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HEALTH PLANS

Employer Group Enrollment Application

The purpose of this formis for Alliant Health Plans to evaluate rating for the company’s request for group insurance coverage.

Please answer all questions.

This form must be signed and dated by an officer of the company.

Please complete in blue or black ink only.

Section A:  Company Information

Company name

Group administrator name

Employer tax ID no. (required)

Company street address

City

County

State | ZIP code

Billing address — If different from above

City

County

State | ZIP code

[] Labor union trust

[] Other

Organization type: [] Corporation [] Partnership [] Proprietorship [] Government unit/agency [ Limited Liability Company (LLC)

SIC code — required only if applying for large group coverage

Type of business (be specific)(applies to large group)

Date business established

Company contact name Title
Primary phone no. Fax no. Emall address
Additional company contact name Title
Primary phone no. Fax no. Email address

Does group have a cafeteria plan under IRS Section 125?

] Yes] No

please enter the start and end dates.

Do you have any affiliates that qualify as a single employer under subsection (b), (c), (m) or (o) of Internal revenue Code Section 414? [ Yes ] No
Ifyes, please give the legal names, federal tax ID no. and number of employees employed by each.

Open Enrollment

Our standard open enrollment period is at least 31 days before the Group's renewal date, which is held Start date End date

no more often than once in any 12 consecutive months. If you want a different open enroliment period, | (MM/DDIYYYY) (MM/DDIYYYY)

Section B: Application Type

L] New enroliment

Requested effective date
(MM/DDIYYYY)
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Employertax ID no. (required)

Section C: Type of Coverage

1. Medical Coverage — Please Check your selected product code(s): (Large Group and SHOP plans —enter plan choice in “other”)

([ 50001 1 50003 L1 50004

([ 50005 1 50006 L1 50008

] 50009 Other: Other:
Choose your medical contribution for each month — only one choice is allowed.
Contribution option 1:  Traditional option — We will contribute (50% to 100%); % per employee and % per dependent (optional).
Contribution option 2 Percentage of plan option — We will contribute: % to plan)

2. (Small Group Applicants ONLY) Dental Coverage — check all that apply

Do you offer dental coverage to your employees?

(1 NO

|:| YES (if selected, please complete Pediatric Dental Opt-Out Form)

Section D: Eligibility

T
1. Total number of employees
(including employed owners/officers):

2. Number of eligible full-time equivalent employees
(minimum 30 hours per week) :

Are part-time employees to be covered? [1Yes [INo

3. Number of employees ENROLLING:
4. Number of eligible DECLINING employees:

5. Number of INELIGIBLE employees:

6. Will coverage be restricted to a certain classification
of employees or employees working a certain number
of hours per week?

[1Yes C1No

If yes, please explain what class(es) or number of
work hours are required (must be at least 30 hours)

7. Probationary period/waiting period for new employees: (check only one)
1 None 1 First of month after hire date

1 30days 1 60 days 1 90 days

8. New eligible enrollees will become effective on: (check one)

[ First of month following completion of waiting period/probationary
period

1 Day following completion of waiting period/probationary periods (required
for 90 day waiting period)

The “standard” effective date is first of the month following the waiting
period/probationaryperiod.
9. Under Medicare Secondary Payer rules, which one applies for your
group? (check one)
1  Medicareis primary (less than 20 employees)
1 Alliant Health Plans is primary (20 or more employees)

Alliant Health Plansis primary coveragefor groups with 20 or more total employees on each
working day in each of 20 or more calendar weeks in the current calendar year or the preceding
calendar year.

10. Isyourcompany currently subjectto COBRA? (Employed 20 or more total
employees on at least 50% of the working days in the previous calendar year?)

Check One: [JYes [JNo
11. Do you want Alliant to administer COBRA? (add! fee may apply)
C1ves [No

12. Does your business qualify as a small group?
(50 or fewer, Full-time equivalent employees)

CIYes [INo
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Employer tax D no. (required)

Section E: General Agreement

Please read this section carefully before signing the application.

Please check the box that applies:

Tothe best of our knowledge and belief, all information on this application is true and complete, and Alliant Health plans may rely on this
application in deciding whether to provide coverage. If the application is not complete, Alliant Health Plans reserve(s) the right to reject it and
notify us in writing. We understand and agree that no coverage will be effective before the date determined by Alliant Health plans, and that
such coverage will be effective only if we have paid our first month’s premium and this application is accepted. We understand that the
premium rates calculated for the employer are contingent on the accuracy of eligibility data submitted on employees and covered
dependents to Alliant Health Plans. Any misstatements on the employees’ applications or failure to report new medical - information prior to
the employee’s effective dates may result in a material change to the group’s coverage or premium rates as of the effective date of the
group coverage. We further understand and agree that we should keep prior coverage in force until notified of acceptance in writing by
Alliant Health Plans and that no agent has the right to accept this application or hind coverage. If this application is accepted, it becomes a
part of our contract with Alliant Health Plans. The contract may be immediately cancelled for fraud.

If we decide to cancel our group coverage after coverage has been issued, we understand that the cancellation will become effective on the
last day of the monthin whic h Alliant Health Plans received the written notification of cancellation, and that no premiums will be

refunded for any period between Alliant Health Plans’ receipt of the notification and the last day of the  month when the cancellation takes
effect. If there are any premiums after the cancellation date, we understand that Alliant Health Plans will refund these premiums after 45
days from the premium deposit date.

e We agree to make the insurance coverage available to all eligible employees and their eligible
dependents and to distribute information and documents to enrolled employees as needed;
and,

e To maintain records and furnish to Alliant Health Plans or their designated agent(s), any
information required in connection with administration of the insurance coverage; and, to
provide notice of applicable conversion rights to eligible employees and eligible
dependents; and,

e We will receive, on behalf of members, all notices delivered by Alliant Health Plans, and
immediately forward such notices to persons involved, at their last known address, including
certificates of coverage.

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 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.

Sign Company officer signature Printedname Title Date (MM/DD/YYYY)
here I
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Employertax ID no. (required)

Section F:  Agent/Producer/Broker Certification

1. 1am not aware of any information not disclosed by the client in this application that may have bearing on this risk.

2. Ihave not completed any of the information contained in the application except with the permission of the applicant and as noted by my initials and date on
the application.

3. Ihave not signed any of the applications for an employer representative or individual applicant. If after submission of this application, | request any
additions or changes to any of the above information, I will do so only with the written consent of the applicant, and | authorize Alliant Health Plans to
attribute such additions or changes to me.

4. |have advised the employer that a failure to provide complete and accurate information may result in a loss of coverage retroactive to the effective date
of coverage or re-rating of the employer's premium retroactive to the coverage effective date and that coverage shall not be effective until Alliant Health
Plans reviews and approved the application and the employer receives a written notice from Alliant Health Plans.

5. lam the appointed agent/broker and am receiving commissions for the submission of this client. No portion of my commission payments from Alliant Health
Plans shall be paid to an agent/broker/producer not appointed/approved by Alliant Health Plans.

6. Ihave advised the client not to terminate any existing coverage until receiving written notification from Alliant Health Plans that the  coverage being
applied for by this application is accepted.

Writing agent/producer/broker

Agency name

Agent/producer/broker name

Agent/producer/broker ID # (Tax ID)

Street address Street address 2
City State ZIP code
Phone no. Fax no.

Email address

Signature Date (MM/DDIYYYY)
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Visit us on the web:

AlliantPlans.com

Alliant Health Plans
600 TownPark Lane
Suite LL-1000
Kennesaw, GA 30144

877-668-1015



Language Assistance
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de AlliantHealth Plans, tiene derecho a obtener ayuda e

informacionensuidioma sin costoalguno.Para hablar conunintérprete, [lameal (800) 811-4793.

Né&u quyvi, hay ngudi ma quyvi danggitup d&, c6 cauhdivé Alliant Health Plans, quy vi s& cé quyén duwocgitp va cé thém thongtinbang ngdn ngi
clia minh mién phi. D& néi chuyén véi mot thong dich vién, xin goi (800) 811-4793.

Brot Fot £= Aot 10 A= OE ALE 0l Alliant Health Plans Ofl 2o Al 2201 QJICHA Flot= Jdedet S H EE2E Aot 02
HE U0 S = A= 2t JASUICH DEH S S AL2E 01 J10kI1 ?16H A =(800) 811-4793 2 M SIS Al L.

MRE FREEEBDHHESER, ARNRFEASBMIER A TEAlliant Health Plans | FERIME, EHEEFREUGHEESIIEDMAR
o A IENEE, FEER (ELLEA T (800) 811-4793,

Aol (Aot YA ARl eHl Hee ot HUEAl Racatall AR s1R B, AR Ll cltuRoredR QA geuRal
ofesAAML allcdAd s:dl, Sl $3A (800) 811-4793.

Si vous,ouquelqu'unque vous étes entraind’aider, a des questions a propos de Alliant Health Plans, vous avez le droit d'obtenir de |'aide et
I'information dans votre langue a aucun co(t. Pour parlera uninterpréte, appelez (800) 811-4793.

ACOP: WCTCACOP L TRATINOTE (1\Alliant Health PlansTPEhATU¢ £A TGP NE TP ACAIT a2 8 ¢ 77 it a’t AdTuUs: hAN-TCAT.
2C A% D7 (5 (800) 811-4793 SR Mh=:

S 3T, A 31U GRT YETAd HHU Sl Te bebdl] oerdd &b Alliant Health Plans S SR H Uel € 1 3MUb U (U= W11 H Hd H Fgryell
3R YT U IR BT HABR 81 HHd! HTYVT I 1 B & T, (800) 811-4793 TR &I B |

Si oumenm oswa yon mounw ap ede gen kesyon konsénan Alliant Health Plans, se dwa w pou resevwa asistans akenfomasyonnan lang oupalea,
sanoupagen poupeye pousa. Pou pale avek yon entepret, rele nan (800) 811-4793.

Ecnvy Bacunm avua, KOTopoMmy Bbl NOMOraeTe, MMe toTca Bonpochl no nosogy Alliant Health Plans, To Bbl me e Te npaBo Ha 6ecnnaTHoe nonydeHve

NOMO WM U MHDO pMma LMK Ha Ba luem A3blKe. [11a pasroBopa C e peso a4 MKOM No3BoHuUTe no tenedoHy (800) 811-4793.

bod odeedl 5 Dasuroaabess |l FosuAlliant Health Plans « <is o8l Jriss) drosd gdis) dabgas 5) dagdise! O duzs g wicdlagasol &
clla, Jderadiag aaze | Cud (800) 811-4793.

Se vocé, ou alguéma quemvocé estd ajudando, tem perguntas sobre o Alliant Health Plans, vocé tem o direito de obterajuda e informagdo em seu
idioma e semcustos. Para falarcom um intérprete, ligue para (800) 811-4793.

\uﬁ)qﬁ\ f Aﬁ‘ ;&H}_ﬂeu{;\ ‘.—""}‘;‘%’Aé—&(,ﬁ-‘ ¢ L)f\d-’JejJJ Alliant Health Plans¢ 2} (& dL}éﬁjCé‘LﬁJ)‘ A‘JLﬁﬁ da;ﬁdj‘l:d\ &\ ‘i“.—"’J.‘T'CJC}J Bl
Godas ) )l o€ s diga! @e (800) 811-4793. <l i) Ldp) @

FallsSie oder jemand,dem Sie helfen, Fragen zum Alliant Health Plans haben, haben Sie das Recht, kostenlose Hilfe und Informationenin lhrer
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer (800) 811-4793 an.

CARNE. TEIEEEHOBOEY DA TH AlliantHealthPlans IZDWT ZERMN ST WL, CHFEDEETHR— 22T
YU, BEREAFLEYTBEIENTEETT, HEEIIOMYFEA, BREBFSINDIBA. (800)811-4793F THEFEL L&Y,

TTY/TDD
ATTENTION: Ifyou speak Spanish, language assistanceservices, free of charge, areavailableto you. Call 1-(800) 811-4793 (TTY/TDD: 1-
(800)811-4793).
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Non Discrimination

Alliant Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. Alliant Health Plans does not exclude people or treat them differently because of race, color, national origin, age, disability, or
Sex.

Alliant Health Plans cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color,
nacionalidad, edad, discapacidad o sexo.

Alliant Health Plans tuan tha luat dan quyén hién hanh cla Lién bang va khdng phan biét d&i x{r dwa trén chldng tdc, mau da, ngudn
gbc qudc gia, do tudi, khuyét tat, hodc gidi tinh.

Alliant Health Plans 2(£) 22 iy STHHE EciH T, LR M, E4 STt A, ol E= LS O|fR 2 AEsHK|

St &LCh.

Alliant Health Plans ‘2P E AR REERRE, TRER. B, RRmEE. S, BE SIS £A.

Alliant Health Plans @12, Usdl AHALL <lolfs 24512 5121 218 4ol 9 i 2ld, 201, 2B 1oL, GHR, 2A25ddl 284l (ALl 2UA1R
HEQIA AUMAHE pUAAL 2.

Alliant Health Plans respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur
la race, la couleur de peau, |'origine nationale, I'age, le sexe ou un handicap.

Alliant Health Plans ?4.8.4-0\ ALOLA aP(1=F7 ao-(1F 299.000C ALPT APT7 OHC: N8 PAIP: (HC Y417 NAL9LE (AhA 8T
D90 N27 TTITDTI° AD+ K PIAIP::

Alliant Health Plans ST9] g1l T3 HENY AR TR lefet T GTeled e & 3R S, 37, IET e, 317, Taeheriarar, I
foiaT o 3R 9 Sererrd oTgT LT &

Alliant Health Plans konfom ak lwa sou dwa sivil Federal ki aplikab yo e li pa fe diskriminasyon sou baz ras, koulé, peyi orijin, laj,
enfimite oswa séks.

Alliant Health Plans cob6atoaaet npumeHumoe dpeaepanbHoe 3aKOHOAATENbCTBO B 061aCTU rpaX)AaHCKMX Npas v He AonycKaeT
AVUCKPUMMUHALLMM MO NPU3HAaKaM packl, LBETa KOXMU, HaLMOHaNbHOW NPUHAANEXHOCTH, BO3pacTa, MHBAaAUAHOCTM AW NoAa.

Ol sy (3 i) Aiaall A1 jadll J genal) Loy JIs S (Ao bl 3uall i o i Alliant Health Plans s il Jualll (ida gl sf gl 5f 281 uial),

Alliant Health Plans cumpre as leis de direitos civis federais aplicaveis e ndo exerce discriminagdo com base naraca, cor,
nacionalidade, idade, deficiéncia ou sexo.

3 on) B sia (e J1 ) ada gy ye Cumsi e 2S5 Alliant Health Plans 45 sSa (a5 pebal )33 80 ) e 5y calial ¢ idda ¢ 3 550 |y gt
A8 JA8 ad 2 5,

Alliant Health Plans erfillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von
Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht ab.

Alliant Health PlansIZE R SN 2B M A REZEEST L. A&, o, HEE. F&. BEELIEERN ITEOICERNZE
W:=LEHA,
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