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UnitedHealthcare Level Funded - Plan Sponsor Application

Have you:

« Signed all forms necessary for » Enclosed a check for the Please send comrespondence to:
health plan application? inttial payment? P.O. Box 31394

» Answered all applicable questions? * Enclosed a voided check if you Salt Lake City, UT 84131

Plan Sponsor Data

Plan Sponsor Tax ID No.

Full Legal Busineas Name
Street Address City State ZIP Code

Malling Addrees (If different) Clty State ZIP Code

Phone No. Fax No. County

Nature of Business SiC Date Business Started

Administrative Contact Person Executive Contact Person

Contact Person emall

Third-Party Administrator Lsgal Name of the Plan
United HealthCare Sesvices Inc.

OYes [No Is your company (you) subject to COBRA? (Your company Is subject to COBRA if you or your controlled group, as defined in 26 U.S.C.
1563, employed at least 20 full- or part-time employees on at least 50% of the typical business days during the previous calendar year. You
must include employees residing outside of the United Statee. Church plans and federal, state and local government plans are excluded
from COBRA.) Give the names of persons currently under COBRA, state continuation pian or within their election period:

Termination Date of Employment Terminatlon Date of Employment
Employee/Dependent Name or Qualifying Event Employee/Dependent Name or Qualifying Event

TYes I No Has your company ever had a group insurance application denied by an Insurer? If yes, give name of insurer, date and reason:

FYes [CNo Is cument group medical coverage being replaced?

List the name, address and phone number of your company’s present medical camier or Third-Party Administrator (TPA)
Carrier Name

Carrler Address Clty State ZIP Code

Carrier Phone No. Effective Date Termination Date

™ Yes ™ No Has your medical plan been previously underwritten or administered by UnitedHealthcare Insurance Company or any of ts affiliates In the last 3 years?
Indicate the Plan Sponsor contribution amounts indicate the Plan Sponsor Default Plan:

(minimum contribution 50% of plan participant only premium): Which default plan did you choose for your business? (include the letter and
What percentage of the costs will you pay for plan participants? % |number of the plan code)

For dependents (spouse and children)? % Additional Pians Elected: (If applicable)

What class of plan participants do you want to exclude from this plan? (Check all that apply) Medical Benefit Plan Option (where avallable)

ONone [lUnion ONon-Union CHourly [OSalary [ Non-management [1Management ™ Calendar Year I Pian Year

Domestic Partner Coverage I 1Yes [ No

continued United
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How many plan participants does your company curmently heve on the payroli?

Pian participants working a minimum of 30 hours per week (not part thme, temporary or substitute) are Eligible Plan Participants:
Number of Eligible Plan Participants

Number of Eligible Plan Participants Walving Coverage

Number of Enrolling Plan Participants
Prior calendar year average total number of plan participants

Under Health Care Reform law, the number of plan participants means the average number of plan participants employed by the company during
the preceding calendar year. An plan participant Is typically any person for which the company issues a W-2, regardiess of fulktime, part-time or
seasonal status or whether or not they have medical coverage.

To calculate the annual average, add all the monthly plan particlpant totals together, then divide by the number of months you were In business last
year (usually 12 months). When calculating the average, consider all months of the previous calendar year regardiess of whether you had coverage
with us, had coverage with a previous carrier or were In business but did not offer coverage. Use the number of plan participants at the end of the
month as the “monthly value” to calculate the year average. If you are a newly formed business, calculate your prior-year average using only those
months that you were in business. Use whole numbers only (no decimals, fractions or ranges).

Walting Period Waived for Initial Enrollees [J Yes [TNo

Plan Participant Effective Date
I Immediate after date of hire I” Immediate after 90 days T First of month after 30 days
7 Immediate after 30 days " First of month after date of hire I First of month after 60 days
T Immediate after 60 days

Plan Participant Termination Date: (] End of month

Leave of Absence (LOA) Policy

Ifthe plan participant is on an plan sponsor approved leave of absence and the plan sponsor continues to pay required payments, the coverage will remain In
force for: (1) No longer than 13 consecutive weeks for non-medical leaves (l.e., temporarily lald-off) and (2) No longer than 26 consecutive weeks for a medical
leave. Coverage may be extended for a longer period of time, if required by federal rules such as COBRA.

Ifthe plan participant’s medical coverage terminates under this LOA policy, the plan participant may exerclse the rights under any applicable continuation of
coverage under federal law (COBRA) as deecribed in the Summary Plan Description.

Do you continue medical coverage during a leave of absencs (not including state continuation or COBRA coverage)?

I” Yes, we continue medical coverage during an approved leave of absence for plan participants.

I No, we do not offer medical coverage during a leave of absence.

OYes ONo Does your curent health insurer extend coverage for disabilities after termination date?
(If yes, provide copy of policy and/or plan participant certificate.)

Consumer Driven Health Plan Options

Health Savings Account (if selected): Which bank will be used: [] OptumBank [0 other

Eligibility for Medical Coverage

T Medicare Primary Under federal law, if your group had 20 or more emplayees during 20 or more calendar weeks in the preceding calendar
I Pian Pri year, the Health Plan Is primary and Medlcare is secondary. This statement does not set forth all rules governing group level
an Frimary Medicare status. The Group should contact lis legal and/or tax advisor(s) for information regarding other rules that may impact
the Group’s Medicare status. Under federal law, it Is the Group’s responsibility to accurately determine Its Medicare status.

OYese [CINo Do you currently utilize the services of a Professional Employer Organization (PEQ) or Employee Leasing Company (ELC), Staff Leasing
Company, HR Outsourcing Organization (HRO) or Administrative Services Organization (ASO)?

CYes ONo Is your group a Professtonal Employer Organization (PEO) or Employee Leasing Company (ELC), or other such entity that s a
co-employer with your client(s) or client-site employee(s)?

If you answered Yes, then by signing this application you agree with the certification in this section. | hereby certify that my company
Is a PEQ, ELC or other such entity and that only those employees who are the corporate employees of my company, and not my
co-employees, are permitted to enroll In this group policy. if my group at any polnt after | sign this application determines that the
group will provide coverage to the co-employees under the group's plan, | understand that UnitedHealthcare will not cover the

co-employees under this group policy.
[Yes ONo Does your group sponsor a plan that covers employses of more than one plan sponsor?
if you answered Yes, then Indicate which of the following most clossly deecribes your plan:

I Professional Employer Organization (PEQ) I'” Governmental
I Multiple Employer Welfare Arrangement (MEWA) I Church
I'" Taft Hartley Union I” Employer Association

between your company and another, this may indlcate common ownership of businesses.

Effective Date

Enroliment forms may be submitted with a requested effectiva date. The effective date will be determined by the Third-Party Administrator in accordance with
the provisions of the Summary Plan Description. Do not cancel your current coverage. Coverage Is not In effect untll you recelve written conflrmation from the
Third-Party Administrator.

Requested Effective Date:

O Yes ONo Do you have common ownership with any other businesses? If you own multiple companies, or a parent-subsidiary relationship exists




The group's first month payment plus all applicable fees must be submitted by check with this form or by EFT (Electronic Funds Transfer). All future payments
must be pald with a plan sponsor’s check or automatically withdrawn through the plan sponsors bank account. Checks must be made out to United HealthCare
Services, Inc.

A $25 fee will apply for each future payment made by Direct Blll (does not apply to the first month’s payment submitted with the application). The billing fee
covers the cost of monthly processing of each account. Nonpayment of this fee will result in termination of the Administrative Services Agreement and Excess
Loss Insurance coverage. Payments made by Electronic Funds Transfer do not have a billing fee.

Total Payment Deposit $ A service fee will be applied to non-sufficient funds.

Plan Sponsor Agreement

The agent has explained the detalls of the coverage and |, the undersigned, acknowledge reading the entire application. The answers | have provided are
true and complete. | understand that the terms and conditions herein bind the Applicant and United HealthCare Services, Inc. only when the Application
receives written approval from United HealthCare Services, Inc.

All enrcliees requesting or changing coverage must submit compilete medical history. Approval of such changes s subject to United HealthCare Services,
Inc. underwriting guidelines. All late enroliees will be declined or excluded for a period of time. Late enroliees are those whose enroliment form is recelved
more than 31 days following thelr initial eligibliity date.

Important information

UnitedHealthcare reserves the right to review the applicant’s payroll/wage and tax records at any time to confirm eligibiiity. UnitedHealthcare may request
the applicant’s most recent wage and tax payroll records. The applicant agrees to fumish UnitedHealthcare with all information and documentation which
may be reasonably required with regard to eligibility for coverage.

| understand that the Information provided on this appiication and on the Plan Particlpant Enroliment Application Form is used to make decislons regarding
eligibliity and pricing. | also understand that misrepresentation, concealment or omission of fact, or a mistake of fact (whether or not a mutual mistake) by
the Plan Sponsor, agent of the Plan Sponsor, Plan Participant covered under the Plan, could materially affect the underwriting, premium, rating or terms
and conditions of the Plan Sponsor's Excess Loss Coverage. In addition, such misrepresentation, concealment, omission of fact or a mistake of fact
(whether or not a mutual mistake) could result in increased premium rates, attachment points and/or otherwise change the terms and conditions of the
Plan Sponsor's Excess Loss Insurance Policy retroactive to the effective date or as of any premium due date thereafter or termination of that Policy as of
the next premium due dae. | also understand that the Excess Loss Insurance Policy may be declared null and void In its Inception if the Plan Sponsor, any
agent of the Pian Sponsor, or Plan Participant covered under the Plan has wilifully or intentionally misrepresented, concealed, omitted any material fact
affecting terms, conditions, or underwriting of the Excess Loss Insurance Policy.

| further certify that Plan Sponsor Is a plan sponsor eligibie to sponsor a group heafth plan under federal law known as ERISA_ | also certify that the
Individuals covered under the Plan Sponsor’s group health plan are common law plan participants. Unlted HealthCare Services, Inc. or Its affiliates reserves
the right to tenminate the parties’ agreement in the event that Information shows that the Plan Sponsor Is nat eligible to sponsor a group health plan.

Coverage Is not In effect until the undersigned recelves written approval from United HeelthCare Services, Inc. Final approval or disapproval is not
taken on the Application until all required information In the Application and all required Information for enroliing plan participants and their dependents is
submitted and reviewed. No person other than an officer of Unlted HealthCare Services, inc. has the authority to bind or alter coverage, and the undersigned
agrees that any such attempt by the agent Is void and Is not effective. The deposit amount will be retumed to the Plan Sponsor If coverage Is declined.

United HealthCare Services, Inc. reserves the right to contact any plan participant at the place of business to complete the enroliment process. Any person
who, knowingly and with intent to defraud any Insurance company, submits an application or flles a clalm containing any materially faise information may be
guitty of Insurance fraud, which is a crime, and may be subject to fines and confinement in prison.

Important Notice for Government Contractors: The UnitedHealthcare Level Funded product Is not avallable to any govemment contractor which is
prohibited by contract, regulation or atherwise from receiving a refund or credit of any surplus or money (Including the refund or credit of surplus under
the Level Funded product) that was allocated under thelr government contract to pay for plan participant benefits. if you have any questions about whether
you are subject to such a prohibition, please consult with your legal counsel, as United HealthCare Services, Inc. is not able to provide you with legal
advice on such matters. By completing and signing this application, you are representing to United HealthCare Services, Inc. that you are not prohibited by
govemnment contract, regulation or otherwise from recelving a refund or credit of any surplus or money under the Level Funded product.

Unless all pages are attached and completed, this will not be considered as a complete Application.

Dated at (City and State) Dated on (Month, Day and Year)

Legal Buslness Name

Signature X (Must be signed by a person authorized to purchase coverage for the Plan Sponsor.)
Print Name and Title

General Agent Information

General Agent Telephone No. NPN#
Street Address Chy State ZiP Code.

Producer Information

| hereby certify that all Information contalned in this form has been explained to the Plan Sponsor and that the answers are comact to the best of
my knowiedge. | am not aware of anything unfavorable about the Plan Sponsor or any person proposed for coverage except as noted herein. |
have complled with the underwriting rules and regulations of the Third-Party Administrator and have explained to the Plan Sponsor the coverages,
limitations and excluslons, and ather details of the coverage applied for.

I have natified the Plan Sponsor not to terminate present coverage untll notifled in writing by United HealthCare Services, Inc. of acceptance of
this Application.

Blod Joseph Krivelow

ucer Name
Address D055 Hwy. N, Ste. 118, Cottleville MO 63304
Telephone No. (402) 330-8700 Eax No. (402) 330-8706
Soclal Security/Identification No. 5420509
Producer Sianature X_ Date




Please submit the following forms for application of coverage:

[J Plan Sponsor Application form [ First month’s payment [ Excess Loss Insurance Application

O Pian Participant Enrollment forms I A copy of the quoted rates [0 Most recent copy of Wage and Tax Report
O Payment Authorization form

OFFICE USE ONLY

Group Effective Date Approved By Date

Comments

UnitedHealthcare Level Funded U tesmoae sovices, inc.

P.O. Bax 959782
Payment Authorization Form e Rl N—

Attn: Lockbax 959782, 1005 Convention Plaza, St. Louls, MO 63101)

A. APPLICANT INFORMATION
Plan Sponsor Name

B. INITIAL METHOD OF PAYMENT
[J Electronic Funds Transfer (EFT) (Complete EF T Authorization below.)
[0 check Enclosed

C. ONGOING METHOD OF PAYMENT
[ Electronic Funds Transfer (EFT) (Complete EFT Authorization below.)
T Direct Bill - Monthly (Fees may apply)

D. STATEMENT OF UNDERSTANDING
As a participant of Scheduled Direct Depostt, | agree to and/or understand all of the following on behalf of my business:
It may take up to 1 month to establish this process.

1 authorize United HealthCare Services, Inc. to debit my busineas checking or savings account for the monthly payment for Administrative Services,
Excess Loss Insurance, and claim funding. | wiil ensure sufficlent funds are in my busineas checking or savings account to cover my monthly
payment. Iif the necessary funds are not on deposit In the account at the beginning of the month, my Adminlistrative Services Agreement with
United HealthCare Services, Inc. and Excess Loss Insurance policy with All Savers Insurance Company may be subject to termination under the
terms stated In the contracts. Also, | understand my business may be subject to additional service fees Incurred by Unlted HealthCare Services,
Inc. subsequent to the termination date as a result of insufficlent funds.

I will promptty notify United HealthCare Services, inc. of any change to my business checking or savings account. if a change accurs, It Is my
responsibiiity to provide United HealthCare Services, Inc. with the current information.

E. ELECTRONIC FUNDS TRANSFER AUTHORIZATION Type of Account:[J Checking [ Savings

Account Holder's Name Financial Institution
(As it appears on financial institution records.)
Routing/Transit Number (9 digits required) Account Number

| (we) hereby authorize United HealthCare Services, Inc. to Initiate debit entries to the account and the financlal institution named above.
in submitting this payment authorization with the application, | understand that the initial payment may be adjusted based on the
applicant's medical history (or that of any dependent to be covered) and agree that the additional amount(s) required may be charged

to this account. United HealthCare Services, Inc. will not be held responsible for a contract lapse or termination due to nonpayment if

the withdrawal Is presented and not honored for any reason and the amount due Is not paid. United HealthCare Services, inc. is not
responslble for charges | may Incur from my bank due to late notification of the termination or change. This authorization Is to remaln

in full force and effect untll United HealthCare Services, Inc. has recelved written notice of my Intention to terminate this authorization. |
understand that | must give at least 30 days’ advance notice to terminate or change this authorization. If the automatic bank draft or direct
payment by check transaction Is returmed for any reason, a $25 nonrefundable service fee will be applied.

Authorized or Account Holder Signature X Date

Plan Sponsor’s Emall Address

°
Adminiatrative services provided by United HealthCare Services, Inc. or thelr affiflates, end UnitedHeefthcare Service LLC m NY. Stop-loss inaurance is l l I | Ited
underwritten by All Savers Insurance Company (except CA, MA, MN, NJ and NY), UnfledHealthcare Insurance Company in MA and MN, UnRedHealthcear
Lifs Insurance Company in N, UnltedHeaithcare insurance Comparny of New York in NY, and ARl Savers Life Insurance Company of California in CA. I I alth
B2B EI20305564.3 7/22 © 2022 Unitad HaealthCare Services. Inc. Al Richts Reservad, 22-1812264 e cam



' | ‘ l Health Plan | UnitedHealthcare Level Funded

Level Funded Application for
Excess Loss Insurance

A Stock Company: P.O. Box 31394, Salt Lake City, UT 84131-0373 « 1-877-797-8812

The undersigned Applicant requests the Excess Loss Insurance Benefits shown hersin and provided by All Savers Insurance
Company, and agrees to be bound by the terms and provisions of the Excess Loss insurance Policy.

Full Legal Name of Applicant:

Address (street, clty, state and ZIP):

Key Contact: Telephone: Tax ID:

Applicant isa L] Corporation [ Labor Union [] Partnership [ Association [1 Proprietorship

{1 Other:
Nature of Business of the Group to be Insured: Requested Effective Date:
Total Number of Eligible Persons: Total Number of Plan Participants: Are Retirees Covered?
[ No
Affiliates or Subsidiaries: Addresses of Affiliates or Subsidiaries:

Full Name of Administrator: United HealthCare Services, Inc.
Address: P.O. Box 31394, Salt Lake City, UT 84131-0373

Key Contact: Susan Steele

Telephone: 1-877-797-8812

Agent or Broker: .
Joseph Krivelow

Tax ID/NPN No.: 5420509

Address: 5055 Hwy. N, Ste. 118, Cottleville MO 63304

United



SPECIFIC EXCESS LUSS INSURANCE: 8 Yes

Incurred Benefit Period: From through

Paid Benefit Perlod: From through

Specific Deductible per Covered Person: [1$15,000 [1$25,000 [ $35,000 []$45,000 [ other (51+ only)
Specific Percentage Reimbursable: 100%

Maximum Specific Benefit per Covered Person: Unlimited

Covered Expenses Under Specific Excess Loss: Medical, Stand-Alone Prescription Drug Program

AGGREGATE EXCESS LOSS INSURANCE: (1] Yes

incurred Benefit Period: From through

Paid Benefit Period: From through

Covered Expenses under Aggregate Excess Loss Coverage: Medical, Stand-Alone Prescription Drug Program
Aggregate Percentage Reimbursable: 100%

Maximum Aggregate Benefit: Unlimited

Minimum Annual Aggregate Deductible: N/A

Runout Deductible: 125%, multiplied by the incurred but unreported Covered Expenses, determined as of the
first day of the 4th month Immediately following the last day of the Incurred Benefit Period.

Aggregate Accommodation Endorsement included.

it is understood and agreed by the undersigned that:

a. The statements, declarations, and representations made in this Application, any request for proposal, the underwriting Information
provided by or on behalf of the undersigned and the Plan Document are the undersigned’s representations; that any Policy Is
Issued In reliance upon the truth of such statements, declarations, and representations; and that such statements, declarations, and
representations will form a part of the Excess Loss Insurance Policy. Any Inaccuracy in such information or failure to disclose any
such information, including all claims or possible claims, pald or pending, or which the Plan Sponsor shouid otherwise know about, if
discovered later, can result in rejection of this Application, or can change the terms, conditions or premlums, or can void coverage.

b. As a condition precedent to the approval of this Application, the undersigned shall fumish to the Company a copy of the executed Plan
Document within 30 days after the date of this application describing the benefits provided by the Plan, which shall be kept on file In the
office of the Company. if the Company does not receive the Plan Document within 30 days, the Company may refund all premium and
the Application shall have been null and vold when signed. No Excess Loss Insurance will be effective nor reimbursement made unless
a Plan Document is received and accepted by the Company.

c. The Company will evaluate the undersigned’s risk, as requested by this application, the underwriting data received and represented by
the Plan and may require adjustments of rates, factors, and/or speclal limitations.

d. Any coverage resulting from this Application shall be subject to the terms and provisions of the Policy herein applled for. Coverage shall
become effective on the date specified In this Application If all requirements of the Company, Including the Plan Document and the
underwriting requirements have been met and the required premiums pald.

e. The receipt by the Company of the first month’s premium and deposlt of any check drawn In connection with this Application shall not
constitute an acceptance of liabllity. In the event the Company does not approve this application, its sole obligation shall be to refund
such sum to the undersigned.

The undersigned has read the entire Application for Excess Loss Insurance and understands that the insurance requested
herein is not in effect until this Application is approved and accepted by the Company.

Full Legal Name of Applicant:
Signature of Authorized Person:

Print Name: Title:

Date:

Signature of Agent or Broker:

Print Name of Agent or Broker: Joseph Krivelow




FRAUVUL TWANRNING NV 1 IVED. (Fiease 1evViow 1HUUUE tHidl appies il youl sidale)

For applicants In Alabama, Arkansas, Louisiana, New Mexico, and Rhode Island:
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance, is guilty of a crime and may be subject to fines and confinement in prison.

For applicants In Colorado:

It is uniawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose
of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, deniat of insurance, and civil
damages. Any Insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading
facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or
claimant with regard to a settlement or award payable from insurance proceeds, shall be reported to the Colorado division of
insurance within the Department of Regulatory Agencies.

For applicanis In District of Columbia:

WARNING: [t Is a crime to provide false or misleading information to an insurer for purpose of defrauding the insurer or any
other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false
information materially related to a claim was provided by the application.

For applicants in Florida:
Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

For applicants In Kentucky, New Mexico, Ohlo, and Pennsyivania:

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 subjects such person to criminal
and civil penalties.

For applicants In Maine and Tennessee:
It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of
defrauding the company. Penalties may include imprisonment, fines, or a denial of insurance benefits.

For applicants In Maryland:

Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly
or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison.

For applicants in New Jersey:
Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal
and civil penalties.

For applicants in Okishoma;
A WARNING: Any person who knowingly, and with intent to injure, defraud or decelve any insurer, makes any claim for the
proceeds of an Insurance policy containing any false, incomplete or misleading information is guilty of a felony.

For applicants in Virginia:
Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or
files a claim containing a false or deceptive statement may have violated state law.

For applicants in all other states:
It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of
defrauding the company. Penalties may include imprisonment, fines, or a denial of insurance benefits.

Ll
Administrative sarvices provded by Uniied HealthCara Services, Inc. or thelr affillates, ard UnitedHaalthcare Servica LLC In NY. Stop-oss Inaurence ls l ll Ilted
undervwritton by All Savers Insuzance Company (except CA, MA, MN, N and NIY), UnRedHealthcare insurance Company in MA and MN, UnitedHealthcara
Life insurance Company in NJ, UnitedHgalthcare insurance Company of New York In NY, and All Savers Life Insurance Company of Californla in CA. I I alt}l
B2B EI20236084.1 1/21 @ 2021 Unlted HeatthCare Bervices. Inc. AR Riahis Reserved. 20-484845-C e care
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Level Funded Billing and Collection Agreement

This Billing and Collection Agreement (“Agreement”) by and among United HealthCare Services, Inc., and its subsidiaries and
affiliates (collectively “UHS"), the designated service provider(s) (individually and collectively, “Service Provider”) indicated on
the attached Exhibit 1 to this Agreement (“Exhibit 1*), and [enter CUSTOMER NAME below] (“Customer™), sets forth the terms
and conditions under which UHS will assist In the billing and collection of Service Fees from Customer, and the processing
and remittance of the Service Fees to Service Provider. This Agreement is effective as of [enter EFFECTIVE DATE below}]
(“Effective Date”).

Customer Name Effective Date

Recitals

WHEREAS, Customer has purchased a stop loss insurance product (“Stop Loss Plan”) and administrative services from a
company controlled by or under common control with UHS including, without limitation, UnitedHealthcare Insurance Company
(each, an “Affiliate™).

WHEREAS, Customer and Service Provider represent that they have entered into one or more valid agreements under which
Service Provider agrees to provide services to assist Customer with its benefit plan (individually and collectively, “Service
Agreement”) In retum for agreed upon compensation to be paid by Customer (“Service Fee").

WHEREAS, Customer and Service Provider acknowledge that UHS or affiliated stop loss carriers are not a party to the
Service Agreement.

WHEREAS, Customer and Service Provider have requested that UHS biill Customer for the monthly Service Fee on the Service
Provider’s behalf, and include the Service Fee on the bill for stop loss premium and administrative services for the Customer's
administrative ease.

WHEREAS, Customer, Service Provider, and UHS acknowledge and agree that the Service Fee is not part of the premium
charged for Stop Loss Plan offered by affiliated stop loss carriers nor is it part of the adminlstrative services provided by UHS.

NOW THEREFORE, UHS agrees to provide the billing services described herein in reliance upon and subject to the
aforementioned recitals and tenms and conditions set forth below.

Terms and Conditions

Section 1: Rights and Responsibliities

A. Responsibilities of UHS:
1. UHS agrees to bill Customer for the Service Fee identified in Exhibit 1 on a monthly basis and incorporate this Service
Fee billing with the stop loss premium and administrative services bill purchased by the Customer during the Term.

2. UHS agrees to forward or transmit any collected Service Fee to the appropriate Service Provider (as outiined In Exhiblt 1)
within sixty (60) days of receipt of the Service Fee from Customer.

3. UHS agrees that it is responsible for any tax reporting related to the payment of the Service Fee to the Service Provider.

United
s Healthcare



C.

Responsibilities of Customer:

1. Customer agrees to pay the Service Fee at the same time as payment is made for the stop loss premium and
administrative services included on the same invoice.

2. Customer agrees to notify UHS immediately of the termination of any one or more Service Agreement(s).

3. Customer shall take all steps necessary to recover from Service Provider any overpayment of the Service Fee which Is
due to Customer's error.

Responsibiliities of Service Provider:

1. Service Provider agrees to notify UHS immediately of any change in the contractual relationship between it and the
Customer that would impact the Service Fee payment.

2. Service Provider agrees to return to UHS any Service Fee overpayments that occur as a result of a processing error by
UHS within thirty (30) days of UHS’s request for such repayment.

3. Service Provider acknowledges and agrees that it Is solely responsible for determining what licenses (state, local or
otherwise) are required for it to perform the services described herein and/or in the Service Agreement, and for obtaining
such licenses and maintaining them in good standing throughout the Term.

Section 2: Payments and Adjustments

A

B.

All parties agree to promptly notify the others upon becoming aware of an incorrect payment amount, and to promptly remit
any amounts overpaid.

if the amount the Customer pays to UHS for both Service Fee and premium related to the Administrative Service(s)
purchased by Customer is less than the amount billed by UHS, the amount forwarded to the Service Provider will vary in
direct proportion to the difference in the amount pald compared to the amount billed. This variation will apply regardless

of the basis used for calculating the Service Fee, Including a percent of premium, a set amount per enrolled employee, per
month, or a set dollar amount per month.

. UHS may recover overpayments from Service Provider by offsetting the overpayment against any other compensation due to

Service Provider by UHS.

. Service Fees will be subject to gamishments and any other legal attachments as required by a legal court order or similar

action. Service Fees also will be subject to any assignment of compensation elections that UHS has on file from the
Service Provider.

. The Service Fee amount may be modified on a prospective basis only. UHS must be Informed of the change In wrlting,

including the date that the change is requested to be implemented (which must be at least thirty (30) days from the date of
such notice to UHS). UHS has the right to designate a date subsequent to the date requested if, in its reasonable judgment,
UHS belleves that such a delay is necessary.

Section 3: Amendments

A.

B.
C.

UHS may amend the terms and conditions of this Agreement, except for terms and conditions related to the amount of the
Service Fee, at any time by notifying Customer and Service Provider of the change in writing at least thirty (30) days prior to
the effective date of the change.

Customer may request a change to the amount of the Service Fee subject to the requirements contained In Section 2(D) above.
All other amendments to the provisions of this Agreement, not addressed by 3(A) or 3(B) above, must be set forth in writing
and signed by an authorized representative of each party to this Agreement.

continued



Section 4: Term and Termination
This Agreement is effective on the Effective Date and shall continue until terminated as set forth in this Section 4 (the “Term”).

A. Customer may terminate this Agreement at any time, for any reason (or no reason), by providing written notice of such
termination; provided, however, that if the termination does not specify a future effective date, Customer acknowledges and
agrees that such termination will be effective the first of the month following the Customer’s then paid coverage period.
Unless otherwise specifically so stated, notice that the Customer has elected to work with a different Service Provider shall
be considered to be effective notice of the termination of this Agreement.

B. UHS and Service Provider may terminate this Agreement at any time, for any reason (or no reason), by providing written
notice of such termination at least sixty (60) or more days before the effective date of the termination.

C. UHS may terminate this Agreement immediately, upon written notice to Customer and Service Provider, if UHS Is made
aware that responsibilittes and duties called for herein are no longer legally permissible.

D. This Agreement will terminate automatically and without any further action being required on the part of any party as of the
effective date of the cancellation or termination of the last of the stop loss or administrative services purchased by Customer
from an Affillate then in existence.

E. In addition, this Agreement will terminate automatically and without any further action being required on the part of any party
as of the effective date of a subsequently executed Billing and Collection Agreement by and between UHS, Customer and
any service provider (whether the same Service Provider named in Exhibit 1 or not).

F. Notwithstanding the foregoing, the provislons of this Agreement which, by their nature, are intended to survive beyond the
termination of this Agreement shall survive such termination, including, but not limited to, Sections 1(B), 1(C), 2(A), 2(C),
2(D), and 5.

Section 5: Additional Customer and Service Provider Acknowledgments and Approvals

A. Customer understands that UHS may compensate Service Provider for the sale, service and retention of Stop Loss Plan
and that the Stop Loss Plan purchased by Customer may, if eligible, be taken into account in the calculation of any bonus or
override program offered by UHS to Service Provider. Eligibility for such bonus and/or override programs is determined by
UHS based on a number of factors including, but not limited to, state-specific regulatory requirements.

B. By executing this Agreement below, Customer represents that either the payment of a bonus and/or override by UHS, as
described in 5(A) above, does not create a conflict of interest or, to the extent of any apparent conflict, it is understood and
hereby waived by Customer.

C. Customer and Service Provider acknowledge and agree that the Service Fee may be deposited by UHS in an account with
other funds collected by UHS in the normal course of business. All available funds may be invested in short-term instruments
shortly after deposit into this account (typically once per day) which can earn interest income at market rates.

With relation to utilization for such short-term investments, Service Fees are generally treated like all other funds collected
by UHS in the normal course of business so long as in UHS's possession. Service Fees are in UHS’s possession for a
period of approximately 30 to 60 days under normal circumstances prior to being forwarded to the Service Provider, as
discussed elsewhere in this Agreement. The payer of any interest received by UHS on Service Fees as the result of such
short-term investment activity will be the sponsor of the relevant investment vehicle. UHS may keep any interest earned
from these Investments to defray the administrative costs associated with, and as consideration for, UHS’s services under
this Agreement.

D. Service Provider acknowledges that UHS has no obligations to Service Provider to collect amounts owed to it by Customer
other than those expressly set forth in this Agreement.

E. This Agreement represents the entire understanding and agreement between the parties with respect to the subject matter
addressed herein and entirely and completely supersedes, volds and replaces all agreements, negotiations, understandings
and representations (whether written or oral) in existence between the parties as of the Effective Date and relating to the
same subject matter.

F. This Agreement may be executed in counterparts, each of which shall be deemed to be an original, but all of which, taken
together, shall constitute one and the same Agreement. A signature by facsimile transmission or other electronic means
which allows the identity of the signer to be reascnably confirmed shall be as good and binding as an original signature.

continued



Signatures:

Through the signature of their respective authorized representatives, the parties hereby agree to the terms and conditions of

this Agreement.

For Customer:

For Service Provider (Producer):

Signature ~ Authorized Representative of Customer

Signature - Service Provider
Joseph Krivelow

Printed Name Printed Name
5420509
Title Producer ID
Date Date
For UHS: For Service Provider (if more than one):

Signature - Authorized Representative of UHS

Signature - Service Provider

Printed Name Printed Name
Title Producer ID
Date Date



BILLING AND COLLECTION AGREEMENT - Exhibit 1

This Section to Be Completed by Customer
Customer Name:

Service Agreement Effective Date:

Designation of Service Provider(s): Note: if more than two Service Providers are designated, please complete two
versions of Exhiblt 1 and provide relevant Information for additional Service Providers on such additional Exhibits.

Designated Service Provider Designated Service Provider

{Person or firm that will receive Service Fee): {Person or firm that will receive Service Fee):
HST STL LLC

Service Provider Representative Service Provider Representative

Responsible for Customer’s Account: Responsible for Customer’s Account:

Joseph Krivelow

Service Provider Address: Service Provider Address:
5055 Hwy. N, Ste. 118, Cottleville MO63304

PLEASE NOTE THAT THE INFORMATION CONTAINED IN THE BOX ABOVE MAY BE CHANGED PERIODICALLY BY UHS
AS DIRECTED. ANY OTHER ALTERATIONS TO THE TOP HALF OF THIS FORM MUST BE INITIALED BY THE CUSTOMER
TO DOCUMENT CONSENT TO THE CHANGE.

Please indicate the TOTAL Service Fee rate to be paid to the Service Provider(s)

Per Employee Per Month (PEPM) $ 40 .00

{F MORE THAN ONE SERVICE PROVIDER IS LISTED ABOVE, PLEASE INDICATE WITH SPECIFICITY HOW THE TOTAL FEE
SHOULD BE DIVIDED BETWEEN THE SERVICE PROVIDERS:

[0 SPECIALTY BENEFITS: Check here if the Designated Service Provider and Service Provider Representative named above
are to be designated as the Agent of Record and Writing Agent, respectively, of all of the Customer’s non-medical lines of
coverage. Checking this box will replace the existing Agent of Record and Writing Agent for those lines of coverage. If more
than one Service Provider is designated above, please Indicate with specificity which, if any, non- medical lines of coverage
should have changes to the currently designated Agent of Record:

Signature (Authorized Representative of Customer):

Name (Printed) Title Phone

United
Healthcare



All Savers®

Alternate Funding

State of New York
Health Care Reform Act—
Public Goods Pool

The New York Health Care Reform Act (NYHCRA) imposes certain surcharges
and assessments on a variety of health care physician/other health care
professional services received in New York State by a covered member. The
surcharges and assessments collected are used to finance bad debt, graduate
medical education (GME) and a variety of other health care initiatives.

Election overview.

All selffunded groups are impacted by the NYHCRA surcharges and assessments,
regardless of where the group’s office or headquarters Is located. If a covered member
receives a health care service in the state of New York, and the heatth care service is one
that Is subject 1o the surcharge, then the surcharge Is added to the claim cost. The actual

surcharge percentage applied to affected claims depends on the group’s election status. Electing customers designate

In addttion, electing customers also must pay a covered lives assessment for each covered United HealthCare Services,

member residing in the state of New York. Inc. to remit all surcharges

Once the group has elected Irto the NYHCRA Public Goods Pool, the covered fives and assessmerts directly to

assessment will be paid by United HealthCare Services, Inc. UDEE DN CISEiE]g
! behalf with reimbursement

Forms.
If you want to be an Electing customer but have not yet made your election, then you

through claim processing and
the covered lives assessment,
The coversd lives assessment

must complete forms DOH-4399 (“Payer Election Application”) and DOH-4264 is based on the number of
{“Electronic Filing User ID Application”). employses who are New York
If you have already flled an Election, but have changed third-party administrators, State residents on the group’s
then you need only complete DOH-4403 (“Third-Party Administrator or Administrative membership.
Services Only Status Change”). If you elect not to participate, complete All Savers
Altemate Funding Non-Participation Election Form — New York Public Goods Pool. Momelaciing;customers

pay higher surcharge rates,
Groups that elect not to participate in the New York Public Goods Pool will be which are then Included
charged a monthly administrative fee of $1.25 per employes on their monthly bili in a provider’s claim
due to non-participation. reimbursement. The provider
Completed forms should either be submitted electronically to is then responsible to pay the
uhoadminallsavers@uhc.com or mailed to: surcharge. The surcharge for a
Policy Administration nonfelectlng customer can be
United HealthCare Services Inc. o et e
P.O. Box 31373 cost of the claim.

Salt Lake City, UT 84131-0373

Fax: 1-844-879-7295

Please submit your completed forms to the above address and not directly to the state of
New York. We will forward your compisted formy(s) to the NYHCRA Public Goods Pool for
processing. Any questions on the forms can be directed to United HealthCare Services, Inc.
at 1-800-291-2634. CONTINUED

'l” TTnitadTanlthaans



Frequently asked questions.

Q: Does the New York Health Care Reform Act impact my
All Savers Alternate Funding plan?

A: Yos, All groups with a self-funded plan are impacted regardiess
of where the group is located. If one of your covered members
receives a surchargeable service from a provider located in the
state of New York, then your pian is responsible for a surcharge
on the clalm. For example, when one of your covered members
recelves care while traveling {for business or personal vacation)
in New York or at a center of excellence located in New York,
then you will be subject to a surcharge on those services.

Q: What Is the benefit for an Electing customer?

A: Electing customers designate United HealthCare Services, Inc.
to pay all surcharges and assessments directly to the state
of New York on thelr behalf. Electing customers pay a lower
surcharge than non-electing customers.

Q: What happens If | don’t elect to participate?

A: Non-electing plans pay higher surcharges that are included in
a provider's reimbursement. The additional surcharge can be
as high as 60 percent. In addition, the group will be charged
a monthly administrative fee of $1.25 per employee on your
monthly bili due to non-particlpation.

Q: How does my pian become an Electing customer?

A: You must complete forms DOH-4399 (°Payer Bection
Application”) and DOH-4264 (“Electronic Rling User ID
Application”) to become an Electing customer. These Public
Goods Pool forms must be filed with the State before you
can be considered an Becting customer. The forms are
available from your agent or call United HealthCare
Senvices, inc. &t 1-800-281-2634 to obtain the necessary
forms. Please use these forms only as certain fields are
prefilled with United HealthCare Services, Inc. information.
The forms should be completed and sent by emall 1o
uhoadminalisavers@uhc.com.

You also can mail them to the following address:

Policy Administration

Unlted HealthCare Services, Inc.
P.0. Box 31373

Sait Lake Clty, UT 84131-0373

Retum your completed forms fo the above address and
not directly to the state of New York. We will forward your
completed form(s) to the NYHCRA Public Goods Pool
for processing.

Adiminietrative senices provided by Unitad HealthCara Services, inc. or their affiales. Stop4oss insurance is undenwritien
by All Savers Insurance Comparny (excapt MA, MN and N}, Unitad-ealhcar insurance Company in MA and MN, and
| inkartHanlheam

I Ha inaymnea Do in N 3100 AMS Rhel  (3men Rav W 84313 LANNIRY.ORA4A

Q: Is there an Initial cost to making an election?
A: No, there is no initlal cost for flling your election with the
state of New York.

Q: What do | need to do after | become an Electing customer?
A: If you designate United HealthCare Services, Inc. as your
third-party administrator (TPA), we will prepare your fllings
and pay your surcharges and assessments on your behalf,

Q: What If one or more of my covered members resides In
the state of New York?

A: There is a covered lives assessment that must be paid for
each covered member residing in the state of New York.
We will calculate the amount for you and submit your
payment to the Public Goods Pool on your behalf,

Q: When Is my election effective?

A: Your election is effective the first of the month following
the date it was filed with New York. Claims incurred prior
1o the effective date of your election are subject to the
higher surcharge.

Q: Wl | need to pay additional funds related to my plan’s
participation In the Public Goods Pool?

A: The cost of the claim surcharge will be added to the claim
and is treated as part of the claim for funding purposes.
The monthly covered lives assessment for members residing
in the State wiil be paid by United HealthCare Services, Inc.
and remitted to the New York Public Goods Poal monthly
on the group’s behalf,

Q: Where can | find additional information on the
New York State Health Care Reform Act?

A: The following website will provide you with additional details:
http://www.health.ny.gov/regulations/hcra/forms.htm.

ll” TmitadTanlthanw?



NEW YORK STATE DEFARTMENT OF HEALTH

Division of Finance and Rate Setting Payor Election Aeplication

HEALTH CARE REFORM ACT - PUBLIC GOODS POOL
DOH-4399 INSTRUCTIONS

A payor voluntarily electing to make public goods payments directly to the Office of Pool Administration must
complete forms DOH-4399 (Payor Election Application) and DOH-4264 (Electronic Filing User ID
Application).

Instructions for pages 1 and 2:

Effective Date: Enter effective date of election. Note: An election application received from any payor or
organization shall begin on the first day of the month following the date it was received by the Office of Pool
Administration unless a future date is specified.

Federal Employer Identification # (FEIN): Enter federal employer identification number (FEIN) of the
payor. Please note that Section 2807-j(5)(a)(iii}(D) of the Public Health Law requires the New York State
Department of Health to publish the FEIN of all electing payors on a secure website.

Payor Name: Enter name of payor. The payor name is that of the incorporated entity, local government,
self-insured fund.

D/B/As: Enter any assumed name(s) ("d/b/a") under which the entity is doing business.
Address: Enter address of payor.

Contact Person: Enter name of contact person that will be responsible for providing the Department with the
information regarding the payor's election, lines of business and claims processing.

Phone #: Enter phone number of the contact person.
E-Mail Address: Enter the e-mail address of the contact person.

If the election submission is for a payor that is utilizing a third-party administrator (TPA)/administrative
services only (ASO) for claims processing, the following information must also be provided. If more than one
TPA/ASO is utilized, attach a list of additional TPAs/ASOs.

TPA/ASO Name: Enter name of the TPA/ASO representing said payor.
TPA/ASO FEIN: Enter FEIN of the TPA/ASO.

The Signature of the chief financial officer or other duly authorized individual binds the payor to make direct
pool payments for all its public goods funding obligations, file reports and remit funds in conformance with the
Health Care Reform Act (HCRA) provisions and Department requirements, and represents an agreement as to
the jurisdiction of the State for purposes of enforcing payments required under Public Health Law sections
2807+ and 2807-t. This does not, in any way, preclude a payor from litigating other issues in Federal court such
as ERISA based challenges, etc.

Instructions — Page 1 of 2



NEW YORK STATE DEPARTMENT OF HEALTH

Division of Finance and Rate Setting Payor Election Aeplication

Instructions for page 3:

This form must be completed by all payors making an election and represents a payor's attestation of the
coverage it provides. A payor electing to pay the Department's Office of Pool Administration directly is making
an election for all its coverages for which it assumes risk for the payment of medical claims. Payors utilizing
multiple third-party administrators (TPA)/administrative services only (ASO) organizations must complete a
Coverage Information form for each TPA/ASO.

e In each payor category which applies, the payor should mark an "X" in each column to indicate that the
payor provides such coverage. Each box marked with an "X" represents the coverages that it assumes
risk for. As stated before, a payor is required to elect for all coverages for which it assumes risk for the
payment of medical claims. Shaded areas should not be checked.

e If an Article 43 NYS Insurance Law corporation or licensed commercial insurer has a separate
incorporation for its Article 44 NYS Public Health Law business, that corporation must check the
appropriate boxes on a single election form. Otherwise, the Article 44 NYS Public Health Law business
is considered to be a product line of the Article 43 or commercial payor and the payor is required to
make a single election for this and all other types of coverage provided by the corporation. A payor, who
does not fall into any of the categories listed, should check "Other" in the payor identification section
and explain their payor type in the space provided.

Please mail completed election application (DOH-4399 and DOH-4264) to:
Mr. Jerome Alaimo, Pool Administrator
Office of Pool Administration
Excellus BlueCross BlueShield, Central New York Region
P.O. Box 4757
Syracuse, New York 13221-4757

Instructions — Page 2 of 2



NEW YORK STATE DEPARTMENT OF HEALTH

Division of Finance and Rate Setting Pa!or Election Application

HEALTH CARE REFORM ACT - PUBLIC GOODS POOL

Effective Date:

FEDERAL EMPLOYER
IDENTIFICATION # (FEIN):

PAYOR NAME:

D/B/As (IF APPLICABLE):

ADDRESS:

CONTACT PERSON:

PHONE #:

E-MAIL ADDRESS:

If the above referenced entity is a payor that utilizes a third-party administrator (TPA)/administrative services
only (ASO) for claims processing, please provide the following information:

TPA/ASO NAME: United HealthCare Services, Inc.

TPA/ASO FEIN: 41-1289245

By signature below, the above entity elects to make all public goods surcharge payments directly to the
Office of Pool Administration for all its coverages for which it assumes risk for the payment of medical
claims and agrees to:

1. remit to the Department’s Office of Pool Administration required surcharge payments for all applicable
services on a monthly basis on or before the 30th day following the calendar month for which monies
have been paid to designated providers of service;

2. provide the Department’s Office of Pool Administration monthly certified reports on or before the 30th
day following the calendar month for which monies have been paid which separately report patient
service expenditures for services provided by designated provider type(s) (i.e., hospital inpatient,
hospital outpatient, diagnostic & treatment center, laboratory', or ambulatory surgery center) by product
line;

3. provide the Department with certification of data and access to allowance expenditure data upon request
for audit verification purposes; and

'For services provided on or after October 1, 2000, frecstanding clinical laboratories with Article 5 Title V permits are exempt
from HCRA surcharges.

DOH —4399 (5/2012) Page 1 of 5



NEW YORK STATE DEPARTMENT OF HEALTH
Division of Finance and Rate Setting Payor Election Application

4. the jurisdiction of the state to maintain an action in the courts of the State of New York to enforce any
provision of section 2807-j of the Public Health Law (see note below).

5. the Department’s website posting of the above entity’s FEIN in accordance with Public Health Law
Section 2807-j(5)(a)(iii}(D).

By signature below, the above entity also agrees to make public goods covered lives payments directly to
the Department’s Office of Pool Administration in instances where it provides inpatient coverage as a
corporation organized and operating in accordance with Article 43 of the Insurance Law, an
organization operating in accordance with Article 44 of the Public Health Law, a self-insured fund, or an
HMO or insurer licensed outside New York State and authorized to write accident and health insurance
and whose policy provides inpatient coverage on an expense incurred basis. In such instances the above
entity agrees to:

1. remit to the Department’s Office of Pool Administration within 30 days after the end of each month one-
twelfth of both the individual and family unit annual assessment amounts for each of the individuals and
family units residing in the state which were included on the payor’s membership rolls for all or a
portion of the prior month and for which the payor covered general hospital inpatient care, including
retroactive additions and deletions;

2. provide the Department with data certification and access to individual and family unit data, upon
request, for audit verification purposes; and

3. the jurisdiction of the state to maintain an action in the courts of the State of New York to enforce any
provision of section 2807-t of the Public Health Law (see note below).

By signature below, the Chief Financial Officer or other duly authorized individual of the above entity
certifies that the data submitted on all applicable attachments have been carefully prepared in
accordance with instructions provided, and to the best of his/her knowledge, the information presented is
accurate and correct.

Signature Title
Chief Financial Officer or Duly Authorized Individual

Date

Note: Payors making an election are only agreeing to the jurisdiction of NYS courts for purposes of enforcing
payments required under 2807-j and 2807-t. This does not, in any way, preclude a payor from litigating other
issues in Federal court such as ERISA based challenges, etc.

DOH —4399 (5/2012) Page 2 of 5
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NEW YORK STATE DEPARTMENT OF HEALTH

Division of Health Care Financing Paxor Election AEBIIC&tIOﬂ

HEALTH CARE REFORM ACT - PUBLIC GOODS POOL
COVERAGE INFORMATION

Pavor Type 1: Corporation organized and operating in accordance with Article 43 of the New York State Insurance Law
offering:

— Indemnity Coverage with an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected
services plus regional GME covered lives assessments for NYS resident insureds

— Indemnity Coverage without an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected
services but no regional GME covered lives assessments for NYS resident insureds

—  HMO non-Medicaid managed care coverage, thus requiring a surcharge obligation on affected services plus regional GME
covered lives assessments for NYS resident non-Medicaid insureds

— HMO Medicaid managed care coverage, thus requiring a surcharge obligation on affected services but no regional GME covered
lives assessments for NYS resident Medicaid managed care enrollees
Pavor Type 2: Commercial Insurance Corporation licensed by New York State offering:

— Indemnity Coverage with an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected
services plus regional GME covered lives assessments for NYS resident insureds

— Indemnity Coverage without an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected
services but no regional GME covered lives assessments for NY'S resident insureds

— HMO non-Medicaid managed care coverage, thus requiring a surcharge obligation on affected services plus regional GME
covered lives assessments for NYS resident non-Medicaid insureds

— HMO Medicaid managed care coverage, thus requiring a surcharge obligation on affected services but no regional GME covered
lives assessments for NYS resident Medicaid insureds

— New York State Workers Compensation Law coverage, thus requiring a surcharge obligation on affected services but no regional
GME covered lives assessments for NYS resident insureds

— New York State Motor Vehicles Reparations Act coverage, thus requiring a surcharge obligation on affected services but no
regional GME covered lives assessments for NYS resident insureds

-~ New York State Volunteer Ambulance Workers Benefit Law coverage, thus requiring a surcharge obligation on affected services
but no regional GME covered lives assessments for NY'S resident insureds

— New York State Volunteer Firefighters Benefit Law coverage, thus requiring a surcharge obligation on affected services but no
regional GME covered lives assessments for NYS resident insureds
Pavor Type 3: Corporation organized and operating in accordance with Article 44 of the New York State Public Health Law not

incorporated as a NYS licensed commercial insurer or under Article 43 of the New York State Insurance Law offering:

— HMO non-Medicaid managed care coverage, thus requiring a surcharge obligation on affected services plus regional GME
covered lives assessments for NYS resident non-Medicaid managed care enrollees

- HMO Medicaid managed care coverage, thus requiring a surcharge obligation on affected services but no regional GME covered

lives assessments for NYS resident Medicaid managed care enrollees

— e =0s=—|----——a--a_—aa---—---—-- ..
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NEW YUORKRK S ITATE VEFPAKTVIENT UF HEALTH

Division of Health Care Financing Paxor Election AEE"C&tiOﬂ

Pavor Type 4/5: Self insured fund offering:

— self insured employee health coverage with an expense incurred inpatient hospital component, thus requiring a surcharge
obligation on affected services and regional GME covered lives assessments for NY'S resident plan participants

— self insured employee health coverage without an expense incurred inpatient hospital component, thus requiring a surcharge
obligation on affected services but no regional GME covered lives assessments for NYS resident plan participants

— self insured New York State Workers Compensation Law coverage, thus requiring a surcharge obligation on affected services
but no regional GME covered lives assessments for NYS resident plan participants

— self insured non-New York State Workers Compensation Law coverage, thus requiring a surcharge obligation on affected
services and a regional GME covered lives assessments (if coverage includes expense incurred inpatient hospital care) for NYS
resident plan participants

— self insured New York State Motor Vehicles Reparation Act coverage, thus requiring a surcharge obligation on affected services
but no regional GME covered lives assessments for NYS resident plan participants

— self insured non-New York State Motor Vehicles Reparations Act coverage, thus requiring a surcharge obligation on affected
services and a regional GME covered lives assessments (if coverage includes expense incurred inpatient hospital care) for NYS
resident plan participants

Payor Type 6: New York State Governmental Agency/ New York State Local Government:

— New York State political subdivision for New York State county corrections, New York City corrections, and, New York State
governmental agencies for New York State administered payments that reimburse hospitals for rendered inpatient services to
eligible patients. (e.g. Office of Mental Health payments for services provided to individuals residing in New York State
operated developmental centers), thus requiring a surcharge obligation on affected services but no regional GME covered lives
assessment

Pavor Type 7;: Other

— Insurers licensed outside New York State, authorized to write OTHER than Accident and Health thus requiring a surcharge
obligation on affected services but no regional GME covered lives assessments for NYS resident insureds

— States other than New York State and localitics other than New York State political subdivisions for medical assistance
program expenses (i.e. Medicaid Programs in states OTHER than New York State), thus requiring a surcharge obligation on
affected services but no regional GME covered lives assessment

— NYS licensed fraternal benefit societies offering coverage with or without an expense incurred inpatient hospital component,
requiring a surcharge obligation on affected services but no regional GME covered lives assessments for NYS resident insureds

Pavor Type 8: HMOs and insurers licensed outside New York State, authorized to write Accident and Health:

— Indemnity Coverage with an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected
services plus regional GME covered lives assessments for NY'S resident insureds

— Indemnity Coverage without an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected
services but no regional GME covered lives assessments for NYS resident insureds

—  HMOs organized and operating outside New York State Insurance and Public Health Laws, thus requiring a surcharge
obligation on affected services plus regional GME covered lives assessments for NY'S resident insureds

e ——
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NEW YORK STATE DEPARTMENT OF HEALTH

Division of Finance and Rate Setting Electronic Flllng User ID Agglication

HEALTH CARE REFORM ACT - PUBLIC GOODS POOL
DOH-4264 INSTRUCTIONS

All electing payors/third party administrators (TPA)/administrative services only (ASQO) organizations and
designated providers are required to file Public Goods Pool reports electronically. This also applies to the 1%
Statewide Assessment report filed by hospitals. To file electronically, you must establish an electronic filing
account and be assigned a secure password. A website has been established at www hcrapools.org to facilitate
this process.

While electronic filing is designed to be user friendly, a help desk has been established to aid those users
requiring assistance. If you need general assistance or assistance in obtaining copies of the electronic filing
screens and the electronic reporting certification forms, please contact the help desk at (315) 671-3800 or via e-
mail at webpools@hcrapools.org.

Upon receipt of a fully completed Electronic Filing User ID Application (DOH-4264), the Office of Pool
Administration will assign a secure electronic filing user ID and password to your organization, which you will
receive via return mail.

New Request/Revision to Existing Account: Check the appropriate box. An entity requesting an initial
account/password should check the New Request box; an entity that has an existing account and is advising the
Department of a change to that account should check the Revision to Existing Account box.
Payor/TPA/ASO/Provider Name: Enter name of entity that may use the OPA website.

Federal Employer Identification Number (FEIN): Enter FEIN assigned to the entity named above.

Operating Certificate #: (For providers only): Enter Operating Certificate number assigned by the
Department of Health to the entity named above.

Report(s) being filed electronically (check ALL applicable types): Check all applicable types of reports that
your entity will be filing electronically — Public Goods Pool and/or Statewide Assessment.

Signature: Must be signed by the Chief Executive/Financial Officer and/or Administrator of the entity named
above.

Name/Title/Phone Number (Please Print): Enter name, title and phone number of the person signing above.
Address/City/State/Zip Code: Enter address of the person signing above.

E-mail Address: Enter e-mail address of the person signing above. This email address will be used to
communicate Health Care Reform Act information, including delinquency reporting notifications and periodic

legislative updates.

Date: Enter date this form is signed.
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NEW YORK STATE DEPARTMENT OF HEALTH

Division of Finance and Rate Setting Electronic FiIing User ID Agglication

HEALTH CARE REFORM ACT - PUBLIC GOODS POOL

O New Request O Revision to Existing Account

Payor/Third Party Administrator/Administrative Services Only Organization/Provider Name:

Federal Employer Identification # (FEIN):

Operating Certificate # (FOR PROVIDERS ONLY):

Report(s) being filed electronically (check ALL that apply):
0 Public Goods Pool
O 1% Statewide Assessment (for hospitals only)

By signature below, the Chief Financial Officer or other duly authorized individual of the above named entity authorizes
the Office of Pool Administration to assign a secure electronic filing user ID and password to the entity. This information
will be mailed directly to the attention of the signer and must remain secured. If an email address is provided, this
information will be sent electronically to the email address listed. It is the responsibility of the above named entity to
ensure that this information is released only to those individuals requiring knowledge thereof.

Signature

Name (Please Print)

Title

Phone Number

Address

City State Zip Code

E-mail Address

Date

Please mail completed form to:
Mr. Jerome Alaimo, Pool Administrator

Office of Pool Administration
Excellus BlueCross BlueShield, Central New York Region
P.O.Box 4757
Syracuse, New York 13221-4757
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