 New Group L] Other:

B - WAIVER OF COVERAGE - DO NOT COMPLETE IF ENROLLING FOR COVERAGE
Complete and sign if waiving any or all coverages for self. All eligible employees must be listed as either enrolling or waiving coverage when first
eligible.

Indicate the waiver reason below.

[ Individual Medical [ Medicare/Medicaid [J COBRA/Continuation [ Tricare ] Spouse’s/ParentEmployer Plan
O Cost/Do not want (NO health coverage will exist) [ Other:

Neither | nor my dependents have been induced or pressured to decline coverage by my employer, the agent, or National
General Benefits Solutions. My dependents and | have waived such coverage of our own accord.

Signature: Date:
Printed Name: ' Date employed
Full-Time:
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G

Reguested effective date: / / {Subject to Underwriting approval)

1. Groups with multiple medical plans, indicate which plan you are requesting.” Medical Plan #:
2. [l dental coverage offered, are you electing? [ Yes [ No If yes, list those enrolling

If multiple dental plans are offered, which plan are you requesting? * Dental Plan
3. If vision coverage offered, are you electing? [lYes [J No If yes, list those enrolling

*Please contact your empioyer for the plan options/descriptions which are identified on your employers billing statement and/or quote.

4. If enrclling outside of your empleyer's open enrcliment period, indicate the special enrollment reason (documentation may be required)

a) L[l Marriage 7 Birth (] Adoption L] Court orderad {copy of court order required)

For any event in a, list date of event / /

by [ DivorcefSeparation O tnvoluntary foss of coverage, state reasonfor loss
O COBRA/Cantinuation exhausted [0 Other,

For any event in b, list coverage terminaticn date / /

J_*mgeﬁfﬁcafe of C ditable vaeraggm jﬂg( required for all loss of coverage special enroliment events

[J Employee Only E [[1 Employee Spouse [d Employee Child{ren) { O Family: Employee, Spouse, & Chitd{ren}

Include yourself & ali family ﬁlembers to be insured Date of Birth Social Security Tohacco

Last Name First Name Relationship & Gender

(MM/DDIYYYY) | Number Use

Empioyee
1M F

Spouse
M [1F
Child
oM OF
Child
oM OF
Child
oM OF
Child
oM OF

Child

.1. Will any CU.FF;ewnt medical plan remain active if coverage is approved? O Yes [0 No

a) If“ves”, for whom?

b} Please provide carrier and |D/Group humber

2. Are you, your spouse or any dependent children currently covared under Medicare Part A, B, or D7 : O Yes [ No

If “Yes", for whaom?

If yes, will coverage remain active if the coverage for which you are applying is approved? O Yes [ No
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Height

i Yes
‘Spouse | Yes

Complete all questions below and check all that apply in Question 1. Complete Section G on the next page by providing

Own a Motorcycle? .

Yes f Yes

complete details for each Yes answer and for ail conditions checked in Question 1.

1. Have you or any of your dependents included on this enrcliment form within the past 5 years received treatment, festing,
consuited with or received & diagnosis from a physician or provider for any of the following?..........ccco . 1 Yes [ONo

[ AIDS ar HIV
[ Alcohol or Drug Use, Abuse, or Dependency
[ Arthritis or other Skeletal Disorder

[0 Osteocarthritis [ Rheumatoid

O Other

{1 Back Disorders
1 Chiro [0 Sprain/strain
[] Surgery (] Other

['1 Blocd Disorders (including anemia)

[ Cancer or Tumor; Stage
[1 Lecal (confined to the crgan where it began)
[1 Regional {spread to nearby lymph nodes/organs)
[0 Distant/Metastasis (spread to distant organs)

[ Chest Pain

[ Dizbetes Mellitus  Date of anset / {
O Pre-Diabetes [] DietConirolled
0 Typel L] Type

O Insulin Dependent [ [nsulin Pump
[0 Diabetic Refated Disorders

[0 Heart disease

[1 Neuropathy

[l Retinopathy
O Digestive Disorders

O Crohn's Disease

O Other
(1 Ear/tye/Nose/Throat Disorders
[ Endocrine Disorders
O Fracture/Broken Bone
1 Heart Disorders

O Angioplasty

[0 Heart Attack
[’1 High Chalesterol
O High Blood Pressure
[ Hodgkin's/Lymphoma/Leukemia
[J iImmune Disorders -

[] Nephropathy
[] Peripheral Vascular Disease
(] Stroke

[ Ulcerative Colitis

[J Bypass
[ Other

[ Infertility

[1 Kidney Disorders

[0 Knee Injury or Disorder
C] Liver Disorder/Hepatitis

O Hepatitis B (1 Hepatitis C
O Hepatitis D [ Other

L1 Lupus
{1 Disceid

[] Systemic Lupus Erythematosus
[ Mental, Nervous or Behavicral Discrder
[ Inpatient Treatment [0 Outpatient Treatment

[0 ADHD/ADD LI Anxiety
[l Bipolar disorder (1 Depression
[ Other

[0 Migraine or Chronic Headache
O Multiple Sclerosis (MS)

[0 Muscle Disorders

O Nervous System Disorders

[ Paralysis

[1 Partial or Total Disability

[1 Physical Disorder or Deformity
[1 Reproductive Disorders

[0 Respiratory/Lung Disorders

] Asthma O Chronic Bronchitis
O COPD O Other
O Seizures

O Sexuaily Transmitted Disease
O Stroke ar Transient Ischemic Attack
O Thyroid Discrder
1 Hyperthyroidism
1 Growth Disorder
O Transplant
1 Solid Organ
{1 Urinary Disorders
0O Vascular Disorders

[ Hypothyroidism
= Other

1 Blood orMarrow

2. Inthe last 5 years, have you or any of your dependents included on this enrollment form:

Convicted of a moving Comvicted of a DUIOW! in
the last 5 years? :

a. [Been diagnosed with or treated for any condition{s) not identified above? ..., J¥Yes [1No
b. Been advised of the necessity or possibility of any future hospitalization, treatment, testing or surgery?...[0 Yes [1 No

3. Are you or any of your dependentis included on this enrollment form currently pregnant? ...................ccoee OYes [0 No
a. |fyes, Indicate due date {1
b, Is a Cesarean Saction anticipatad?. ..o e OYes 0 No
¢ Are mulliple births @Xpectad?. .. O Yes [l No
d. Are you/yaur dependent experiencing or anticipating any other camplications?........[0 Yes ] No

4. Have medications been prescribed in the past 18 months for you and/or any dependents included on this enrofiment form.
{include pills, creams, injections, liquids, inhalars, PUMPS, BLC.) oo e [ Yes ONeo
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Dates Treated | Treaime.n.i.i.héludi.hg ) Date Last Prognosis
Medications and Dosage Taken

ondition/.DééQno“s'i.s

Parson

If you are declining enrollment for yourself or yeur dependents (including your spouse) because of other health insurance or group
health coverage, you may be able to enrcll yourself and your dependents in this pian if you or your dependents lose eligibility for that
other coverage {or if the employer stops contribufing towards your, or your dependents’, other coverage).

You must, however, request enrollment within 30 days after you or your dependents’ other coverage ends (or after the employer stops
contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroli
yourself and your dependents.

Effective April 1, 2008 a federal mandate took effect that allows for a Special Enroliment Period, which is outlined below.

A Special Enroliment Period will be provided for an employee and his/her dependent(s) who are eligible, but not enrolled, for coverage
under the terms of the employer's plan to enrcli for coverage if either of the following conditions are met:

a) The employee or dependent is covered under a Medicaid plan or under a State child health plan and coverage of the
employee or dependent under that plan is terminated as a result of loss of eligibility for coverage. The request for coverage under the
employer's group health plan must be submitted no later than 60 days following the date of termination of such prior coverage under
Medicaid or a State chiid health plan.

b) The employee or dependent becomes eligible for assistance under a Medicaid plan or under a State child health plan. The

request for coverage under the employer's group health plan must be submitted no later than 60 days following the date the employse
or dependent is determined to be eligible for suchassistance.
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| hereby represent that | am an employee of the participating employer and that the statements and answers to the questions on this
enrollment form are true and complete fo the best of my knowledge and belief. | understand that the statements and answers contained
herein will be used by The Association Benefits Solutions, marketed as National General Benefits Solutions (‘NGBS") to determine
eligibility for caverage under the Self-Funded Program (“Program”) for myself and persons listed on this enrollment form as my spouse
and/ar dependent children.

I understand and acknowledge that 1 have elected to participate in the Section 125 plan offered by my employer, and 1 agree that my qualified
insurance premiums may be paid by my employer through pre-tax salary/earnings reductions. | further acknowledge that my Soclal Security
contribution and subsequent Social Security benefit will be slightly reduced.

| understand that (1) the answers given will be the basis of any coverage provided; {2} any material misreprasantation or faillure to
provide complete information to questions an this enroliment form may be used as a basis for changing rates or terminating coverage;
(3) if coverage is not approved, |, my spouse and/or dependent children are not entitled to benefits; {(4) if |, my spouse and/or dependent
children waive coverage and decide to apply for coverage at a later date, avidence of eligibility may be required and benefits may be
deferred for a speacified period of time; and (5) coverage will not be effective until my employer receives notice that this enrollment form
has been approved by NGBS.

i hereby authorize any licensed physician, medical practitioner, hospital, cliinic or other medical or medically-related facility, insurance
company, pharmacy or pharmacy-related entity, pharmacy benefits manager (PBM) or PBM-related entity, insurance or reinsurance
company or employer, having information about me or my minar children to provide all such information as may be requested to NGBS,
its legal representative or any medical recerds retrieval service NGBS may engage.

This authorization includes any and all information any of the foregoing may have about me, including, but net limited to, information
regarding diagnosis, testing, treatment and prognosis of my physical or mental condition as well as afcohol abuse treatment, drug abuse
treatment, psychiatric treatment, pharmacy prescriptions, HIV testing and treatment, STD testing and treatment, sickle ceall testing and
treatment, lab data and EKGs. This information may also be disclosed to any medical records company engaged by NGBS. Although
federal regulation requires that we inform you of the potential that information disclosed pursuant to this authorization may be subject to
redisclosure by the recipient and na longer be pretected by such regulatior, all information received by NGBS pursuant to this
authorization will be protected by federal and state privacy laws and regulations,

| understand and agree that in connection with my application for coverage under the Program: {1) NGBS may obtain consumer reports
which may include credit information, a driver history repart, and/or personal or privileged information from third parties; (2) such
information may be disclosed to affiliated or unaffiliated third parties without my prior permissicn but only as permitted or required by law;
(3) upon my written request, NGBS will inform me if a consumer report was requasted and the name and address of the cansumer
reporting agency that furnished the report; (4) | may also request access to and correction of information NGBS has collected on me; (8)
NGBS may request and use subsegquent consumer reports in updating and renewing any insurance or health coverage afforded in
connection with this Application; and () NGBS will furnish a more detaiied explanation of its infarmation practices upon my request.

In connection with this application for health plan caverage, NGBS will review my credit report or obtain or use an insurance credit score
based on the information contained in that credit repart. NGBS may use a third party in connection with the devalopment of my insurance
credit score. | may request that my credit information be updated and if | question the accuracy of the credit information, NGBS will, upon
my request, reevaluate me based on corrected cradit information frem a consumer reporting agency. | hereby authorize NGBS to cbtain
consumer reports on me.

| understand that this authorization is required in order to enable NGBS to make eligibility ar enrollment determinations relating to me,
my spouse and/or my dependents or for NGBS to make underwriting or risk rating determinations. If | refuse te sign or revoke this
autharization, or refuse to autharize NGBS te obtain a censumer report on me, NGBS may refuse to consider my application for
enrollment.

| understand that | may revoke this autherizaticn at any time by notifying NGBS in writing of my desire to revoke. Such revocation must
be sent by certified mail to the following address: Privacy Office, National Health Insurance Company, 4455 LBJ Freeway, Ste 375,
Dalias, TX 75244. Such revocation will not be valid to the extent NGBS has taken action in reliance on the autharization prior to its
revocation. This authorization expires upon the eartiest of the following: denial of my application, declination of enroliment, or when | am
no longer covered under the Program, but in ne event will this authorization be in effect for longer than 24 months from the date signed.

| acknowledge that knowing and willful misstatements in this enrcllment form may constitute health care fraud, a criminal violation of 18
US Code Section 1347 {punishable by up to 10 years in prison).

Employee/Primary Applicant Signature: Date:

The Naticnal General Benefits Solutions (NGBS) Self-Funded Program provides tools for employers owning small to mid-sized businesses to establish
a self-funded health benefit plan for their employees. The benefit plan is established by the employer and is not an insurance product. For employers
in the NGBS Self-Funded Program, stop-loss insurance is underwritten by Integon National Insurance Company in CO, CT, NY and VT Intagon
Indeminity Corporation in FL; and National Health insurance Company in all other states where offered.
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Employee Enrollment Application o
For 51+ employee groups Aﬂﬂlﬁm L @] ﬁ&ﬂth@lﬂL]i@

Wisconsin

You, the employee, must complete this application. You are solely respansible for its accuracy and completeness.

To avoid the possibility of delay, answer all questians and be sure to sign and date your application.

Please complete electronically or in blue or black ink anly.

Employer name Group no. Subsection

Section 1: Employee information

Last name First name M.I. Social Security no.™ (required)
Birthdate (MMDDYYYY) Home address

City County State |ZIPcode

Sex Marital status Primary phone na.

CImale  ClFemale [ISingle  [IMarried [ Domestic Partner

Employee email address

Employment status Hire date (MMDDYYYY) No. of hours worked per week
[CIFull time I Part time [ Disabled [1Retired
Primary Care Physician (PCP) name PCP 1D no. Existing patient?

[CIves CINo

Section 2: Reason for application — Select one

] New enraliment
] Annual open enrallment (not applicable ta life and disability)

[ New hire
[ Rehire — Rehire date: | | (MMDDYYYY)
[] Marriage — Date of marriage: | | (MMDDYYYY)

(1 Birth of child
[ Add dependent (Fill in section 4)

[ Loss of eligibility for other coverage — Date previous coverage ended: | | (MMDDYYYY) (nat applicable ta life and disability)
(1 COBRA — Select qualifying event (not applicable ta life and disahility)

[ Left employment [ Reduction in hours [ Death O Medicare

[ Loss of dependent child status [ bivorce or legal separation [ covered employee's Medicare entitiement

Qualifying event date: | [ (MMDDYYYY)

(1 Waiver (To decline ALL coverage skip to section 8.)

Additional qualifying events for Life and Disability

[ Marriage/Domestic Partnership/Civil Union [ Divorce/terminate Domestic Partnership/Civil Union
[ Birth, adoption of child, legal guardianship of child [ Death of spouse [ Death of child
[ISpause left employment and lost group life insurance — applicable only for Life

[Ichange in class fram full-time ta part-time/part-time to full-time

Qualifying event date: | | (MMDDYYYY)

“Anthem Blue Cross and Blue Shield (Anthem) is required by the Internal Revenue Service ta collect this information.

Life and Disaaifity products undeevwritten y Anthem Lite Insurance Company. Anthem Blue Gross and Blue Shigld is the trade name of Blue Crass Blue Shigld of Wisconsin (BCBSWI), Compeare Health Services Insurance Carparation (Lompcare) and Wiscansin Collaborative Insurance Company
(WEIC) BCBSWI underwrites or sdministers PRO and indemnity policias and underwrites the out af netwark benefits in POS policies affered by Compcare or WIS, Compeare undarvaites or administers HW0 ar POS palicics; WEIG underwrites or administers Well Pricrity HMO or POS policies.

Indzandant licensees of the Blue Gross and Biue Shield Association. Anthem is & registered tratemark of Anthem Insurance Comaanies, Ine.

LG_EE_WI 122 10a109WIMENMUE Rev.6/71  1afg



Section 3: Type of coverage

Social Security no.” (required)

Medical coverage

Large Group 51-99 options

[ Blue Access PPO

[ Blue Access PPO HSA

I Blue Access PPO HSA with Copay
[ Anthem Link Blue Connection EPO

[ Add HRA Wrap (Administered by Anthem)

Large Group 100+ options

[IBlue Access PPO

[ Blue Access PPO HSA

[ Blue Access PPO HSA with Copay
[1Blue Access PPO HRA

[IBlue Access PPO HRA with Copay

I Blue Access PPO Deductible First HRA

[ Add HRA Wrap (Administered hy Anthem)

[ Blue Preferred Plus POS
[1Blue Preferred Plus POS HSA
I Blue Preferred Plus POS HSA with Copay

[ Anthem Link Blue Connection EPQ

[1Blue Preferred Plus POS

[ Blue Preferred Plus POS HSA

LI Blue Preferred Plus POS HSA with Copay
[1Blue Preferred Plus POS HRA

[1Blue Preferred Plus POS HRA with Capay

[ Blue Preferred Plus POS Deductible First HRA

L1Well Prigrity Blue Priority POS
[1well Priority Blue Priority POS HSA
LIWell Priority Blue Priority POS HSA with Copay

] Anthem Blue Priority POS

[ Anthem Blue Priority POS HSA

L Anthem Blue Priority POS HSA with Copay

[l well Priority Blue Priarity POS

[]Well Priority Blue Priarity POS HSA

[C1well Priority Blue Priority POS HSA with Copay

[ Well Priority Blue Priority POS HRA

1 Well Priority Blue Priority POS HRA with Copay
[1well Priority Blue Priority POS Deductible First HRA

Member medical coverage — select one:

[ Employee only I Employee + Spouse/Domestic Partner [1Employee + child(ren) [1Family [No coverage

Flexible Spending Account (FSA) coverage — More than one plan may be selected, depending on employer offerings.

["1Dependent Care FSA

[ Healthcare FSA (excluded if you have an HSA plan)
[ Limited-Purpose FSA (for dental and vision services)

[ 1 Commuter Parking
[l Commuter Transit

[ No FSA coverage at this time

Dental coverage

[C] Prime Essential Choice

[C] Complete Essential Choice

[l other:

Member dental coverage — select one:

[IEmployee only [JEmployee + Spouse/Domestic Partner [ Employee + child(ren) [JFamily [ Na coverage

Vision coverage

[ vision

Member vision coverage — select one:

[J Employee only []Employse + Spouse/Domestic Partner [1Employee + child(ren) [ Family [ No coverage

Life and disability coverage

If you select life and/or disability coverage over the guaranteed issue amount or are a late entrant an Evidence of Insurahility form may be sent to you

[ Short Term Disahility
[ Long Term Disahility
(] Voluntary Short Term Disability
O Voluntary Long Term Disability

[ Voluntary Accidental Death and Dismemberment Family Plan (Spouse and Child coverage)
[ Voluntary Accidental Death and Dismemberment Spouse Only (no Child coverage)
[ Voluntary Accidental Death and Dismemberment Child Only (no Spouse coverage)

to complete.

[1Basic Life

[ Basic Life and Accidental Death and Dismemberment

[ Basic Dependent Life

[ Supplemental/Valuntary Life and Accidental Death and Dismemberment. . . ... ... .... $ (employee amount)
[] Supplemental/Valuntary Dependent Life Spause . ... .. ...t $ (spouse amaunt)
[ supplemental/Voluntary Dependent Life Child . . . . .. .. ... o0ttt $ (child amount)

[ Voluntary Accidental Death and Dismemberment . .. . ... ...ttt ... $ (employee amount)

Current annual income — Far employer/Anthem use

$

Occupation

Life and disability class no. — For employer/Anthem use

*Anthem is required by the Internal Revenue Service to collect this information,




Socfal Security no.” {required)

Life and disability coverage — Continued

Beneficiary designation — Attach a separate sheet if necessary.. - U e _
Name of heneficiary Percentage | Social Security no. Relationship fo applicant | Age

L Primary
[Contingent

O Primary
[IContingant

Clprimary
[JContingent

I Primaty
L Contingent

Ll Primary
(I Cantingent

[ Primary
[ Gontingant

Tota! percentages must add up to 10G%. if the total percentages add up to less than 100%, the remaining percentage will be paid in equal shares to all named
beneficiaries to total 100%. If the {otal percentages add up to more than 100%, each named beneficiary’s share will he reduced squally to total 100%. i no
percentages are indicated, the praceeds will be divided equally. If no primary beneficiary survives, the proceeds will be paid ta the contingent bensficiary(ies)
listed abave, Beneficiaries may be changed by the insured's written notice o his or her emplaysr.

Spousal Consent For Community Property States Gnly (Note: The insurance company is not respansible for the validity of a spouse consent for designation.)
If you live in a community property state (AZ, €A, 10, LA, NM, NV, TX, WA, and WI), your state may require you to abtain the signalure of your spouse if your
spouse will not be named as a primary beneficiary for 50% or more of your benefit amount. Please have your spouse read and sign the fallowing.

Authorization
1 am aware that my spouse, the Employee/Retiree named ahove, has designated sameane other than me to be the seneficiary of group life insurance under the

above palicy.
t hereby consent to such designation and waive any rights | may have to the proceeds of such insurance under apglicable community property laws.
tunderstand that this consent and waiver supersedas any prior spausal corsent or waiver under this plan,

In CA, NV, and WA, Spouse also inciudes your registered Domestic Partner.
Spouse/Domestic Partner signature Spouse/Domestic Partner name Datg (MMDODYYYY)

X

Group Accident, Critical lliness, and Hospital Indemnity Irsurance

{1 Group Accident Insurance — Coverage optior: [ Em&‘myee only T2 Employee + Spouse T Employee + Children L Family
If mare than ong Accident plan offerad please select: [TLow Plan [3High Plan

[ Group Critical llness Insurance — Soverage option: T] Empioyee only [ Employee + Spouse [ Employes + Children [ Family
If mare than one Critical lness plan offered pleass sslest; Edtow Plan [ High Plan
Have you smoked or ussd tobacco products in the last 12 months? Clio [ Yes, explain product used:
I Group Hospital Indemnity Insurance - Coverage option: [CIEmpioyse only T3 Empioyee -+ Spouse [ Employes + Children [ Family
If more than one Hospital indemnity plan offered piease select; []iow Plan [ZIHigh Flan
if any person to be covered by a Critical Hiness or Hospita Indemnity plan is a resident of CA, GA, NY, ar €0, please answer the following question:
wili alt apaticants wha reside in CA, GA, NY, or 00, when such ceverage is to become effective, be enrolled in comprehensive health berefits frem an individual or group
health insurance policy, 2n employer spersared heafth plan, or an HMO that providas essential health benefiis? E1ves TiNo  (Please nots that if the response is
Ko, such applicants are not eligibie for coverage)

*Anthem s required by the Internal Revenue Service to collect this infarmation. dof b



Social Security no.” (required)

Group Accident, Critical iness, and Hospital Indemnity Insurance beneficiary designation

Beneficiary designation — Attach s separate sheet if necessary. T _ D
Name of beneficiary Percentage | Social Security no. Relationship fo applicant | Age

] Primary
O contingent

L Primary
[Icontingent

L Primary
O tontingent

C Primary
[IContingent

[ Primary
[ Contingent

L1 Primary
[ZJContingent

Total percentages must add up to 100%. If the total percentages add up fo less than 100%, the remaining percentage will be paid in equal shares to all named
beneficiaries to total 100%. If the total percentages add up to more than 160%, each named beneficiary’s share will be reduced equally to total 10G%. If no
percentages are indicated, the praceeds will be divided equally. If no primary heneficiary survives, the proceeds will be gaid ta the centingent beneficiary{ies)
listed above. Beneficiarizs may he changed hy the insured's written rotice to his or her empioyer.

Section 4: Coverage information — All flelds requived. Attach a4 separate shest if necessary.

Dependent information must be completed for all additional dependents (if any) to be covered under this coverage. An eligible dependent may be your spouse
or domestic partner, your chifdren, or your spouse or domestic pariner’s children (to the end of the calendar month in which they turn age 26 unlass they
qualify as a disabled person). List alt deperdents beginning with the eldest.

Spouse/Comestic Partner last name First name ML Social Security no,” (required)
Sex Disabled Birthdats (MMDDYYYY) Relationship ta applicant
[imele [lFemale |Cives TNo ClSpouse (T Domestic Pariner
PCP name PSRN no. Existing patient?

Clves Tiho
Dependent last name First name M.L. Sacial Sscurity na.” (required)
Sex Disabled Birthdate (MMDDYYYY) Relationship to applicant
Clvale  [Clremale |Dlves Clho [ Biological child of applicant/spouse/domestic partner

[10ther It gther, what is relationship?

PCP name PCP IO na. Existing patient?

Clves [ClNo

Dogs this dependent have a different address? [1Y¥es [INo
If yes, please enter:

Dependent 1ast name First name M.1. Social Security no.” (reguired)
Sex Disabled Birthdate {MMDDYYYY} Relationship to apglicant
CIMale  [lremale [Clyves Clho [ Binlogical chitd of applicant/spouse/domastic partmer
: Cl0ther  tf other, what is relationship?
PCP name PCP 1D ne. Existing natiant?
Cves Clio

Does this dependent have a different address? [lYes £1No
If yes, please antar:

*Anthem is required by the Internal Revenue Service to collect this information, anfe



Section 4: Coverage information — Continued.

Soctal Security no." {required}

Bapendent last name

First name

M.l

Sogial Security no.” (required)

Sex Disahled
[CIvale Tlremale |[lves [Cng

Birthdate {MMDBGYYYY)

Relationship to applicant
[ Bological child of applicant/spouse/domastic partner
Clother  f other, what is relationship?

PGP name

PCP I ng.

Existing patient?
T¥es Clhp

If yes, please enter;

Baes this dependent have a different address? [Jves [No

Section 5: Prior and other group coverage

if yes, give name:

Airg you or anyong applying for coverage currsntly aligible for Medicare? Cves Cldo

Medicare [0 no.

Part A effactive date
(MMDDYYYY)

Part B effective date
{MMDDYYYY)

Medicare eligibility reason {check all that appiy)

[age ClDisability

[JESRD: Onset date:; HMMBDYY)

Medicare Part D D no.

Medicare Part D carrier

Part D effective date
(MMDDYYYY)

Are you or a family member previously or currently covered by a Medicare, medical and/or dentai plan? [1Yes ClNo
If yes, please provide the following:

Coverage
Name of person covered |Type {check all Policyholder Dates (if applicable)
{Last name, first, ML) |{checkone} |thatapplyl |Carrier name Carrier phone no. |Policy ID no. name (MMDODYY)
Clindivicual - |ZImadical Start;
[ Graup I Dental | |
Clwedicare | Grthodontia
End:
| I
Olindividual | Medical Start:
(T Group 1 Dental I |
[IMedicare |1 Orthodontia
End:
I I
(] Individual | [Z]Madical Start:
Cd Group O Dental I |
CliMedicare | Orthodontia
End:
| |
Ol Individual |3 Medical Start:
[l Group [ Dental | |
= Omericare | Cl Orthodantia
End:
I |
Clindividuat | ClMedical Start;
[ Group [ Dental | |
ClMedicare | Orthodontia
End:
I |

*Anthem is required by the Internal Revenue Service to collgct this information.
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Social Security no.” (required)

Section 6: Terms, Conditions, and Authorizations (TERMS)
Please read this section carefully before signing the application.

Genetic Information Non-discrimination Act (GINA): When answering questions about a person on this form, only give answers about that person, and do not
include any genetic information. Genetic information includes family health histary, genetic testing, genetic services, genetic counseling, or genetic diseases
for which the person may be at risk. All responses about a person will anly be considered and used for that persan.

Health Savings Account Notice: | autharize the financial custodian of my Health Savings Account (HSA) ta give Anthem Blue Cross and Blue Shield (Anthem)
facts ahout my HSA, including account numher, account balance and account activity. | understand that | may take back my autharization by written request
ta Anthem at any time.

1. I'understand that | may not assign any payment under my Anthem program.

2. | agree to have money taken from my wages/pension, if necessary, to cover the premium cost for the coverage applied for.

3. lam asking for the coverage | chase on this form. If | made choices that are not available to me, | agree that my choices may be changed to those on the

employer's application.
4. lagree that | will let my employer know right away of any changes that would make me or any dependent(s) ineligible for this coverage.
5. By signing this application, | agree to the taping or monitoring of any phane calls between Anthem and myself.

Life and/or Disability Authorization Section — Read carefully before signing.

1. Payment of proceeds shall be made in accardance with the ferms of the group contract. Unless otherwise provided herein, if one or more life insurance
beneficiaries are named, the proceeds due shall be paid in equal shares to the named heneficiaries surviving the insured. Beneficiaries may be changed
hy the insured employee's written notice to his or her employer.

2. These coverages will become effective an the date established by the provisions of the group contract and certificates issued thereunder,

This authorization, for purposes of processing this application form, is valid from the date signed for a period of 30 menths unless revoked by me in writing,
which | may do at any time by contacting Anthem Life. For the purpose of collecting information in connection with a claim for henefits under an insurance
policy, this authorization shall remain valid for the term of coverage of the policy for an accident and sickness insurance benefit and for the duration of the
claim if the claim is not for an accident and sickness insurance benefit. A photocopy and/ar electronic copy is as valid as the ariginal. The Rpplicant or the
Applicant’s authorized representative is entitled to receive a copy of this Authorization.

| give this authorization for myself and on behalf of my eligible dependents if covered by the Plan, including my Spouse/Domestic Partner/Civil Union Partner.
| am acting as their agent and representative.

| have read and accept the Terms, Conditions and Authorizations as a condition of coverage. My answers to all questions are true to the best of my knowledge,
and 1 understand that Anthem relies on these answers in accepting this application. | understand that any untrue answers or failure to report new medical
information before my effective date may cause a material change in coverage or premium rates. Any material misrepresentation or significant omission
found in this application may result in denial of benefits, rescision ar cancellation of coverage. | agree to these terms for myself and on behaif of any
dependents covered by the Plan. | am acting as their agent and representative.

| certify each Social Security number listed on this application is correct.

I'm signing here because | want to get information about my benefits by email or electronically. This may include my certificate or evidence of coverage,
explanation of henefits statements, required notices and helpful ar personalized information to get the most out of my plan, so | will make sure Anthem has
my most up to date email. These electronic communications may include specific details about me and my plan. | know | can change my mind at any time or
request a free capy of specific materials by mail. I'll just contact Anthem to do either.

Thank you for choosing Anthem Blue Cross and Blue Shield.

Section 7: Signature — Required if you are applying for coverage. Please review your application for errars or amissions.

Read section 6 carefully before signing.
I have read and understand the language in the TERMS section of this application and agree to all of its terms.

Employee signature Date (MMDDYYYY)
X

“fnthem is required by the Internal Revenue Service to collect this information. gufa



Section B: Waiver/Declining coverage

Social Security no.” (required)

Medical coverage

Medical coverage declined for—check all that apply:
Reason for declining coverage — check all that apply:

Clmyself [ Spouse/domestic partner  [1Dependent(s)

(I Covared by spouse's/domestic partner’s group coverage
[T Fnralled in other insurance — Please provide company name and plan;

(1 Enrolled in individual coverage

(I spouse covered by employer's group medical coverage
[ Medicare/Medicaid VA
[ Other — please explain:
[T o coverage

Dental coverage

Dental coverage declined for — check all that apply:
Reason for declining coverage — check all that apply:

CIMyselr  [1Spouse/domestic partner  []Dependent(s)

[ Covered by spouse's/domastic partner's group coverage
CEnrolled in other insurance — Please pravide company name and plan:

CIEnrolled in individual coverage

[1Spouse covered by employer's group medical coverage
(I Medicare/Medicaid/VA
[ 0ther — please axplain:
[INo caverage

Vision coverage

Vision coverage declined for —check all that apply:
Reason for declining coverage — check all that apply:

CInyself  C1Spouse/domastic partner  C1Dspendent(s)

[ Covered by spouse's/domestic partner’s group coverage
[JEnrolled in other insurance — Please provide company name and plan:

[ Enralled in individual coverage
[ Spouse covered by employer's group medical coverage

[ Medicare/Medicaid/VA
[ 0ther — please explain:
[INo coverage

Life and disability coverage

*Life/AD&D coverage declined for: CIMyself

Spouse, Domestic Partner and dependent coverage not available if life coverage is waived/declined.

Dependent Life coverage declined for;
Supplemental/Veluntary coverage declined for:

Supplemental/Voluntary Dependent Life coverage declined for:

Voluntary Short Term Disability coverage declined for:
Voluntary Long Term Disability coverage declined for:

Reason for declining coverage — check all that apply:

(1 Spouse/domestic partner and dependents

] Myself

(1 Spouss/domestic partner and dependents

L Myself

] Myself

[ Life/AD&D declined for religious reasons

I Do not elect to enroll in Dependent Life

Do not elect to enroll in SupplementalVoluntary coverage
100 not elect to enroll in Supplemental/Voluntary Dependent Life coverage
100 not elect to enroll in Yoluntary Short Term Disability
[10a not elect to enroll in Voluntary Long Term Disability

*I hereby certify that | have been given the oppartunity to apply for the available group life benefits offered by my employer, the benefits have been explained ta me.
and | and/or my dependent(s) decline to participate. Neither | nor my dependent(s) were induced or pressured by my employer, agent, or life carrier, into declining this
coverage, but elected of my (our) own accord to decline coverage. | understand that if | wish to apply for such coverage in the future, | may be reguired to provide evidence

of insurability at my expense.

Sign here only if you are declining coverage.

Signature of applicant Printed name

X

Social Security no. Date (MMDDYYYY)

*Anthem is required by the Internal Revenue Service to collect this information.

Boff
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Employes Enrollment
& Wahrer-l

Agccount number/unit number

; Mailing Address Prineipal Life
@F@Mﬁ Des Moines, 1A 503920002 | Insuranse Company
PLEASE USE BLACK INK '
FLEASE ENTER DATES AS MM/BDIVYYY
Company name Division leva]
CND Specialfies inc All Members
Employes Information 5 o mg ,
Name Social security numbear

" Mailing address (streef)

(city}

Do you have an eligible spause or domestic pariner or child(ren)?

ves [ lno

Birth date

[l male

female

@IP code)

Date employad full-time

Hours worked per weelk

Job oceupafionfclass: |,

Location

Email address

Phone number

Salary amount {for owners, indlude Salary mode o
business fncome) [1 yealy K weeky [ howiy LI monthly [1 hiweeldy
Payrolf moda Employer ZIP code Employer county

CImonthly [l semtmonttly [lweekdy [bi-weekly [53018 FOND DU LAG

Eligiblé Dependsit Irformiation (Cormplete if you are slecting bénefits for jiolit spouge ordomestia pitiner or childrer]’

Dependent riame Birlli date Gender Social security number [Relationship

L] male [ | Spouss

L1 femala L | domestic partner

L] male [ | Child

L1 female [ ] foster child*
[ | disabled child™

L] male L] Child

[1 female 1 foster child*
(| disabled child*

L] male [ | Child

[ 1 female ] foster child®
L] disabled child™

L] male [ | Child

L1 female [ | foster child®
|1 disabled child*

# lfyou checkad foster child, was the child placed with you by an authorized state placement agency or by order of a

court? yes no z

** When your child, who Is developmentally or physically disabled, reacheslexceads the masimum age, an Application
to Gontinue Disabled Child form must he completed and reviewed fo determine efigibility.

Is your spouse ar domestic pariner emjaloyed by this company?

[Tyes [no

GP50145-01  Page 1 of 3

07111710051 -7
0772017
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@ow@mgo ' s o Empﬂ@yco - Spouss or D Demestic F’Ezlﬁ’i@or ' @ﬁﬁﬁ@ﬁ(@@m
NOTE: Employee soverage must be slestad ﬁ@ elact any d@@@wd@m BEVarags. )
Growp Term Life Flact ! Elest '] Decfine 1 Flect [ ] Desline

Shork Term Disability Eloct

*NOTE: Domestic Pattners can only be added I your employer allows ihis coverage. Fenrollinga Domestic Pariner,
p!ease aftach a separate Declaration of Domestic Parinershi p!EnroIlment Form Addendum (GPGMSE)

Gmu@ T@rm Llf@ l@im@tf' islary D@s:gwaﬁ;@n {Gomplets if ebvered for group 1 ferrm fife cwerage)

All primary and contingent bensliciaries, whether adults or miners, should be neludsd in the b@ﬂ@fn@naﬂf
desigration belew. Additional benefisiaries can bs added as an sRachmesnt,

Primary Benoficiaries: .

‘Nama EEH Date of birth Relatfonship Check here ifa Parceniage
mincr

Nama SSN Oateofbitth  ° Relationship Check here ifa Percentage
Hner

Cenfingent Bensficiariss: :

Naimns 55N Date of birth- Relationship Check horeifa  [Percentage
inor

Wame 88N Date of blith Relationship Chesk here ifa Percentage
inGr

“The Tight fo make future changes is reserved by the employes. If two or more bensficlaries are named, the procesds
shalt be paid o the named beneficiarias, or fo the survivor or survivors, in eqgual shares, unfess specified ofherwise.

If any beneficiary is designated as trusies, it is understood and agreed that Principal Life Insurance Gompany shall npt be
a parfy to nor bound by the conditions of any frust and payment of the net proceeds of said policy on the death of the
insured to the then designated beneficiary shall be g complete discharge as to Principal Life, :

If you have designaiad a minor childiren) as your beneficiary, you must complete the Uniform Transfers to Winors Act
Fform ((GP55220),

'5mp@ﬁ:anﬂ i dechnmg anﬂf cbuaragefor yourself Or any dependent giva reason Covered upder:
[] spouse's or domesiic partner's group coverage [] individual instirance
[ 1 other coverage offered by my employer [ 1 other

Euployes Agiesment (Read andsign) -
1 understand and agres with the following statements:

o My dependants are not eligible for coverages | don't have. My dependents, including siep and foster children and
any over the maximum age, are efigible based on plan provisions but those over the maximum age will be veritied
when a claim is filed.

s if| refuse coverage, | cannot enroll after refirement.

o If}] vefuse life, disability, or critical Hiness coverage, 1 may apply later but | must show proof of good health and
coverage will be subject fo approval by Principal Life Insurance Gompany.

e |f the group policy duss not require my contribution, |.cannot decline coverage unless the policy indicates otherwise.

e If the group policy requires my contribution, 1 authorize my employer fo deduct from my pay.

[ represent all information or this form and attachmenis Is complete and trus fo the bast of my knowlsdge. They are
part of this request for coverage. | agree Principal Life is hot iable for a claim before the effective date of coverage
and all policy provisions apply. 1 have read, or had read to me, the information and my answers on this form. During
the first two years coverage 15 in fores, fraud or intentional misrepresentations can cause changes in my coverage,
ineluding carcailation back o the effective date.

GPBO145-01 , 07411710051 - 7
Page 2-07 3 0712017
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118
Any person who, with intent fo defraud or knowing that he or she is Tacilitafing a fraud against an insurer, submite an
application or files a claim containing a false or deceptive statement, may be guilty of insurance fraud,
I authorize Principal Life fo release data as required by law. Jf signed in connection with an application,
reinstaterent or a change in benefits, this form will be valid two years from the date below. | may revoke
authorization for information not yet obtsined. | understand data obtained will bs used by Principal Life Tor claims
adminisiration and determining efigibility for iife, disability and oritical illness coverage. Information wil not be used
for any purposes prohibited by law.
! understand that as the employes, the insurance 1 and my depandenis have applied for wil begin on the offestive
date of coverage provided | am at work on that date. If | am not actively af work on such date, subjsct to the terms
of the group policy, coverage may not go into effeet until after my returm to work. Furthermore, | understand that no
insurance may become effective for any member of my family while helshe isin a period of fimifed activity.

A copy of this form will be as valid as the origing!.

I deciare that the irforrnation | have completed on fhis enroliment form is complete and frue. | understand an agent or
kroker cannot guaraniee caverage, revise rafss, benefits or provisions without written approval from Principat Life,

Your signatura X . Date Signed

fristruetions

-8

o]

After this form is sompleted and s.igﬂé&,‘-maike two coples ané sand the original fo Principal Life Inslrance Corr{pany:

One for the employes
One for the employer

O7 11710051 -7

GPE0145-01
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" Bineeinl Mailing Address: i Prineipal Lifs | UTiiA Beneficiary
Group Des Moines, 1A 50392-0002 | insuranee Company || Designation
Company Names _ AseountUnit Number
CHD Spec:iélties Ine . ]
Eﬂﬁpﬂ.@y@@ Infermation . - .
Your name (last, first, middle initial) ) Soelal security number

_ _ NOTE: This form is a Smpgaﬂ@meﬁﬁ te Empleyse Enrellment and W@iﬁv@n’.
Hilnor Benefisiary - UTIilA: ONLY COMPLETE IF THE BENEF|GIARY LISTED IS A MINOR.

If any proceeds betome payable t6 a bensficiary who is then a “minor” as defined in the applicable Uniform Transfers
to Minors Act, as spesified hergin, such proceeds shall be piaid fo )

(Narne)

{Address)
as custodian for such beneficiary:
{Checlk One Only) See instructions en Page 2.

LI under the lowa Uniform Transfers fo Mirior Act.

LI under the Uniform Transfers to Minor Act of the state whera the beneficiary shall reside at the fime of payment, In the event
the benefidary resides in California or Chio at the fime of payment, the custodianship is fo confinue until the beneficiary
reaches the age of ___ for Californla (insert 18, 18, 20, 24, 22, 23, 24 or 25)or __ for Ohio (insert 18, 19, 20 or 2.

in the event a substifute custodian is nested, the following isfare nominated, in the order named:
Name Address -

Nams Address

If no staie is spedified (by name or description) above, or if the stafe so specified has not enacted the Uniform Transfers to
Minors Act, or if the few of the state so spacified does not provide for such payment fo a custodian, the custodianship shall be
established under the lowa Unfform Transfars o Minors Act, If the specified Uniform Transfers to Miners Act would require the
beneficiary's custodianship fo terminate at or before the fime of payment, the proceeds payable to that hensficiary shall be paid

to the beneficiary rather than to a custodian, '
Signature _ .
Read Important instructions on Page 2 before signikg.

Signature of employee Date signed

Note: make a copy of Page 1 for yeur reserds and distribute copy fo employes.

GPE5229-01 _ Page 1 of 2 (Spanish SP 1037) 04/2014
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Winor Bensfieiany - UTHIA ﬂnéﬁﬂ*m@&ﬁﬂs ~ Pleage Nots the Following: -

't You may wish to consuit with your atiomey about the completion of thig heneficlary designation. The following comments
ars of & general nature and are not infended to be legal advice, or to substitule for lsgal advice.

A Naming a eustedian and substtutas. A cusiodian must be named in the blank following the words "paid 0" in the
designation. It is strongly recommendead that you also name 2t least one {and preferably two or more) substituie custodiars
on the fines provided for that purpose. A substituté custodian would serve If, at the time of payment, the fiistnamed
custodian is deceased or otherwise unable or unwiling fo serve. The custodian (and each substituis) listed on the
beneficiary designafion should be efther: (1) an individual who js now an adult; or (2) a trust comnpany, such as a financial
institution with & trust depariment.

3. Bpesifying the state law. You may specily that the custodianship be established under the fowa Unitorm Transfars o
Minors Acf, vegardiess of whare the minar lives, Principal Life Insurance Cornparny Is based in fowa and therefore may
transfer funds to a custodian in any state for the benefit of & minor in any staie if the beneficlary designation specifies that
the fransfer shall be made under the lowa Uniform Transfers fo Minors Act. The lowa Uniforme Transfers to Minors Act
defines a "minoy” as e individual who has nof reached age 21

Alternatively, you may specify that the custodianship be established under fha law of whatever siate the beneficiary may
five In at the fime of payment. if this heppens to be a state et has Aot eracted the Uniform Transfers to Minors Act, the
designation specifies that the custodianship will be estzblished undar fhe towa Uriiform Transfers To Minors Act Fthere s
possibility that the minor beneficiary will ve in Calforniz ar Ohio af the time of payment, you may wish to il in one or batk

- of the blanks specifving the age af which the cusiodianshin is o terminate {see below), The ability to spatily such an age in
thie bensficlary designation is 2 unique feature of the Olio and California Uniform Transfers to Minors Acts, -

The state specified in the designafion gy affect the age at which the bensfictary will have conirol of the monsy. Under the
Uniform Transfers to Minors Act as enacied in many states, 5 sustodianship oreated pursuant to a benaficiary designation
terminates when e beneficiary reaches the legal age of majority {usually 18), even though custodianships created
pursuant to a fifefime gitt may ferminate af a later age. However, under the lowa Uniform Transfers to Minors Act andina
Tew states, a custodianship created pursuant fo g beneficlary designation confinues until the beneficiary reaches age 21.
As noted above, custodian nomtinations under the California Lniform Transfars fo Minors Act may spetify an age {upto the
age of 25} for the custodianship to ferminafe. if no age is specified, the California custodianship will ferminate at age 18.
Custodianships under the Ohio Transfers o Minors Act ferminate at age 21 unless the baneficiary designation speuifies
that it will terminate at age 18, 18 or 20, .

- (3P55229-01 ) Page 2 of 2 0472014
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WELCOME TO YOUR DENTAL PLAN!

Antne

Effective Date:; 05-01-2022

Regular dental checkups can help find early warning signs of certain health problems, which means you can get the care you need to
get healthy. So, don't skimp on your dental care, good crai care can mean better overali health!

Powerful and easily accessibie member tools.

»  Ask a Hygienist: Dental members can simply email their
dental questions to a ieam of licensed dental
professionals who in turn will respond in approximately
cne business day.

»  Dental Health Risk Assessment: We want our dental
members to better understand their oral health and their
risk factors for tooth decay, gum disease and oral cancer.
This easy to use cnline too! ¢an help them do this.

» Dental Care Cost Estimator: In order to help our dental
member better understand the cost of their dental care,
we offer access to a user-friendly, web-based tool that
provides estimates on common dental procedures and
treatments when using a network dentist,

= Mobile Capabilities: With our latest mobile application,
members can find a network dentist as well as view their
claims. Qur application is available for both Android and
Apple phenes.

Your dental benefits at a glance

Dentists in your plan nstwork.

= You'll save money when you visit a dentist in your plan
network because Anthem and the dentist have agreed on
pricing for covered services. Dentists who are not in your
pian network have not agreed to pricing, and may biil you
for the difference between what Anthem pays them and
what the dentist usually charges.

s  Tofind a dentist by name or location, go to anthem.com
or cail dental customer service at the number fisted on
the back of your ID card.

Ready to use your dental benefits?
»  Choose a dentist from: the network
= Make an appointment
o  Show the office staff your member iD card
s  Pay any deductible or copay that is part of your plan

Need to contact us?
See the back of your D card for how to call, write cr emait us.

The foliowing benefit summary outlines how your dental plan works and provides you with a quick reference of your dental pian

benefits. For complete coverage details, please refer to your policy.

Coverage Year

Calendar Year

Office Visit Copay

Annual Benefit Maximum

a Perinsured person

= Diagnostic & Preventive Services are applied
fo the Annual Benefit Maximum

$1500 $1500

Annual Maximum Carryover

No No

Orthodontic Lifetime Benefit Maximum
s Per eligible parson

Not applicable Not applicable

Annual Deductible
s Perinsured person
s Family maximum

3x single member deductible

$50 $50
3x single member deductible

Deductible Waived for Diagnostic/Preventive Services

Yes Yes

Qut-of-Netwerk Reimbursement

90% percentile

Anthem Blue Cross and Blue Shisid is the trade name of Blue Cross Blue Shield of Wisconsin {BCBSWI), Compeare Health Services Insurance Carporation {(Compoare) and Wisconsin Collaborative Insurance
Company [WCIC). BCBSW! underwrites or administers PPO and indemnity policies and underwrites the out of natwork benefits in POS policles offered by Compeare or WCIC; Compeare underwrites or
administars HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies. Indspendent licensess of tha Blue Cross and Blue Shisld Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc, The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association,

10/2020




Diagnostic & Preventive Services
» Periodic dental exam
o Limited to 2 per 12 months
» Teeth cleaning (prophylaxis)
o Limited to 2 per 12 months; combined with pericdontal maintenance
« Bitewing X-rays
o Limited to 1 set per 12 months
Full-Mouth or Pancramic X-rays
o Limited to 1 per 60 months
» Fluoride application
o Limited to 1 per 12 months through age 18
» Sealant application
o Limited to 1 per 60 months through age 18

100% coinsurance

100% coinsurance

No Waiting Pertod '

Basic {(Restorative) Services

« Consultation (second opinion); only with X-rays and no other services
o Limited to 1 per 12 months

= Space maintainer insertion covered at Diagnostic & Preventive level
o Limited to 1 per tooth space per lifetime through age 18

» Amalgam {silver-cotored} filling
o Limited to 1 per tooth per surface per 24 months

» (omposite (looth-colored) filing
o Limited to 1 per tooth per surface per 24 months; posterior (back} filings paid as an

amalgam {silver-colored filfing)

» Brush biopsy (cancer test)

o Nat covered

80% coinsurance

80% coinsurance

No Waiting Period

Endodontics {(Non-Surgical)

» Root Canal (permaneant teath only)
o Limited to 1 per tooth per 1 lifetime

50% coinsurance

50% coinsurance

No Waiting Period

Endodentics (Surgical)
» Apicoectomy and apexification (permanent teeth only}
o Limied to 1 per tooth per 1 lifetime

50% coinsurance

50% coinsurance

No Waiting Period

Periodontics (Non-Surgical)

+ Periodontal maintenance
o Limited to 4 per 12 months; combined with teeth cleanings

+ Scaling and reot planning when the tooth pocket has a depth of four mitimeters or greater
o Limited to 1 per quadrant per 24 months

50% coinsurance

50% coinsurance

No Waiting Period

Periodontics (Surgical)
» Periodontal surgery {osseous, gingivectomy, graft procedures)
o Limited fo 1 per quadrant per 36 menths

50% coinsurance

50% coinsurance

No Waiting Period

Oral Surgery (Simple}
s Simple extraction
o Limited to 1 per tocth per 1 lifetme

50% coinsurance

50% coinsurance

MNo Waiting Period

Oral Surgery {Complex}
s Surgical extraction
o Limited to 1 per tooth per 1 lifetime

50% coinsurance

50% coinsurance

No Waiting Period

Major (Restorative) Services
s Crowns, cnlays, vensers
o Limited to 1 per tooth per 60 months

50% coinsurance

50% coinsurance

No Waiting Period

Prosthodontics
» Dentures and bridges
o Limited to 1 per tooth/arch per 60 months
+ [mplant placerent
o Limited to 1 per footh/arch per 60 months
» implant prosthodontics
o Limited to 1 per tooth/arch per 80 months, paid as an implant crown, bridge, and/or
denture

50% coinsurance

50% coinsurance

No Waiting Period

Repairs/Adjustments
« Crown, denture, and bridge repairs

o Limited to 1 per 12 manths; not within 6 months of placement.
» Denture and bridge adjustments

o Limited to 2 per 12 months; not within 8 months of placement

50% coinsurance

50% coinsurance

No Waiting Period

Anthem Blue Cross and Biue Shield is the trade name of Blue Crass Blue Shield of Wisconsin (BCBSWIY, Compeare Health Services |nsurance Corporation {Comypcare) and Wiscansin Collaborative Insurance
Company {(WCIC). BCBSW! underwrites or administers PPO and Indemnity policias and underwrites the out of netwark benefits in POS policies offered by Compeare or WCIC; Compaare underwrites or administars
HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS palicies. Independent licensees of the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem

Insurance Companigs, Inc. The Blue Cross and Blue Shield names and symboals are registered marks of the Blue Cross and Blue Shigld Association,
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Orthodontic Services Mot covered Not covered
o Mot covered

Temporomandibular Joint Disorder {TMJ) Mot covered Mot covered

s X-rays, splints, and surgical procedures including arthroscopy and orthotic devices
o Not covered

Cosmetic Teeth Whitening Not covered Not covered
o Not covered

NOTE: Cosmefic bensfits, such as testh bleaching, in an insurance policy may have income
tax implications for both employer groups and plan members. For example, the doffar value of
the cosmetfc bensfit may be considered part of an individual's taxable income. For more
information concerning the tax ramificafions of cosmetic insurance benefits, please consuft a
fegal or tax advisor,

" Anthem Whole Healfth Connection - Dental

& For members with certain health conditions, additional dental benefits are
avallahle without a deductible or waiting periods. Eligible services are paid at
100% and won't reduce your coverage year annuzl maximum (if applicabie)

Accidental Dental Injury Benefit

» Provides members 100% coverage for accidental injuries to testh up to the
coverage year annual maximum {if applicable). No deductibles, member
coinsurance, or waiting periods apply

Extension of Benefits

» Following termination of coverage, members are provided up to 60 days to
complete treatment started prior ta their termination of coverage under the plan
and eligible services will be covered

International Emergency Dental Program

s Provides emergency dental benefits while working or traveling abroad from
licensed, English-speaking dentists. Eligible coverad services will be paid 100%
with no deductibles, member coinsurance, or waiting pericds and won't reduce
the member coverage year annuai maximum (if applicable)

Services provided before or after the term of this coverage - Services received before your effective date or after your coverage ends, unless otherwise
spesified in the dental plan certificate

Orthodontics {unless included as part of your dental plan benefits} including orthodontic braces, appliances and all related services

Cosmetic dentistry {unless included as part of you dental plan benefits) provided by dentists sclely for the purpose of improving the appearance of the tooth
when tooth structure and function are satisfactory and no pathologic conditions {cavities) exist

Drugs and medications including intravenous conscious sedation, IV sedation and general anesthesia when performed with nonsurgical dental care

Analgesia, analgesic agents, and anxiolysis nitrous oxide, therapeutic drug injections, medicines or drugs for nonsurgical or surgical dental care except that
intravenous conscious sedation is sligible as a separate benefit when performed in conjunction with complex surgical services.

Waiting periods for endodentic, periodentic and oral surgery services may differ from other Basic Services or Major Services under the same dental plan. There
is a 24 month waiting period for replacement of congenitally missing testh or testh exiracted prior to coverage under this plan.

This fs not & contract; it is a partial listing of benefits and services, All covered services are subject to the conditions, fimitations, exclusions, terms and provisions of
your policy. In the event of a discrepancy between the information in this summary and the policy, your policy will prevail.

NOTICE: LiMITED BENEFITS WILL BE PAID WHEN NONPARTICIPATING PROVIDERS ARE USED. You should be aware that when you elect to utilize the services of a
nonparticipating provider for a covered service, benefit payments te such non-participating provider are rot based upan the amount biiled. The basis of your benefit payment
will be determined accerding to your pelicy's fee schedule, usual and customary charge (which is determined by comparing charges for similar services adjusted ta the
geographical area where the services are performed), or other method as defined by the policy. YOU RISK PAYING MORE THAN THE COINSURANCE, DEDUCTIBLE AND CO-
PAYMENT AMOUNT DEFINED IN THE POLICY AFTER THE PLAN HAS PAID ITS§ REQUIRED PORTION. Nonparticipating providers may bill enrolless for any amount up to the
hilled charge after the plan has paid its portion of the bill. Participating providers have agreed to accept discounted payment for covered services with no additional billing to
the enrollee other than co-payment, coinsurance and deductible amounts. You may cbtain further information ahout the participating status of professional providers and
information on out-cf-pocket expenses by calling the toll free telephone number on your identification card or visiting our website at Anthem.com.

Anthem Blue Cross and Blug Shisld & the trade name of Blue Cross Blue Shield of Wisconsin {BCBSW!), Compeare Health Services Insurance Corparation (Compeare) and Wisconsin Collaborative Insurance
Campany (WCIC). BCBSWI underwrites or administers PPO and indemnity policies and undenwites the out of network benefits in POS policies offered by Compcare or WCIC; Compeare underwrites or administers
HMO or POS poficias; WCIC underwrites or administers Well Priority HMO or POS policies. Indepandent licensaes of the Blue Cross and Blus Shield Association. ANTHEM Is & renistered trademark of Anlhem
insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association,
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Welcome to your Blue View Vision plan!
You have many choices when it comes o using your benefits. As a Blue View Vision plan member, you have access to one of the nation’s largest
vision networks. You may chocse from many private practice doctors, local optical stores, and national retail stores including LensCrafters®, Target
Optical®, Sears Optical®, JCPenney® Optical and most Pearle Vision® locations. You may also use your in-network benefits to crder eyewear
orfine at Glasses.com and ContactsDirect.com. To locate a participating network eye care doctor or location, log in at antham.com, or from the
home page menu under Care, select Find a Doctor. You may also calt member services for assistance at 1-866-723-0515

Out-of-Network — If you choose to, you may instead receive covered benefits outside of the Blue View Vision network. Just pay in full at the time of
service, oblain an itemized receipt, and file a claim for reimbursement up to your maximum out-of-network allowance.

“Routing Eye Exam.

A comprehensive eye examination

$10 Copay

Reimbursed Up To $42

Once every calendar

‘Eyeglass Frames® oo

year

Ore pair of eyeglass frames

$150 Allowance, then 20%

Reimbursed Up To $45

Once every other
calendar year

'Eyegiass Lenses (instead of contact lenseés)

off any remaining balance

One pair of standard plastic prescription lenses
o  Single vision lenses

o Bifocal fenses

o Trifocal lenses

$10 Copay
$10 Copay
$10 Copay

Reimhursed up to $40
Reimbursed up to $560
Reimbursed up to $80

Once every calendar
year

Eyeglass Lens Enhancements

af no extra cost

When obtaining covered eyewear from a Blue View Vision provider, you may choose fo add any of the following fens enhancements

o Transiti@ns | enges (for a child under age 19)
o Standard polycarbonate (for a child under age 19)

o  Factory Scratch Coating

$0 Copay
$0 Copay
$0 Copay

No allowance when cbtained
out-of-network

Same as covered
eyeglass lenses

Contact Lenses (instead of eyeglass lenses)
Confact lens allowance will only be applied toward the

first purchase' of contacts made during a benefit per."dd. Any unused amouit remaining

-cannot be used for subsequent purchases in the same benefit period, nor can any unused amount be carried over to the following benefit period,.

o  Elective conventional (non-disposable)
OR

o Eleclive disposabie
OR

o Non-glectivé (medically necessary)

$150 Aliowance, then 15%
off any remaining balance

$150 Aliowance
(no additional discount)

Covered in full

Reimbursed up to $95

Reimbursed up to $95

Reimbursed up to $210

Once every calendar
year

This is a primary vision care benefit intended to cover only routine eye examinations and corrective eyewear. Biue View Vision is for routine eye care anly. If you need medical treatment
for your eyes, visit a participating eye care docior from your medical network. Banefits are payable only for expenses incurred while the group and insured person's coverage is in force.
This tnformation is intended to be a brief cutline of coverage. All terms and conditions of coverage, including benefits and exclusions, are contained in the member's policy, which shall

contrel in the event of a conflict with this overview, This benefit overview is only one piece of your entire enroliment package.

EXCLUSIONS & LIMITATIONS {not a comprehensive st - please refer to the member Certificate of Coverage for a complete list}
Combined Offers. Not to be combined with any offer, coupon, or in-store

advertisement.

Excess Amounts. Amounts in excess of covered vision expense.
Sunglasses. Plano sunglasses and accompanying frames.
Safety Glasses, Sately glasses and accompanying frames.

Not Specifically Listed. Services not specifically isted in this pian as covered services,

Lost or Broken Lenses or Frames. Any lost or broken fenses or frames are not eligible

for replacement unless the insured person has reached his or her normal service interval
as indicated in the plan design.
Non-Prescription Lenses. Any non-prescriplion lenses, eyeglasses or contacts. Plano
lenses or lenses that have no refractive power.

Orthoptics. Orthoptics or vision training and any associated supplemental testing




OPTIONAL SAVINGS AVAILABLE FROWM BLUE VIEW VISION IN-NETWORK PROVIDERS ONLY. * | In-Network Member Cost .-
: - o e S . G | {after any applicable’ copay)

Eyeglass lens upgrades
When abtaining eyewsar from a B]ue VIBW Vision,

o Slandard Poljcarbonate (Adults)-'-_ i
provider, you may choose to upgrade your new eyegfass

"'Tmt{Sohdan_dGradlent)

oo oo o

lenses &t a discounted cost. Eyeglass lens oopayrnent UV Coating
applies. Progressive Lense:s1 E oo R
o Standard TR RRRT 1 LR
o  Premium Tier 1 $85
o Pramium Tier 2 §95
© o Premium Tier 3 - ' : $110.
o Premium Tierd -~ -+ o - 3175
e Anti-Reflective Caating? o : S -.;
o™ Standard T ' $45.
o Premium Tier 1 _ o 357
“o . Premium Tier2 o ' 568

e PremiumTierd e : : 885"
S0ther Add-ong o7 D e B O%oﬁretallpnce

Items such as non-prescription sunglasses, lens cleaning e
supplies, contact lens scluticns, eyeglass cases, efc, : 20% off retail

Conventional Contact Lenses. . . = . ~:oo | Discount applies ta materialsonly .. . ) C.15% off retail price .
"Please ask your provider for hisier recommendation as well as the available progressive brands by tier.
? Please ask your provider for his/her recommendation as wett as the available progressive brands by fier,
3 Standard fitting includes spherical clear lenses for conventional wear and planned replacement. Examples include but are not limited to disposable and frequent replacement,
4 Premiun fitting includes all lens designs, materials and spedalty fittings other than standard contact jenses. Examples include but are not limited to toric and muififocal.

Cannot be combined with any other offer. Discounts are subject to change without notice. Discounts are not covered benefits under your vision plan and will not be
listed in your certificate of coverage. Discounts will be offered from in-network providers except where State law prevents discounting of products and services that
are not covered benefits under this ptan. Discounts on frames will not apply if the manufacturer has imposed a no discount on sales at retail and independent
provider locations.

Some of our in-network providers include:
INDEPEHDENT LErsCRAFTERS @A?LE

R - . =
NETWORK GLASSESZS. contactsdirect 18coconiacts B . vigion (8 OPTICAL

Savings on items like additional eyewear after your benefits have been used, non-prescription sunglasses, hearing aids and even LASIK laser vision
correction surgery are available through a variety of vendors. Just log in at anthem.com, select discounts, then Vision, Hearing & Dental. ]

* Discounts cannot be used in conjunction with your covered benefits,

OUT-OF-NETWORK

if you choose to receive covered services or purchase covered eyewear from an out-of-network provider, network discounts will not apply and you will be responsible for payment of
services andfor eyewear materials af the fime of service. Please complete an out-of-network claim form and submit it atong with your itemized receipt to the fax number, emait address, or
mailing address below. To downicad a claim form, log in &t anthem.com, or from the home page menu under Support select Forms, click Change State to choose your state, and then
scroll down to Claims and select the Blue View Vislon Out-of-Network Claim Form. You may instead call member services at 1-866-723-0515 to request a claim form.

TOFAX: 866-293-7373
TOEMAIL:  conclaims@eyewsarspecialoffers.com
TO MAIL: Blue View Vision

Altn: QON Claims

P.C. Box 8504

Mason, OH 45040-7111

Transitions and the swirl are registered trademarks of Transitions Cgptical, Inc. Anthem Blue Cross and Blue Shield is the trade name of. In Indiana: Anthem Insurance Companies, Inc.
In Kentucky: Anthem Heafih Plans of Kentucky, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Aliance® Life
Insurance Company {(HALIC), and HMO Missouri, Inc. RIT and certain affifiates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri,
Inc. RIT and certain affiliates only provide administrative services for sel-funded plans and do nat underwrite benefits. In Ohio: Community Insurance Company. In Wiscongin: Blue
Cross Biue Shield of Wisconsin (BCBSWI), underwrites or administers PPO and indemnity poficies and underwrites the out of network benefits in POS policies offered by Compeare
Health Services Insurance Corporation {Compcare) or Wiscansin Collaborative Insurance Company (WCIC). Compcare underwiites or administers HMO ar POS policies; WCIC
underwrites or administers Well Priority HMO or POS poficies. Independent licensees of the Blue Cross and Biue Shield Association. ANTHEM is a registered trademark of Anthem
Insurance Companiss, Inc. The Blus Cross and Blue Shigid names and symbols are the registersd marks of the Blue Cross and Blue Shield Association.



