Dear Associates,

Please find the attached : Blue Cross Blue Shield Health and Dental Application, and the United Health
Life Insurance Application. Also you will find the Payroll Deduction Sheet.

Your Store Manager has informational insurance packets for you. Also, on the Sullivan’s Foods Website
under the Employee Portal you will find the Book for Health Insurance with Blue Cross Blue Shield with
all the links. You can click on the links for any additional information. The Password for the Employee
Portal is: sullivans!

To start with you might want to start with the Payroll Deduction Sheet, as that shows the bi-weekly
payroll deduction amount that will come out of your paycheck depending on what you select for
coverage. Please complete that form, sign it and date it accordingly. Reminder if you want to start a
Health Savings Account, you must complete the form, but nothing can be taken of your paycheck till an
account is set up with one of the local banks. You will then need to get the bank account information to
Annie in Payroll.

Blue Cross Blue Shield Application : This form is for Health and Dental. Regardiess if you elect Health
or Dental you need to complete SECTION 2. If you want Health — you will mark the box in the “MID
MARKET SECTION”.  If you want Dental Insurance you will complete the “DENTAL SECTION —indicating
if you want Sullivan’s BLUE CARE DENTAL PPO NETWORK. You will Also indicate on the rt side of that
area who you want covered.

SECTION 4 - This is where you will add any family members that you want covered on health and / or
dental. You may write notes off to the side if need be.

Section 6 and Section 7 — complete these if they apply.
SECTION 8 - If you are declining coverage you must complete this section.

Section 9 — You must sign - regardless if you want insurance or are refusing it — it is a signature that
indicates that you have been given the opportunity for Health and Dental Insurance.

United Health Care LIFE INSURANCE APPLICATION - Please complete Section A regardless if you want
Life insurance. If you want to Decline Life you will automatically go to page 3 and Mark box or boxes in
Section E and then Initial and date the Right side of the Section E. You will also sign page 4 .

If you are adding family members on for Life Insurance you will need to complete Section B. Please
remember to complete Section C — for your Beneficiary for Life Insurance.

Any questions please don’t hesitate to call Annie at Sullivan’s Office. 815-273-4511.



1. B. Sullivan Inc Payroll Deduction Sheet - Policy Year starting January 1, 2023

Employee Name Store

Each vear Sullivan’s Foods has a renewal process and an open enroliment period which allows you to make
P

changes to your policy.

Please circle the coverage that you selected below with the corresponding payroll deduction amount. Write in
the payroll deduction amount on the corresponding line .

Health Insurance 2023 — Blue Cross Blue Shield of lllinois :
Employee Only Employee/Spouse Employee / Child Family Refused
$70.45 $208.16 183.36 $292.89 00000000 __
Dental Insurance 2023 — Blue Cross Blue Shield of lllinois:
Employee Only Employee / Spouse Employee / Child Family Refused
$17.00 $34.00 $39.05 $61.12 00000000
Life insurance 2023 — United Heaith Care :
Employee Only Employee / Spouse Employee / Child Family Refused
74 .95 .95 .95 00000000

Health Savings Account: Sullivan’s Foods offers Health Savings Accounts which assists you in planning and paying
for your deductible expenses with pre-tax dollars. You will need to have your Health Savings Account Information
completed and the account open with the account number to your store Managee or Annie in Payroll before
deduction can start. We work with the following institutions :

Triumph Bank Citizens State Bank First State Bank Union Savings Bank
Savanna Stockton/ Lena Princeton/ Kewanee Freeport / Mt Morris
Morrison Freeport Mendota Winnebago / Marengo

Dollar amount you want payroll deducted for your Health Savings Account. ( We cannot start deductions until all
the paper work has been completed and the account is set up).

Per this signed agreement, | understand that Sullivan’s offers a high deductible health insurance plan for 2023
calendar year and that United Health care remains our carrier for Life insurance |agree to the bi weekly payroll

deductions as listed above.

Signature




Ay BlueCross BlueShield of Illinois

Group Enrollment
Application/Change Form

Please read the instructions on the inside thoroughly before completing this
enrollment application/change form.

Blue Cross and Blue Shield of illinois, a Division of Health Care Service Corporation, a Mulual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Assodiation

Life and Disability insurance is underwritten by Dearbom Life Insurance Company, 701 €. 22nd St. Suite 300, Lombard, IL 60148. Dearborn Life Insurance Company is an independent Blue Cross and Blue Shield licensee
BLUE CROSS,® BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Assodiation, an assodiation of independent Blue Cross and Blue Shield Plans 2323200919



\?§ [ BLUE ADVANTAGE HMO™ "
" — ol S e
x [] BLUECARE DENTAL PPO™ ’ 1 BLUECARE DENTAL HMOM [ [T EMPLOYEE AND PARTY TO A CIVIL [T INDIVIDUAL/EMPLOYEE ] EMPLOYEE/SPOUSE
N\". DENTAL GROUP # UNION OR DOMESTIC PARTNER 1 EMPLOYEE/CHILDREN I FAMILY
(IF DIFFERENT THAN MEDICAL GROUP POLICY #) l D MALE E, FEMALE *
PRIMARY LANGUAGE

Blue. Croos Busggple\d medical and Demol ppAlicaton
GROUP # SECTION # SOC, SEC. # ACCOUNT & CATEGORY
{ 17 38s”
PLEASE CHECK ALL THAT APPLY - IF YOU ARE DECLINING COVERAGE, COMPLETE SE(.TIONS 2 8AND 9 ONLY
"] NEW ENROLLEE (] ADD DEPENDENT (] OPEN ENROLLMENT I:I OTHER CHANGES [] CANCEI. ENROI.lEE D CANCEL DEPENDENT
ARE YOU APPLYING AS A RESULT OF A SPECIAL ENROLLMENT EVENT? [T NO [ YES, EVENT DATE: CANCEL COVERAGE: (] HEALTH [] DENTAL
* EVENT: [] NEW HIRE (] MARRIAGE* [] BIRTH [ TERM LIFE [T DEPENDENT LIFE
1 ADOPTION, PLACEMENT FOR ADOPTION OR SUIT FOR ADOPTION (PROVIDE LEGAL DOCUMENTS) (] SHORT-TERM DISABILITY ] LONG-TERM DISABILITY
{71 COURT ORDER (PROVIDE COURT ORDER OR DECREE) LIST NAMES OF THOSE CANCELING IN SECTION 4 BELOW
[]L0SS OF OTHER COVERAGE EVENT: [ DIVORCE** (] DEATH
1 OTHER (EXPLAIN): [ TERMINATED EMPLOYMENT [ oTHER
EFFECTIVE DATE OF BENEFITS: ] COMPLETION OF OTHER ELIGIBILITY REQUIREMENTS IND|CATE EVENT DATE

SECTION 2 — PLEASE TELL US ABOUT YOURSELF COMPLETE EVEN IF DECLINING COVERAGE

FIRST NAME - MI (0PT) SUFFIX BIRTH DATE (MM/DDAYYY) | SOCIAL SECURITY #

MAILING ADDRESS - STREET - APT # an ' STATE [ 7P cooE

J » L
EMAIL ADDRESS HOME/CELL PHONE #

I MALE [ FEMALE ®
NAME OF EMPLOYER JOBTNLE BUSINESS PHONE # EMPLOYMENT DATE (MM/DD/YYYY) O\ WERIGE HOW

. B SU.\“\JN\ w "S- A18~4S | & WEEXDOTOU Yok

ELIGIBILITY STATUS: ﬁ,ACTIVE EMPLOYEE ] RETIRED EMPLOYEE - DATE OF RETIREMENT. (] COBRA COVERAGE START DATE PROJECTED END DATE
1 ILLINOIS CONTINUATION (INSURED PLANS ONLY) START DATE PROJE(TE) END_DAT_E o S
SECTION 3 — SELECT YOUR COVERAGE PLEASE CHECK Al.l THAT API’lY .
ol e_Lny lieen [~ i SMALI. GROU_I’ f_I.ANS (1-50 EMPI.OYEES) B0 =l e M _ﬁ
AFFQRDABLE CARE ACT PI.ANS GRA THERED AND GRANDMOTHERED/TRANSITIONAL PLANS
PP [C10THER [CIBLUEAD GE ENTREPRENEUR PPOM ] BLUE ADVANTAGE HMO™

I BLUEC PREFERRED PPOM ] BLUE CHOICES [C] BLUE ADVANTAGE HMO VALUE CHOICES™
1 BLUE GPTION {1 BLUEEDGE SELECT H 1 COMMUNITY PARTICIPATION ORGANIZATION (CPO)

1 BLUE PRECISION Hing# ] BLUEEDGE HSAM ] CPO VALUE CHOICE
] BLUECARE DIRECT ] BLUEEDGE HCA DIRECT CJOTHER
PLAN # (REQUIRED) ] PPO VALUE CHOICE LAN # (REQUIRED)
MID-MARKET AND LARGE GROUP STANDARD PLANS (51+ EMPLOYEES) PREVIOUS BCBSIL OR HMO MEMBERSHIf | o
MID-MARKET & LARGE GROUP STANDARD PLANS 51+ GROUP #:
C1ppo ] BLUE CHOICE OPTIONS™ [C] BLUE EDGE SELECT HSA ST
] BLUE ADVANTAGE HMO™M [ BLUE CHOICE SELECT PPOSM ] PLAN # (REQUIRED) '
(] BLUE ADVANTAGE HMO VALUE CHOICEM 3 BLUEEDGE Hspav 2 ] OTHER IDENTIFICATION #:
P i PR . ~ LARGE GROUP CUSTOM PLANS (151+ EMPLOYEES) B .
I TRADITIBAAL BLUE ADVANTAGE HMO™ W/HCA BLUE EDGE SELECT HSAM
C1prO |UE EDGE SELECT HCA DIRECT
Ocpo OICE SELECT PPO™
] CPO VALUE CHOICE

[ HMO ILLINOIS®
(3 HMO ILLINOIS® W/HCA

GROUP TERM LIFE, Al CIDENTAL DEATH AND DISMEMBERMENT (AD&D) AND DISABILITY INSURANCE

(] AM NOT APPLYING FOR GROUP TERM LIFE, ADAD OR DISABILITYSURANCE COVERAGE e Treuouce. 5 W LLHC

EMPLOYEE OCCUPATION/]OB TITLE: WAGE RATE $ PER D HOUR CIWEEK I MONTH [ YEAR
GROUP BASIC TERM LIFEAND ADAD (11D NOT APPLY LY AMOUNTS$ ugrll heeel 4o Compyie sineir 0pplicaddw
GROUP DEPENDENTS' LIFE Clioonorapry  Cdiooapeld,

GROUP SUPPLEMENTAL LIFE CTIDONOTAPPLY  [IIDOAPPLY  EMPLOYEE ELECTION: § SPOUSE ELECTION: $ CHILD ELECTION: §

SHORT-TERM DISABILITY CTiooNoTAPPLY  [1100APPY /N |LONGTERM DISABILITY C1IDONOTAPPLY  [11DO APPLY

PRIMARY FIRST NAME INITIAL  LAST NAME RELATIONSHIP BIRTH DATE (MM/DD/YYYY) SOCIAL SECURITY #
BENEFICIARY

I N
CONTINGENT  FIRSTNAME NITIAL  LAST NAME / RED&QW BIRTH DATE (MM/DD/¥YYY) SOCIAL SECURITY #

| BENEFICIARY

RERERN LY hrheil rom t]



LAST NAME SOC.SEC. # GROUP #

* PLEASE COMPLETE ALL AREAS THAT APPLY
(IFYOU ARE ADDING AN ELIGIBLE MILITARY PERSONNEL DEPENDENT WHO IS OVER THE AGE LIMIT OF YOUR EMPLOYER'S PLAN,

SECTION 4 — COVERAGE OPTIONS

=" OMPL DEPARTMENT FORM 21 4) 1S REQUI DDITION TO THIS APPLICATION.)

EMPLOYEE/ PCP NAME |PA NAME

ENROLLEE'S

NAME PP # IPA#

WPHCP NEW PATIENT? HMO OB/GYN NAME (OPTIONAL) HMO OB/GYN #

NAME
NG Cves CINo

DEPENDENT'S NAME DEPENDENT'S PCP NAME PCP# NEW PATIENT?

[T HUSBAND [TWIFE ] DOMESTIC PARTNER [ PARTY TO A CIVIL UNION Clves LINO

|PA NAME WPHCP HMO OB/GYN

NAME NAME (OPTIONAL)

IPA# WPHCP # HMO OB/GYN #

DEPENDENTS BIRTH DATE (MM/DD/YYYY) HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/ZIP CODE _

SOCAL

SECURITY #

DEPENDENT'S NAME DEPENDENT'S PCP NAME PCP# NEW PATIENT?
'[1SON  [CIDAUGHTER [ OTHER ELIGIBLE DEPENDENT DI ves CINo
BIRTH DATE (MM/DD/YYYY) HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/ZIP CODE 15 THIS DEPENDENT A NATURAL CHILD, STEPCHILD, | IF NOT YOUR ELIGIBLE NATURAL CHILD, STEPCRILD, FOSTER CHILD,

FOSTER CHILD, ADOPTED CHILD OR A CHILD IN SUIT | ADOPTED CHILD OR CHILD IN SUIT FOR ADOPTION, ARE YOU (OR YOUR
FORADOPTION? [ ¥ES L1 NO SPOUSE) RESPONSIBLE FORTHIS DEPENDENT?. LIS LI NO

DEPENDENT'S IPA NAME HMO 0B/GYN

SOCIAL NAME (OPTIONAL)

SECURITY # . PA# HMO OB/GYN #

DEPENDENT'S NAME DEPENDENT'S PCP NAME PCP # NEW PATIENT?

[ISON [JDAUGHTER ] OTHER ELIGIBLE DEPENDENT Clves LINO
BIRTH DATE (MM/DDAYYY) HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/LiP CODE IS THIS DEPENDENT A NATURAL CHILD, STEPCHILD, | IF NOT YOUR ELIGIBLE NATURAL CHILD, STEPCHILD, FOSTER CHILD,

FOSTER CHILD, ADOPTED CHILD OR A CHILD IN'SUIT | ADOPTED CHILD OR CHILD IN SUIT FOR ADOPTION, ARE YOU (OR YOUR
FORADOPTION? [J¥ES L1 NO SPOUSE) RESPONSIBLE FORTHIS DEPENDENT? L1 ¥S LI NO

DEPENDENTS IPA NAME HMO 0B/GYN

SOCAL NAME (OPTIONAL)

SECURITY # 1PAS

HMO OB/GYN #

DEPENDENT'S NAME DEPENDENTS PCP NAME PCP # NEW PATIENT?

[ISON [IDAUGHTER [ OTHER ELIGIBLE DEPENDENT Clves CINO
BIRTH DATE (MM/DD/YYYY) HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/2IP CODE |5 THIS DEPENDENT A NATURAL CHILD, IF NOT YOUR ELIGIBLE NATURAL CHILD, STEPCHILD, FOSTER CHILD,

STEPCHILD, FOSTER CHILD, ADOPTED CHILD ADOPTED CHILD OR CHILD IN SUIT FOR ADOPTION, ARE YOU (OR YOUR
OR ACHILD IN SUTT FORADOPTION? L] YES [ NO | SPOUSE) RESPONSIBLE FOR THIS DEPENDENT? Oves Ono

DEPENDENT'S IPA NAME HMO 0B/GYN

SOCIAL NAME (OPTIONAL)

SECURITY # PA# HMO OB/GYN #

SECTION 5 — DISABLED DEPENDENT PLEASE COMPLETE IF APPLICABLE
NAME OF DISABLED B ) NATURE OF I o
DEPENDENT DISABILITY
NAME OF DISABLED NATURE OF
DEPENDENT DISABILITY

IF DISABLED CHILD IS OVER THE DEPENDENT AGE LIVIT OF YOUR EMPLOYER'S PLAN, PLEASE ATTACH A COMPLETED DISABLED DEPENDENT CERTIFICATION AND THE DISABLED DEPENDENT PHYSICIAN CERTIFICATION DOCUMENT. ]

SECTION 6 — OTHER COVERAGE INFORMATION PLEASE COMPLETE IF APPLICABLE
COMPLETE THIS SECTION ONLY IF YOU OR ANY OF YOUR DEPENDENTS HAVE OTHER HEALTH AND/OR DENTAL COVERAGE THAT WILL NOT BE CANCELED WHEN THE COVERAGE UNDER THIS APPLICATION

BECOMES EFFECTIVE. LIST NAMES OF EACH INDIVIDUAL COVERED:

GROUP COVERAGE INDIVIDUAL COVERAGE | NAME AND ADDRESS OF OTHER INSURANCE CARRIER EFFECTIVE DATE (MM/DD/1YVY) TYPE OF POLICY

[ EMPLOYEE ONLY  [C] EMPLOYEE/SPOUSE
YE
Cves LINo |LJYes LINO 1 EMPLOYEE/CHILD(REN) [ FAMILY
NAME OF POLICYHOLDER BIRTH DATE (MM/DD/YVYY) RELATIONSHIP TO APPLICANT
CIMALE CIFEMALE | yser []5POUSE (] DEPENDENT
EMPLOYER'S NAME EMPLOYMENT DATE (MM/OD/YFTY) HEALTH GROUP # HEALTH 1D # DENTAL GROUP # [oenTALID #
SECTION 7 — MEDICARE COVERAGE INFORMATION PLEASE COMPLETE IF APPLICABLE
NAME OFFERSON COVERED MEDICARE A (HOSPITAL) EFFECTIVE DATE: T moowr |vedesceowveoorom |
MEDICARE B (MEDICAL) EFFECTIVE DATE: END DATE:
MEDICARE D (DRUG) EFFECTIVE DATE: END DATE:
MEDICARE D (DRUG) CARRIER:
PLEASE INDICATE REASON FOR MEDICARE ELIGIBILITY: [ JENTITLED AGE [} ENTITLED DISABILITY [ END-STAGE RENAL DISEASE (] DISABILITY AND CURRENT RENAL DISEASE
NAME OF PERSON COVERED: MEDICARE A (HOSPITAI.) EFFECTIVE DATE: END DATE: [ MEDICARE HIC # (FROM MEDICARE CARD)
MEDICARE B (MEDICAL) EFFECTIVE DATE: END DATE:
MEDICARE D (DRUG) EFFECTIVE DATE: END DATE:
MEDICARE D (DRUG) CARRIER:
PLEASE INDICATE REASON FOR MEDICARE ELIGIBILITY; [_JENTITLEDAGE [ J ENTITLED DISABILITY ] END-STAGE RENAL DISEASE (] DISABILITY AND CURRENT RENAL DISEASE

RERERTTIVITY hrhsil com



*Lussr NAME SOC, SEC.# GROUP #

SECTION 8 — DECLINATION OF COVERAGE PLEASE COMPLETE IF YOU ARE DECLINING COVERAGE [

THIS IS TO CERTIRY THE AVAILABLE COVERAGE HAS BEEN EXPLAINED TO ME. | HAVE BEEN GIVEN THE OPPORTUNITY TO APPLY FOR THE COVERAGE OFFERED TO ME AND MY ELIGIBLE
DEPENDENTS AND HAVE VOLUNTARILY ELECTED TO DECLINE THE COVERAGE AS INDICATED BELOW. IF | DESIRE TO APPLY FOR COVERAGE AT A LATER DATE, | UNDERSTAND THERE MAY BE
A DELAY IN THE EFFECTIVE DATE OF THE COVERAGE.

ﬁ ,VAME [T EMPLOYEE | REASON FOR DECLINING HEALTH: [T OTHER GROUP HEALTH COVERAGE — CARRIER: I MEDICARE [ MEDICAID
ow’ﬁ [T OTHER INDIVIDUAL HEALTH COVERAGE — CARRIER: [T OTHER (EXPLAIN)
11 AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE

NAME ] EMPLOYEE | REASON FOR DECLINING DENTAL: ] OTHER GROUP DENTAL COVERAGE [TMEDICAID (1 INDIVIDUAL DENTAL COVERAGE

1 OTHER (EXPLAIN) 11 AM NOT ENROLLED IN ANY DENTAL INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE
NAME [ SPOUSE | REASON FOR DECLINING: [ OTHER GROUP HEALTH COVERAGE [} MEDICAID ] INDIVIDUAL HEALTH COVERAGE

[ OTHER (EXPLAIN) 31 AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE
NAME [J DEPENDENT | REASON FOR DECLINING: (1 OTHER GROUP HEALTH COVERAGE ] MEDICAID LT INDIVIDUAL HEALTH COVERAGE

1 OTHER (EXPLAIN) 11 AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE
NAME ] DEPENDENT | REASON FOR DECEINING: (] OTHER GROUP HEALTH COVERAGE [J MEDICAID [ INDIVIDUAL HEALTH COVERAGE

[J1 AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE

] OTHER (EXPLAIN)

SECTION 9 — COVERAGE CONDITIONS

« 1 am an employee or a retiree of the employer named in this enrollment application. | am eligible to participate in the coverage(s) afforded by my employer's plan, which is either underwritten or
administered by Blue Cross and Blue Shield of Ilinois or Dearborn Life Insurance Company. On behalf of myself and any dependents listed on this enrollment application, | apply for those coverage(s) for
which | am eligible. I state that the information given on this enrollment application is true and correct. | understand and agree that any intentional misrepresentation of a material fact made by me will
invalidate my coverage(s).

« Only those coverage(s) and amounts for which | am eligible will be available to me. | understand that if this enrollment application is accepted, the coverage(s) will become effective in accordance with the
provisions of the Contract(s)/Plan(s).

+ | agree that my employer acts as my agent. | authorize necessary payroll deduction by my employer, if any, to cover the cost of my coverage(s).

« | understand that my participation in the coverage(s) is subject to any future amendment. | also understand that all notices given to my employer are applicable to me.

Any person who knowingly presents a faise 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 subjectto |
civil fines and criminal penalties.

APPLICANT'S SIGNATURE x DATE *

Blue Cross and Blue Shield of Minais, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

Life, Disabilty, Critcal liness, Accident, and Visian products are issued by Dearborn Life Insurance Company, 701 E. 22nd St, Suite 300, Lombard, IL 60148. Blue Crass and Blue Shield of llins is the trade name of Dearborn Life Insurance Company, an independent licensee of the Blue
Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an assaciation of independent Blue Cross and Blue Shield Plans.

Medical, Pharmacy, and Dentat products are offered by Blue Cross and Blue Shield of Winais, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 {voicemail)

300 E. Randolph St. TTY/TDD:  855-661-6965

35th Floor Fax: 855-661-6960

Chicago, Illincis 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 : Fax: 855-661-6960
Washington, DC 20201 ‘ Complaint Portal:  https://ocrportal.nhs.gov/ocr/portal/lobby jsf

Complaint Forms:  http://www.hhs.gov/ocr/office/file/index.html

BB hebsil.com 5



| l___l'fe. Theuworee Only Npplicodon,

3 - . : ‘x ooy ‘ B
Enrollment AppHucatu‘on/Ghange/CanceHatmn Request EL_? Unitedilealthcare
Mindis

’ aUnitedHealthcare Insurance Company
O Enroll | Address Change O UnitedHealthcare Insurance Company of fllinois
[l Cancel g o UnitedHealthcare of [llinois, Inc.
OName Change o UnitedHealthcare Insurance Company of the River Valley
CJ Change | Date of Change o UnitedHealthcare Plan of the River Valley, Inc

A TENTION MYSEN;’FATJIVEI: To ensure accurate pmcess'iﬁg d'i‘ébﬁcation:ﬂ plez-lsé 'r_e'\,'r'i'éwua_lI“s-;'éé:tiba.;ﬁ'ﬁ_é-an_ﬁ_r"rh the
employee completed the appropriate information, 2) complete the information in this section and 3) provide your signature and today's
date. If the employee is waiving coverage, do not submit the application but retainitfor your records.

f Group # | Department #

Company Name

Benefit Level/Class Cade, if applicable

lan Variation - . R orting.; Cc;de "
ical . Mmtom __ ' MBG%KJ\_, . Vesion Life/AD&D __ _ Suppl. Life .
Dent . I | Dental S\ Life Spouse Life . _Suppl. AD&D _______

{ [ cancellations: Last Date of Fmplayment
? Requested Effective Date of Cancellation

(1 New Enrollment/Additions: (Check one)

Date of Hire Requ!ested Date of Coverage ]
ONewHire  C)Status Change (PT to FT) | [Cancalall coverage |
O Return from Leave/Layoff g | CICancel alt listed below — Section B
I Birth [ Marriage [ Adoption | Reason: {check one) !T : )
O Court ordered dependent } | ODeath DO Employee Terminated ClDivorce
O Other [describe) . [ Moved out of service area
[1COBRA/State Continuation start date stop date ____ O Dependent reached dependent max age
(] Annual Gpen Enrollment Requested Effective Date of Enrollment | O Other (describe) ... L Y
¥ Employee Type OlUnion [ Salaried I Active [JCOBRA/State Cont. ;#Hours worked perweek _._____ .
C1Non-union (I Hourly 'JRetire Date __ . _ |
et b i - BESOR PR TR == e b et . — o —— e e e
‘; Signature T .. Date e
* e Employer Position _ ... PhoneNumber S
‘_r:l
Last Name | First Name o FMI -FSocial Security Numnber -
S ,.-__‘_!'._._______.._ I I S O Ao N T - )N .
Address i Apt# 1 City State ' Zip Code | Home Phane
; . e
= . N S D A B . S | call Phone
Date of Birth ! Sex Marital Status  (ISingle [ Divorced IMarried OWidowed e P ———
X / __/ - 5DM. OF Language Pref_erence, ifnotEnglish . . o yglork Phone - _ - B
Email Address | Race — Check all that apply (Optionall?
O American Indian/Alaska Native [JAsian (I Black/African-American
» | O Hispanic/Latino ONative Hawaiian/Pacific Islander O White

| [ Qther—Please specify . . P R R

Primary Physician' ; Primary Dentist’
Physician First & Last Name _____ e Dentist First & LastName  ____ N
o e | IDR i s Y I -

IIMPORTANT: Please see employerjrepresentative as some plans require a Primary Physician (Primary Care) and/or a Primary Care Dentist

(PCD) selection. :
2Data collected will be used anly to help communicate with enrollees and inform them of specific programs to enhance their well-being and

not for eligibility ar claim payment determination.

Coverage Provided by "UnitedHealthcare and Affiliates™

Medical coverage provided by UnitedHealthcare Insurance Company. UnitedHealthcare Insurance Company of lllinais, UnitedHealthcare of
lNinois, Inc., UnitedHealthcare Insurance Company of the River Valley, or UnitedHealithcare Plan of the River Valley, Inc.

Dental coverage provided by UnitedHealthcare Insurance Company
Life, Short-Term Disability (ST0), Long-Term Disability {(LTD) Insurance coverage provided by UnitedHealthcare Insurance Company

Vision coverage provided by UnitedHealthcare Insurance Company

|G EE.20.0L32/18 1ot Lol 230-1112200/20



1]]

# iy wménu&. Trevmee

|
Iﬁn i . List AllEnralling/Ehanging/Cancelling {Attach sheet if necessary) %M‘- ¥ -

Checl Enlaricnship’ LastName ! First Name
apprapriate Spouse 73
box Domestic _*__ o A U B —————
I Enroll = Social Security Number
[ Cance! |
Oowee  gh | 10— | =] | [ |
fluee Check  [JAmerican Indian/Alaska Native O Asian O Black/African-American
fg tt‘igtn‘;?)@ly I Hispanic/Latino [INative Hawaiian/Pacific Islander DWhite

P 0 Other—Please specify —— = .

Date of Birth
Y JUN S

NII_i Sex
oM OF,

Primary thsician'
Name:

lFirstName

Check Relatipnship? | Last Name |
apprnpriata: ) i
box ( Dependent |

| 'Mi [sex | DateofBirth
) 1 p—

[

N [

I LTD Buy Up P Salary$___ _Required only if
] . Life, STD, or LTD based on salary

CJEnroll Sacial Secq’riw Number Primary Physician'
[ Cancel ; Name: _. . ___._ ST <
13 | Do O T T
Q)\ Race—Check [1American Indian/Alaska Native C1Asian [1Black/African-American | Primary Care Dentist!
\)V- ,, all thatapply  (JHispanic/Latino (] Native Hawaiian/Pacific Islander L1 White Name: .
F {Optional) o
CJ0ther—Pleasespecity _ oo e WO e
‘\.Dw Check | Refationship? | Last Name ' | FirstName ' Ml [Sex | Date of Birth
o [ ool gt | b L (oMoRl
O': A CIEnroll ‘ Social Security Number Primary Physician'
(' ClCancel | Name: o e e B
- [JChange | | l_ | |—| 1= I _] > _L_im_ﬁ i S e e s e T e
Race-Check (3 American Indian/Alaska Native () Asian C1Black/African-American | Primary Care Dentist!
- allthatapply  CJHispanic/l atino [ Native Hawailan/Pacific Islander C1White Name'  _ _ e
{Optonal}? "
OOther-Pleasespecify ___ ... .. _ (oL e s
Check | Relationship? | Last Name FirstName MI | Sex : Datc of Birth
ApeTORMI2(e] Dependent | I SR —— | B AOMORE e e
Clenroll Sacial Secyrity Number Primary Physician'
Ocancel . _ ) ‘ Name: ____._. e o
Change | . |__l' '—'— L l_.l':l__!_ | l O e e e T e
Race - Check American Indian/Alaska Native [JAsian Ol Black/African-American | Primary Care Dentist’
'arl"t:‘ithif’ﬁ'y O Hispanic/Latino (I Native Hawaiian/Pacific Islander Ll1White i Name-
I s LI0ther—Please speciiy | 4U#
IIMPORTANT: Please see employerlrepresentative as some plans require a Primary Physician (Primary Care) and/or a Primary Care
Dentist (PCD) selection. , ‘
2For same cases, such as Qualified Medical Child Support, additional documentation may be required. Please see employer representative
for more information. l
IData collected will be used anly to help communicate with enrollees and inform them of specific programs to enhance their well-being
and not for aligibility or claim payment determination.
|[1| wial Al : Pleast check the hox for each coverage in which you or your dependents are enrolling.
’EC Prod %, S ll t.'.' Bl 1F your employer offers a choice of plans, indicate which plan you are selecting. Indicate the dollar amount
A m.,."_'.:_‘ e ction BIAN scldeted for the Life and Accidental Death & Dismemberment [AD&D), Supplemental Life, Short-Term Disability
h oot it e (STP), and Long-Term Disability (LTD) plans. Benefit ofierings are dependent upon employer selection.
Person Vision | Basic ufe/AD&D\ Supp Life/AD&D | Voluntary AD&D
e corrarr s : - - SE——: =2 N TP —
25K Employee O 0% . .. iD$___ as .
sK o “STOTSS  Domastio-Rartrer = N | | S— L S
1K » Dependent | 0 = ] os.
Persaon STD Buy

Namg and Addres}hf applying for LIfB\IHSUI ance Wni&Unilg(_J_Healthuare) -

Relationship

Hﬂ_lnsurancesenefimary Full
|
* Primary {

x_ Secundary
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ura!lgcm This section must he completed. {Attach sheet if necessary.)

0 ; this coverage begins, will you, your spouse or any of your dependents be covered under any other medical health plan or palicy,
including another QnitedHealthcareiplan or Medicare? TYES (continue completing this section) CINO {skip the rest of this section)

Name ofothercarrier_____ﬂ__\,_ o . o o

mation Type Effecti\)é Date | End Date - Er;le and dat.[-a.c;f birth of pol_icyholder

(B/S/F)* / for other coverage

e ~—

Other Group Medical Coverag‘e In
{only list those covered by other pla)

Spouse Name:

Dependent Name:

Dependent Name:

S ‘ / \ e

*B.Enter 'B’ when this dependent s cubmd'nﬁa'r/both you and your spouse_'s insurance pla n;érried-i
S. Enter 'S'if you are the parent awarded custody of this dependent and no other individual is required to pay for this dependent’s medical expenses.
I Enter ‘F'if this dependent is cavered by another individual (not a member of your household) required to pay for this dependent’s medical expenses.

Medicare - Employee Information: If enrolled in Medicare, please attach a copy of your Medicare ID card.

ClEnrolled in Part A: Effective Date —_____Olneligible for Part A* INat Enrolled in Part A {chose nol to enroll)
(] Enrolled'in PartB: Effactive Date 1 o __Oilneligible for Part B* C1Not Enrolled in Part 8 (chose not to enroll}
CJEnrolled in Part D: Effective Date — ____ Olneligible for Part D* DI Not Enrolled in Part D (chose not to enroll}
Reason for Medicare eligibility: O Over 65 OKidney Disease [ Disabled [ Disabled but actively at work

Medicare — Spouse/DependentName: _ . e

[JEnrolledin Part A: Effective Date: (O neligibte for Part A* CINot Enrolled in Part A (chase not to enroll)
CJEnrolled in Part B: Effective Date . ___ . _[Olneligible for Part B* O Not Enrolled in Part B (chase not to enroll)
O Enrolled in Part D: Effective Date_]: ___________ Olneligible for Part 0¥ [ Not Enralled in Part D (chose not to enroll)
Reason for Medicare eligibility: OJ Oiver 65 OKidney Disease [ Disabled O Disahled but actively atwork

are not eligible for Medicare.

)

*Only check "Ineligible” if you have received documentation from your Social Security benefits that indicate that you

AT TV

A e O AT

28

* g Wi 04l Declining coverage due to existence of other caverage: t| | understand that by waiving coverage at this time,

| will not be allowed to participate unless | qualify at

DS;J:ouse's Employer's Plan O Individual Plan |
a special enrollment period or as a late enroliee, if

I decline coverage far:

0 Myself O Covered by Medicare O Medicaid i B : i <
. o, applicable, or at the next open enroliment period,
L) Spouse ! DCQ_BRAfrom Ruier Engloggea DN EiiGibiks, { acknowledge that | have received the “lmportant
(1Dependent Children { O Tri-Care Information” statement e : i
i 1 {we) have na other coverage at this time which is includod Employee Initials | Date

(1 Myself and all
dependents OOther . _ . . o

|
. with this form

e : ] T };g
b ‘Pleosni u?g

Your enrollment in the plan is expressly condinoned upon your acceptance of all terms and conditions contained in this enrdlirieh
application. If you do not agree to the following lerms and conditions, you may not complete your enrollment \{\bﬁ\/l.’*\ L;‘-C/

TERMS AND CONDITIONS
As a condition of my and/or my dependents’ participation in the plan, and in consideration for the privileges that come fram participation in
the plan, I hereby agree for myself and/or for my dependents as follows:

| recognize and understand that the plan contracts with physicians and other providers that make up the plan network. | recognize that all
physicians and other providers that participate in the plan network are subject to eredentialing under applicable State ragulations and
pirsuant to the plan's netwaork credentialing process. Lunderstand that such credentialing mcludes a review of provider education, training
and licensure. However, by participating in the plan | hereby acknawledge and accept that the planis not a provitder of medical services, and
| am aware that obtaining or not obtaining medisal care involves significant risks such as serious injury and even death. | acknowledge that
the credentialing of physicians and dthar providers does notin any way reduce this nisk. | agres to assume all risks and responsibility for,
and hold the plan harmless from, any and all claims for damages, including personal injury ar death, medical expenses, disahility, lnst wages,
ard loss of earning capaeity which tay be incurred or associated with madical traatment obtained theaugh a participating physician ar ath
prowvider. | recogmize that all phy5|ci1ns and other providers that participate in the plan networl are independert contractors and not the
nlan’s employees or agents and are solely responsible for any malpractice, adverse autcomes. or any other cliums arising fram medical
reatment candered to me and my dependents. | HEREBY AGREE THAT THE PLAN IS NOT RESPONSIBLE NOR LIABLE FOR ANY ADVICE,
COURSE OF TREATMENT, DIAGNOSIS OR ANY OTHER INFORMATION, SERYVICES OR PRODUCTS THAT I OR MY DEPENDENTS OBTAIN
T-IROUGH A PARTICIPATING NETV\{ORK PHYSICIAN OR OTHER PROVIDER. °

{continued on next page)
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[ lanaiors (Continued) .| L[

f recog‘nize and understand thatthe &!an does not recommend, endorse or make any representation about the appropriateness or suitability
of any specific tests, products, procedures, treatments, services, or opinions. | recognize that the plan, plan documents, and any health and
wellness information provided by thelplan, are not intended or implied to be a substitute for professional medical advice, diagnosis or
ireatment. | agree to confirm any medical informatian obtained from ar through the plan with other sources, and will review all information

|

regarding any medical condition or treatment with my physician. | HEREBY AGREE TO NEVER DISREGARD PROFESSIONAL MEDICAL ADVICE
OR DELAY SEEKING MEDICAL TREATMENT BECAUSE OF SOMETHING | HAVE READ OR ACCESSED THROUGH THE PLAN.

i confirm that the infarmation | have provided on this form is complete and accurate

| understand that the health benefit flan that | have selacted provides reimbursementfor certain medical costs, which are more fully
described in the current Certificate of Coverage. | understand there may be instances where treatment decisions made by my physician or

5{ me or medical expenses which | havd incurred may not be covered by my health benefit plan.
Ij | understand that information collected in connection with administration of the benefit plan may be used to bring to my attention health
fg( products or services that might be vdluable to me and otherwise as permitted by law. | understand that you may combine that information
with other information so thatitis notlanger individually identifiable and use it for commercial and other purposes.
{ acknowledge that ! have received the "Important Information” statement which is included at the end of this farm.

%_ Date

In order to make choices about yaur bealth E

Employee Signature for all applying and waiving Spouse Signature if applying far coverage)

are coverage and treatment, we believe thatitis ir

- r."

mportant for you to understand how your plan

23

il i

operates and how it may affect you. In an ever-changing environment, the information can never he complete and we urge you to contact us
if, after enroliment, your Certificate of Coverage or other materials da not answer your guestions. Further information is available at
www.myuhe.com or at the toli-free Customer Care number located on the back of your identification card or an other plan materials.

1.

| {we) requestt

We do not pravide health care sérvices or make treatment decisions. We help finance and/or administer the health benefit plan in which
you are enrolled. That means:
o We make decisions about whether the health benefit plan you chose will reimburse you for care that you may receive.
« We do not decide what care you need or will receive. You and your provider meake those decisions.
We may enterinto arrangements where another entity carries out some of our duties, but those entities must operate consistently with
our commitment to your plan. !
We may use individually identifidble information about you to identify for you {and you alone) procedures, plroducts, and services thatyou
may find valuable.
We contract with networks of physicians and other providers. Qur credentialing process confirms public information about the providers’
licenses and other credentials, butdoes not assure the quality of the services provided.
Physicians and sther providers in our netwaorks are independent contractors and are not aur employees or agents. We do not control nor
do we have a right to control your provider's treatment or plan.
We may enter into agreements with your physician or ather provider to share in the costsavings that our approach may generate. We
encourage providers in our netwaork to disclose the nature of those arrangements with you. If they do not, we encourage you to talk to
your provider about these arrangements.
We encourage physicians and other providers to talk with you about care you or your provider think might be valuable.
We will use individually identifiable information aboutyou as permitted by law, including in our operations and in our research We will

r commercial purposes including research.

p coverage

contributions to be deducted from earnings.

| {we) authorize all providers of heal_ih services or supplies and any of their represen@aiives ta give the following to the HMO/insurance
companylies): any available information about the health history, condition, or treatment of any persons named in this request. | {we)
authorize the HMO/insurance companylies) to use this information to determine eligibility for hesith coverage and eligibility for benefits

under an existing policy. )

[ {we) also authorize the HMQ/insurance companylies) to give this information to its (their) representatives or to any other organization for
the reason notified above. | (we) agree that this authorization is valid for 30 months from the date balow. | (we) know that | {we) have the
right to ask for and to receive a copy of this authorization. .

| understand that the Certificate of Coverage and other documents, notices, and communications regarding my health benefit plan may be
transmitted electronically.

| {we) have not given the agent or any other persons any health information notincluded on the Request for Coverage. | (we) understand
that the HMO/insurance company{iés) is not bound by any statements | (we) have made to any agent or to any other persons, if those
statements are not written or printed on this Request for Coverage and any attachments.
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