Small Business Group Application Group #

...
Please complete all information. We cannot process incomplete applications. % KAISER PERMANENTE.

Group name (legal business name) Phone
DBA/Alternate name Fax
Street address City County Sta;te Zip code
Mailing address, if different than above City State Zip code
Type of business SIC Code in business since E-mail address

Date you would like your contract to begin:

Business Structure :

a Corporat.io.n [ Partnership. - { Ltd. Pa_rfhership [ Proprietorship - [J Seif-émplbyed Group of One

If corporation: state in which you are incorporated ‘ - Date incorporated

[1Branch (] Subsidiary - Parent company name

Street address . - o T City ~ State ©  Zipcode ° _ ‘Phone

Principal Owners or Stockholders

[ i non-profit, please che_ck‘bé_x: and bfov_ideiinformat_i'on for key contact person(s).

Full name | = o 3 3 | ‘ Title

Str_eef address — L ~ City ~ State : Z'ip. codé .. Phone
Full name | B _ _ = o ' o | Tifl'e'

Streét.ézuidrésé : | | o - City . - State :Z_Epk:'ddé .PhOn_e.

Broker Information, if app]icable

5—\2\}(’/ oef‘ ' coee 23T l—'f 145 - 303 'D! 1025

Broker ' R "~ Phone Fax
/RQW "Br\sumnc,e/ - 640\'@@ T‘OW! f\SULthE. om
Firm E-mail address :

Mailing address State - - Zip code S

W ir\ue(msbf 6 J‘*Q\(oS’ Fﬂa\aoood Co 80![)-—



Plan Information

Indicate which plan(s) you want to of‘Fer (Please check off and print plan name anol/or number as appropnate )

[ Classic IR G ) [l Chamber Plan?

LI Classic_ , S GRS RO ) Deducﬂble/ComSurance
[ .Bas'io o ERE e DDeducﬂble/Comsurance
CStandard .. - -~ 0o [ MultiChoicesM PC}S3
CPlus._. . L o O e

L1 HSA- O.uallfled Deductible plans L O

o C Out-of-Area PPO 3.4

Supplemental beneflts L None ' R . ) -
1 Dental Plan L '. e ' (prlnt plan name) . l:l Optical -
l_l Ch|ropract|c v uAcupuncture' D Basm Plan Optron § ' o

! Acupuncture and/or chwopractlc not’ avallable wuth HSA-Qualified plans 3 KPIC Colorado Purchaser Appl:catlon rnust be completed
2 Available only in the Calorado’ Sprmgs service area U ANo supplements are avallable wrth Out—of Area PPO plans .

5 This no-cost option will be added to'the Basrc Plan coverage unless you contact us-to declme
: Denver-based companles cail 303 333-3700 — Southern Colorado-based companles call 719 867 21 DD

Same Gender Domestic Partner Coverage

Lll\!o E .

Do you W|sh to selec‘l: Same Gender Dom' tlc Partner Coverage'? I: Yes

IVled|care

Effectwe January 1, 2006 Medmare Part D prescrlptaon drug coverage is avallable o Meohcare ellglble retlrees/
-employees. Small Busmess Group employers have two options for Medicare Part D pharmacy benefits. Employers
may elect to enroll. Medscare eligible retirees/employees in Medicare Part D pharmacy through Kalser Pérmanente, or
apply for: the Group Retiree Drug Sub5|dy from the Centers of Medicare and Medlcald Services (CMS) '

Choose one: [ elect to enroII our Medlcare eligible retiree/employees in Medicare Part D.
i elect to apply for the Group Retiree Drug Subsidy for our Medicare ehglble retlree/employees
L our group does not currently have any Medlcare ellglble retlree/employees

El|g|b|l1ty Requlrements

Group deflned el|g|b|l1ty G All empioyees worklng at least 24 hours I:I Other

New employees will become eligible the flrst day of the month followmg
[IDate of hire: [130days [160days = [190days (JOther_

Total number of employees enrollinig in Kaiser Permanente at thistime ___. ' Total number of retirees

Total 'number of eliglble e’mployees waiving with credible' r:overag’eB

& Colorado D|V|5|on of Ensurance requtres srgned waivers for: 1} all eligible walvmg employees, and 2) enrollmg employees
spouses/dependents not enrolllng wrth Kaiser Permanente at this trme

Employee Rate Information

By Colorado State regulat:on monthly rates are based on the .ages and famlly size (status) of your employees who |
enrollin Kaiser Permanetite. All small groups are offered the samie age- -barded rates. If your group has 10 of more "
eligible employees, we can provide composite rates based on a group’s average age-and family status of enrolling
employees. This rate applies to. each enrollee, accordlng to family status, regardless of age.

If your group has 10 or more ellglbie employees please indicate which rate structure your group wants for the
12-morith contract: : : :
[1Composite rates? [] Age-banded rates

7 Compoasite rates will also be generated for supplemental benefits.



Billing statements to be malled to: Person/Title . Phons Fax

Mailing address - . . . Gty . - Sate . Zipcode

Contrac’fto‘be'mailed to: Person/Title

Mamng address S i :‘: B Clty le code -

To comply w:th Colorado Dnnsmn of Insurance reportlng reqwrements, prowde the followmg mformatxon

fouits;i'dea Colorado _

Total number of employees worksng at least 24 hours W|thm Color:‘ do .

: Opt|ons ava|Iab|e - R :
[1Fixed dollar contrsbutlon must’ be at least $125 per month per subs._cnber $ : S
D Percent of contrlbution must be at. Ieast 50 percent of: the Iowest plan oﬁered per month per subscnber %

F’rewous carner S L PIan# R Renewal date : . or
IR, Check here |f your company has been w:thout coverage three months or longer

DYes I:l No s your company domlc||ed in Colorado‘? - G e S . o
DYes I:l No Was thls health beneflt plan marketed through your place of busmess"
[I¥Yes O No Are you treatlng thls health beneflt plan as part of a plan or program under Sectlon 162

Sectlon 125 or Sectlon 106 of the Umted States Revenue Code'?

Sectlon 162 Employer purchased the insurance for the employee and: pays the premium; employer
deducts the premium as cornpensatlon to the: employee and is taxable income to the employee. .

Sectlon 125 Cafeteria:Plan or Flex Plan: employees can choose from among two or more: benef:ts

Sectlon 106: Employer contrlbuted to the employee 5. plan and employer contribution is excludecE
from: the employee 3 gross pay.

[1Yes CINo- :Ioes your exlstlng carrier- currently cover any former employees or. dependents under contlnuat:on
of -beneflts (COBRA) m accordance W|th state oF federal regulatlons‘?

[ _porate offlcer havmg authonty to contract w:th Kalser Permanente I agree that our’
prepald monthly dues will be submttted by the last workmg day of each month, prior to the month of coverage,
and | will abide by the: contract’ prowsmns I consent that any person: may give mformatron to Ka|ser Permanente

concernlng the prlnc1pa| owners and stockholders credit h|story ' : = S

Pl_ease print ha‘me' (Co'm'p_any represe'nt'ative). ' B ' o 'Si'gfnatUre' —

lmportant Have. you mcluded paperwork mdrcatmg your company isa bona F de busrness7

COLORADO INSURANCE LAW REQUIRES ALL CARRIERS IN THE SMALL GROUP MARKET TO ISSUE ANY HEALTH
BENEFIT PLAN IT MARKETS IN COLORADQO TO SMALL EMPLOYERS OF 2-50 EMPLOYEES, INCLUDING A BASIC OR
STANDARD HEALTH BENEFIT PLAN, UPON THE REQUEST OF A SMALL EMPLOYER TO THE ENTIRE SMALL GROUPR,
REGARDLESS OF THE HEALTH STATUS OF ANY OF THE INDIVIDUALS IN THE GROUP. BUSINESS GROUPS OF ONE
CANNOT BE REJECTED UNDER A BASIC OR STANDARD HEALTH BENEFIT PLAN DURING OPEN ENROLLMENT
PERIODS AS SPECIFIED BY LAW.

090C-3BGAnp 2008 Kaser Pectanente {5 Recytled Paper



COLORADO PURCHASER N
APPLICATION KAISER PERMANENTE

Insurance Company

Applicalion is hereby made for group coverage hased upon the following stalements and representations: This group qualifies as a
small group under applicable Colorada law: [(JYes [ No

SECTION 1 — PURCHASER’S INFORMATION

Group ID#
{To be assigned by KFHP)

Purchaser's legal business name:

Business address:

Street City ’ State Zip

Mailing address:

(If different) Street City State Zip
Executive contact person:
Title: Phone: { } Fax: { )
Billing cantact person:
Title: Phone: { ) Fax: { )
Federal Tax ID number: Primary SIC Code:
MNature of business: Years in business:

KFHP service Outside
area service area* TOTAL

A. Total number of permanent employees eligible to
participate in a purchaser-sponsored heaith plan

B. Total number of employees requesting KPIC group
health coverage:

C. Total number of eligible employees enrolled in
a purchaser-sponsored group health plan(s):

* Quiside service area refers to employees residing outside of Kaiser Foundation Health Plan’s {KFHP's) service area.

SECTION 2 — REQUESTED EFFECTIVE DATE

If requesting an anniversary date other than the usual 12-month period from the effeclive date, please indicate the reason for
request under Section 7. Requested effective date: / /

SECTION 3 — PLAN INFORMATION

Plan choice Plan # In-nelm!ork Dut-at:pockel Coinsurance
deductible maximum
Individual

(] MultiChoices POS

Family

PAGE1



SECTION 3 — PLAN INFORMATION (continued)

Plan choice Plan # in-network Out-of-pocket Coinsurance
deductible maximum
Individual
[] Added Choice® POS
Family
Individual
D Added Choice Triple Option
Family
Individual
[7] rPO
Family
SECTION 4 - PREMIUM
Monthly rates: | Employee EE + EE + EE + 5P
only (EE): § spouse {SP): § Child(ren) (CH): § +CH: %

SECTION 5 - GROUP ACKNOWLEDGEMENT

} understand and agree, on behalf of the employer, that the statements in this application are true and complete to the best
of my knowledge and belief. | understanct and agree that such statements and answers: (a) will become part of any Group
Agreement which may be ultimately issued by KFHP; (b) will become part of any policy or policies which may be ultimately be
issued by KFIC; and (c) are made to induce KPIC and/or KFHP to issue the group coverage, for which this application is made.

Likewise, by payment of the first premium and my subsequent acceptance of the Group Policy, | hereby designate KPIC as the
“named fiduciary” for appesls arising under the Group Policy, if applicable.

Signed at: on / /
City State Month Day Year

By (print full name of officer or person authorized to purchase plan):

Signature: Title:

SECTION 6 — BROKER INFORMATION
Broker name: 5‘/6\/@0 J' RO?L}’

Broker firm/company name: /‘R.GI\%V‘ TrsSurance
Broker address: | Vo TWECNESS . East “b&(lg énal@u?ood CO 80”9—/

Street City d State Zip

OR L&D license number: (or) Kaiser Permanente broker number: L'{L‘LQ- ”3

| authorize the individual named above to act as a broker of record
for our heslth plan coverage, through KFHP, and KPIC, effective:

Signed at: 6(\4 4] on / /
‘thy State Morth Day Year

By: Title:

(Signature of officer or person authorized to purchase plan)

SECTION 7 — COMMENTS/SPECIAL INSTRUCTIONS

PAGE 2
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Colorado

Commission Disclosure
Small Group Accounts < 50 Lives

As part of this health insurance solicitation,we are required by state law to
advise you that should you purchase health insurance from me, that Roper
Insurance & Financial Services will receive compensation in the form of a

commission.
Commission Schedules
Aetna 6% or premium paid
Anthem $25 per enrolled employee per month

Destiny Health

$25 per enrolled employee per month

Annual Premium

Commission %

First $50,000 5.0%
Guardian Next $200,000 3.5%
Next $250,000 2.0%
Next $2,000,000 1.0%
Next $2,500,000 0.5%
Humana $25 per enrolled employee per month
Kaiser $24 - $27 per Subscriber (based on production)
Health Maintenance Organization (HMO) - 4% of Premium
PacifiCare Preferred Provider Option (PPO) - 6% of Premium

Principal Financial

Annual Premium

First $150,000
Next $100,000
Over $250,000

Commission %
5%
3%
1%

Rocky Mountain
Health Plans

$23 per enrolled employee per month

United Healthcare

$24 per enrolled employee per month

I acknowledge receipt of this notice:

Signhed:

Print name:

Producer:

Print name:

date:

date:




