COMMO000001

Inde endent Benefit Administrator Initials I:I:l
Health Enrollment Application/Change Form Today's Date

LI Tl

P.O. Box 710, Buffalo, NY 14231-0710 independenthealth.com

1. Employer Information/Plan Selection — Employer Information to be completed by Group Benefits Administrator

QOGroup  Qlndividual/Conversion ~ (OQHRA  (QFSA (O Parking/Transit
Group # Subgroup # Plan Number Effective Date

HENEEEINEEEEEEE HNIERNEEEN

Employer Name

Chamber or Association Name (if applicable)

2. Reason for Request/Qualifying Event

Add: [JAdoption O Involuntary Loss of Coverage J Newborn J Open Enrollment
[ Change in Employment Status 1 Legal Guardianship L1 New Hire [] Relocation
1 COBRA (indicate reason below) [J Marriage/Domestic Partner [T New Student

Date of Qualifying Event (i.e., date of hire, date of marriage, date of placement): | | | / | | | / | | | | |

Change: []Address/Phone Number [ Employee Status (complete status below) [JLast Name

Cancel Coverage: [] Subscriber [ Dependent (indicate name below — use space in Dependent Section for additional dependent names)
Dependent Last Name Dependent First Name

Which coverage are you canceling? (check all that apply) [ Medical [JFSA [OHRA [ Parking/Transit
Reason for Cancelation:

[ Deceased [J Layoff 1 No Longer Eligible ] Personal Reasons
L1 Dependent Age J Employee Cancel J Nonpayment I Retired
[ Dissatisfaction [ Moved Out of Area 0 Now Under Spouse’s Plan [J Terminated Employment

[ Transferring to Another Group

3. Employee Status Information

Empl tatu hange in Statu Status Effective Date Indicate reason for COBRA: [J Left Employer [1 Retirement
p.oyee Status/Cha ge Sta s | | | / | | | / | | | | [ Death of Spouse [ Divorce/Legal Separation [ Reduction
DlActive [JCOBRA [JRetired [J Inactive [ Dependent Reached Max Age [J Loss of Student Status in Hours

4. Employee Information - Provide information as it appears on your Social Security Card

Employee Last Name Employee First Name
HEEEESESEEEEEEEENENIEEEEEEEEEEEEEE H]
Address Apt./Suite Primary Language (if other than Engllsh
AEEEESESEEEEEEEENENIEEEENIEEEEEEEEEEEEEE
City State  Zip Code

HEEEEEEN OMale O Female
E-mail Address

Social Security # (required) Date of Birth Primary Telephone (include area code)

LI P T e A DA PR I T T T[T T ovome ovienc cen

5. Employee Prior Health Insurance — List 12 months of cumulative coverage immediately before this application for coverage, including pertinent dates of prior coverage

Insurance Carrier Name From (Date) To (Date)

HENEEEENNENEEREE IIIIIH 11 IIIIII/IIII HEN

Insurance Carrier Name From (Date) To (Date)

AN EEEEEEEEEEEN NI NI NN

Was prior coverage: () single or () family coverage?

To remove application, pinch the top of 0A-6431-6350-NEW1210
all three pages at perforation. PR0111-80M
FORM# APP-1000 (5/1/2011)



6. Employee Other Health Insurance: Indicate if you will have other health insurance while enrolled with Independent Health
Insurance Carrier Name Policy Number Policy Effective Date

AN EEEENEEEEENEEENEEEEEENNNNEEINEEE

Policy Holder Last Name First Name

JSEEEEEEEEEEEEEEEEEENEEEEEEEEEEEEEEEEE

Medicare — Please indicate reason for Medicare eligibility if applicable OYes
OAge 65+ O Disability O End Stage Renal Disease Are you currently covered by Medicare Part A or Part B? O No
Medicare # (HICN) Part A Effective Date Part B Effective Date

HNNEENNEEEN LA PP Jer A PPy

7. Provider Selection — Provide physician information from Independent Health’s directory

Primary Care Physician # Last Name First Name
IEEEEEEENIEEEEEEEEEEEEENEENIEEEEEEEEEEEE
City State
IEEEEEEEEEEEEEREEEEIEN

OB/GYN # Last Name First Name
IEEEEEEENIEEEEEEEEEEEEENEENIEEEEEEEEEEEE
City State

HNEEEEEEEEENEEEEEENIEE

8. Dependent #1 Information — Provide all information as it appears on dependent’s Social Security Card

Dependent Last Name Dependent First Name

|IIIIIIIIIIIIIIIIII||IIII|IIIIIIIIIII|D

Social Security # (required) Date of Birth

I A I A I o S o L

Relationship to Employee

OSpouse OChiId OOther (i.e.,adoption,grandchild,Iegalguardian,etc.)| | | I | | | | | I | | | | | I | | | |

Legal documentation may be required

If dependent is disabled and over the age of 26, please call (716) 631-8701 or 1-800-501-3439 to request a Dependent Disability Waiver.

Dependent Other Health Insurance/Medicare — Indicate if dependent will have other health insurance while enrolled
Insurance Name Policy Number Policy Effective Date

ANEEEEEEEEEEEEEENEEEEEEEEEEN NN EENEEEE

Policy Holder Last Name First Name

JEEEEEEEEEEEEEEEEEEENEEEEEEEEEEEEEEEEE

Medicare — Please indicate reason for Medicare eligibility if applicable
QOAge 65+ (ODisability ()End Stage Renal Disease Are they covered by Medicare Part Aor Part B? (QYes (ONo
Medicare # (HICN) Part A Effective Date Part B Effective Date

HNNEEENNEEN LA P P Jer A PPy

Dependent Physician Selection — Provide physician information from Independent Health’s directory

Primary Care Physician # Last Name First Name
SESSEEEENIESSEESEEESENEEEEEIEEEEEEEEEEEE
City State
AINEEEEEEEENEEENEENIEE
OB/GYN # Last Name First Name
SESSEEEENIEEEEEEEEEEEEEEEEEIEEEEEEEEEEEE
City State
HNNEEEENEEENEEEEEENIEE

FORM# APP-1000 (5/1/2011)

2 Last 4 digits of Employee Social Security # - Required on each page




COMMO000001

9. Dependent #2 Information — Provide all information as it appears on dependent’s Social Security Card

Dependent Last Name Dependent First Name
||||||II||||||II|||||||||||II|||||II||D
Social Security # (required) Date of Birth

I I 7 O A e L O

E)eéarggrj;éz OChild Oothel’ (i.e., adoption, grandchild, legal guardian, etcl | | | | | | | | | | | | | | I | | | |

Legal documentation may be required

If dependent is disabled and over the age of 26, please call (716) 631-8701 or 1-800-501-3439 for a Dependent Disability Waiver.

Dependent Other Health Insurance/Medicare — Indicate if dependent will have other health insurance while enrolled

Insurance Name Policy Number Policy Effective Date

ANEEEEEEEEEEEEEENEEEEEEEEEENENNENIE NN

Policy Holder Last Name First Name

ASESEEEEEENEEEENEEEENEEEEEEEEEEEEEEEEE

Medicare — Please indicate reason for Medicare eligibility if applicable
OAge 65+ (Disability () End Stage Renal Disease Are they covered by Medicare Part Aor PartB? (OYes (ONo
Medicare # (HICN) Part A Effective Date Part B Effective Date

HNNEERENEEN LA TP P P g

Dependent Physician Selection — Provide physician information from Independent Health’s directory

Primary Care Physician # Last Name First Name
IEEEEEEENIEEEEEEEEEEEEEEEEREEEEEEEEEEEE
City State
IEEEEEEEEEEEEEENEEEIEN

OB/GYN # Last Name First Name
JNEEEEEEN EEEESEEEENEEEENENINEEEEEEEEEEE
City State

JINEEEEEEEEEEENEEENEE

10. Dependent #3 Information — Provide all information as it appears on dependent’s Social Security Card

Dependent Last Name Dependent First Name

|IIIIIIIIIIIIIIIIII|||IIIIIIIIIIIIIII|D

Social Security # (required) Date of Birth

I 7 A e L e

Relationship

to Employee QOchild O Other (ie. adoption, grandhic, Iegalguard|anetc| | | | | | | | | | | | | | | I | | | |
Legal documentation may be required

If dependent is disabled and over the age of 26, please call (716) 631-8701 or 1-800-501-3439 for a Dependent Disability Waiver.

Dependent Other Health Insurance/Medicare — Indicate if dependent will have other health insurance while enrolled

Insurance Name Policy Number Policy Effective Date

ANEEEEEEEEEEEEEENEEEEEEEEEENENNENIEN NN

Policy Holder Last Name First Name

ASEEEEEEEENEEEENEEEENEEEEEEEEEEEEEEEEE

Medicare — Please indicate reason for Medicare eligibility if applicable
OAge 65+ (Disability () End Stage Renal Disease Are they covered by Medicare Part Aor Part B? (OYes (ONo
Medicare # (HICN) Part A Effective Date Part B Effective Date

HNNEERENEEN LA TP T P T

FORM# APP-1000 (5/1/2011)

Last 4 digits of Employee Social Security # - Required on each page




10. Dependent #3 Information (continued)

Dependent Physician Selection — Provide physician information from Independent Health’s directory
Primary Care Physician # Last Name First Name

NSNS EENEEEEEEEEEEEEEEEENEEEEEEEEEEEE

City State
INEEEEEENEREEERRERNIEN

OB/GYN # Last Name First Name
HEEEEEEENIEEEEEEEEEEEEEEEENIEEEEEEEEEEEN
City State

JINEEEEEEEEEEEEEEENEE

11. Dependent #4 Information — Provide all information as it appears on dependent’s Social Security Card

Dependent Last Name Dependent First Name
|IIIIIIIIIIIIIIIIII||IIIIIIIIIIIIII|I|D
Social Security # (required) Date of Birth

LT TP TP T[] Owae Ofemate

Relationship

to Employee OChild OOther (i.e., adoption, grandchild, Iegalguard|anetc| | | | | | | | | | I | | | | | | | | |

Legal documentation may be required

If dependent is disabled and over the age of 26, please call (716) 631-8701 or 1-800-501-3439 for a Dependent Disability Waiver.

Dependent Other Health Insurance/Medicare — Indicate if dependent will have other health insurance while enrolled
Insurance Name Policy Number Policy Effective Date

AN EEEEEEEEEEEE N EEEEEEEEENINNEENEENE

Policy Holder Last Name First Name

HEEEEEEEEEEEEEEEEEEENEEEEEEEEEEEEEEEEE

Medicare — Please indicate reason for Medicare eligibility if applicable
OAge65+ (ODisability (O End Stage Renal Disease Are they covered by Medicare Part Aor Part B? (OYes (ONo
Medicare # (HICN) Part A Effective Date Part B Effective Date

|IIIIIIIIII| LA A TP e P

Dependent Physician Selection — Provide physician information from Independent Health’s directory

Primary Care Physician # Last Name First Name
IEEEEEEENEEEEEEEEEEEEEENENEEEEEEEEEEEE
City State
IEEEEEEEENENENEERENIEE

OB/GYN # Last Name First Name
IEEEESEENEEEEEEEEEEEEEEEENEEEEEEEEEEEE
City State

HEEEEENEEEEEEEEEEEEIEE

FORM# APP-1000 (5/1/2011)

4 Last 4 digits of Employee Social Security # - Required on each page




COMMO000001

12. Dependent #5 Information — Provide all information as it appears on dependent’s Social Security Card

Dependent Last Name Dependent First Name M.1.
IEEESEEEEEEEEEEEEEN EEEEEEEEEEEEEEEEE
Social Security # (required) Date of Birth

LI PP PR A T T[] Ovee Ofemae

zeéar::gr:;éz OChiId QOther (i.e., adoption, grandchild, Iegalguardian,etc.)l | | | | | | | | | | | | | | | | | | |

Legal documentation may be required

If dependent is disabled and over the age of 26, please call (716) 631-8701 or 1-800-501-3439 for a Dependent Disability Waiver.

Dependent Other Health Insurance/Medicare — Indicate if dependent will have other health insurance while enrolled
Insurance Name Policy Number Policy Effective Date

AN EEEEEEEEEENEEEEEEEEE NN IENOE N NN

Policy Holder Last Name First Name

Medicare — Please indicate reason for Medicare eligibility if applicable
OAge 65+ (ODisability () End Stage Renal Disease Are they covered by Medicare PartAor PartB? (OYes (ONo

Medicare # (HICN) Part A Effective Date Part B Effective Date
HNEEEEEEEEN LA AT e e Pl
Dependent Physician Selection — Provide physician information from Independent Health’s directory

Primary Care Physician # Last Name First Name
IEEEEEEEN EEEEEEEEEEEEEENENIEEEEEEEEEEEE
City State
INEEEEEEEREEEEEEEENEN

OB/GYN # Last Name First Name
IEEEEEEEN EEEEEEEEEEEEEENENIEEEEEEEEEEEn
City State

13. Certification and Consent — Signature required

| certify that the information given on this application is current, true and correct to the best of my knowledge and | have read and agree to this statement. | un-
derstand that this application and my spouse or eligible dependent’s subsequent receipt of health care services are subject to the terms of the applicable cov-
erage document. | understand that if | enroll in a health coverage product through my employer, my employer is responsible for remitting premium payments on
my behalf, or in the case of self- insured employers, my employer is responsible for paying my health care claims.

| consent to any person or institution that shall have rendered health services to me or to any member of my family under the applicable coverage document to
make available any photographs, records or information regarding such services to Independent Health.! Any information received or generated by Independ-
ent Health shall be kept confidential and secure as required by applicable laws, rules, regulations or contract. | also consent to Independent Health disclosing
my health information or the health information of any member of my family for Independent Health’s or a provider, health plan, health care clearinghouse or
other covered entity's treatment, payment or health care operations as permitted by applicable laws, rules and regulations. This consent shall remain in effect
until revoked by me in writing.

| acknowledge that if I, or any other adult family member covered under the policy, has not had coverage for longer than sixty-three days, a pre-existing condi-
tion waiting period may apply. Pre-existing condition waiting periods apply to individuals with health conditions diagnosed or recommended for treatment within
six months prior to the enrollment date of new coverage and shall not exceed twelve months following such enroliment date.

I understand that any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement
of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a
fraudulent insurance act, which is a crime, and shall be subject to a civil penalty not to exceed $5,000 and the stated value of the claim for each such violation.

Authorization: | have read and agree to the terms above.

X Employee Signature Date: / /

1“Independent Health” means Independent Health Association, Inc. or Independent Health Benefits Corporation for members who enroll in a health coverage product through their employers or on their own. For
an individual whose employer self-insures his or her health coverage, the term "Independent Health" means Independent Health Corporation, a third party administration company.
©2011 Independent Health Association, Inc. REV 0710

FORM# APP-1000 (5/1/2011)

5 Last 4 digits of Employee Social Security # - Required on each page




Social Security # (required)

Independent

Reimbursement Account Election Form ;
QHeath EENERNEEEEN
P.O. Box 710, Buffalo, NY 14231-0710 independenthealth.com O FSA O HRA O Parking/Transit
Employer Name
JSEEEESEESESESSESEEEEEEEEEEEEEEEEEEEEEE
Employee Last Name Employee First Name M.1.

SESEEEEEEEEEEEEEEENEEEEEEEEEEEEEEEEE

Account Selection

» Employees complete this section - Contact Group Benefits Administrator for available accounts

Flexible Spending Per Pay Deduction Amount Annual Election Amount
Account Selection see plan design for account maximum
Premium Deduction $ $
Unreimbursed Medical $ $
Dependent Care* $ $
Individual Premium $ $
Adoption Assistance $ $
Limited Purpose FSA $ $
Parking/Transit Per Pay Deduction Amount Monthly Election Amount
Account Selection see plan design for account maximum
Parking $ $
Transit $ $

» Employers complete this section: (Plans with Employer Funding)

HRA/Employer Contributions Contribution Amount Contribution Frequency
(monthly, quarterly, annually)

Unreimbursed Medical Contribution $ $
Health Reimbursement Arrangement (1)[ $ $
Health Reimbursement Arrangement (2)[ $ $
Other: $ $

« Dependent Care guidelines as determined by Section 129 of the IRS should be reviewed carefully prior to enroliment.

| certify that | elect to participate in the reimbursement account(s) specified above for the amount(s) stated. | understand this will lower my gross pay, and consequently, my tax base and my Social Security base
and the election amounts will be payroll deducted in equal installments over the course of my plan year. | understand the IRS rules that apply to each account that | have elected to participate in and | cannot
make any changes to my account(s) during the plan absent a “change in status” or “special enrollment” event allowed by law. In addition, if | am issued a debit card with this benefit, | confirm that | will only use it
for eligible medical and/or dependent care expenses as defined by the IRS according to my plan and for expenses that have not and will not be reimbursed via other coverage. | understand that expenses reim-
bursed through any of my elected reimbursement accounts cannot be filed on my federal tax return.

By signature and date of this form, | acknowledge that my use of this plan may require submission of adequate election, claim and debit card swipe documentation. Failure to meet the requirements of the plan
may result in termination of the benefit and/or repayment of reimbursed amounts.

X Employee Signature Date: / !

FORM# APP-1000 (5/1/2011)

6 Last 4 digits of Employee Social Security # - Required on each page



