FWELBORN
y _,_/ HEALTH PLANS

UNDERWRITING SUMMARY SHEET

Welborn Health Plans Agent/Broker:

Sales Representative:

Employer Group Name: Tax ID #:

Street Address: SIC Code Industry Factor
City: State: Zip Code:

EMPLOYER INFORMATION

Type of Business: Contact Person/Title:

Contact Phone #: Contact Fax #: Contact Email:

Requested Effective Date: Current Plan Anniversary Date:

Dependent Limiting Age: Dependent Student Maximum Age:

Dependents to Age: [ | Date of Birth (Standard) Full Time Student to Age: [_] Date of Birth (Standard)
[ ] Thru End of Month [] Thru End of Month
[ ] Thru End of Year [ ] Thru End of Year

Eligibility for Coverage BEGINS on:

[ ] Date of Employment [] 1st of Month Following Date of Hire

[] Days after Employment Begins [ | Other

Eligibility for Coverage ENDS on:

[ ] Date Employment Terminates [ ] End of month employment terminates

[] Days after Employment Termination [ ] Other

Employer Contribution:  Portion of total Monthly Premium %
Portion of Employee Only Premium % $
Current Carrier(s): Current Rates:
Employee $ Employee & Spouse  $
Family $ Employee & Child(ren) $

How Long with Current Carrier(s)? years Number of carriers in the last 5 years

Has Group Been Insured By Welborn Before? [ ] Yes [ 1No

Are any current or former employees or dependents eligible for Medicare? [] Yes [1No
If yes, how many current or former employees or dependents are eligible for Medicare?

Total Employees — All Locations:
a. Total Part-Time Employees: Eligible Retirees:
b. Total Full-Time(Eligible)Employees: Employee Turnover Rate:

Minimum Employer Contribution. In order to make the premiums more affordable to employees, the Employer agrees to
contribute from its funds a minimum of either 50% of the “Employee only” monthly premium.

Minimum Group Participation. If less than seventy-five percent (75%) of all eligible employees of Employer participate in
the health plan(s) made available to such employees by Employer, Plan may elect to terminate this Group Contract.

Eligible Employee(s). Means an employee who is employed to work at least thirty (30) hours each week and who meets
an applicable waiting period required by their employer before gaining coverage under a health insurance policy. The term
does not include an employee who works on a temporary or substitute basis or a seasonal employee. The employee(s) is
someone who lives and/or works in Welborn Health Plans service area.
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FWELBORN
A HEALTH PLANS

BENEFIT DESIGNS

Attach a Summary of Benefits for each Plan Design currently offered to employees and/or complete
the table below showing Copayments/Coinsurance (if any) for each of the following:

In-Plan (Participating Providers) Out-of-Plan (Non-Participating Providers)
Annual Deductible Single/Family S F Annual Deductible Single/Family S F
Annual Maximum Out-of-Pocket S F Annual Maximum Out-of-Pocket S F
Inpatient Services (Per Day or Per $ o || Inpatient Services (Per Day or Per $ %
Admit) Admit)

Primary Care Physician Office Visits $ % | Primary Care Physician Office Visits $ %
Specialist Office Visits $ % || Specialist Office Visits $ %
Hospital Emergency Room $ % || Hospital Emergency Room $ %
Outpatient Physician Services $ % || Outpatient Physician Services $ %
Mental Health/Chemical Dependency: Mental Health/Chemical Dependency:
Individual Outpatient Therapy $ % Individual Outpatient Therapy $ %
Group Outpatient Therapy $ % Group Outpatient Therapy $ %
Inpatient MH/CD $ % Inpatient MH/CD $ %
Day Treatment MH/CD $ % Day Treatment MH/CD $ %
Annual Max. or # of Days allowed IP OP Annual Max. or # of Days allowed IP OP
Transplant Coverage [lyes | [[INo || Transplant Coverage [ IYes | [ INo
Infertility Coverage [Jyes | [No Infertility Coverage Clves | [INo
Prescription Drugs: Prescription Drugs:
Generic equivalent 30 day supply $ % Generic equivalent 30 day supply $ %
Brand name 30 day supply $ % Brand name 30 day supply $ %
Up to 90 day supply Generic $ % Up to 90 day supply Generic $ %
Vision - Annual Eye Exam - Copay Amt. Vision - Annual Eye Exam - Copay Amt.
Chiropractic Services Covered [lyes | [[INo [ Chiropractic Services Covered [ IYes | [ INo
Pre-existing Conditions Covered [ lyes | [[INo [ Pre-existing Conditions Covered [Jvyes | [ INo

Broker/Consultant/Agent Commissions. If a Broker/Consultant/Agent represents Employer, and if mutually agreed upon by
Employer and Welborn Health Plans, we will provide payment to Broker/Consultant/Agent for services rendered on behalf of the
Employer. An agent of record letter must be provided by the Employer to Welborn indicating that the agent is representing the
Employer and eligible for payment.

Fax:

Broker/Agent: Phone:
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4 WELBORN
. HEALTH PLANS

EMPLOYER GROUP MEDICAL QUESTIONNAIRE

Please answer the following questions to the best of your knowledge for the persons to be insured. Give details
to questions answered "yes" in the space provided. If more room is needed, use the back of this form.

1. Has any employee or eligible dependent been treated for a serious illness that required

hospitalization in the last 12 months? [IYes [INo
2. Has any employee or eligible dependent had a medical claim totaling $10,000 or more in the last 12

months? [lYes [INo
3. Has any employee or eligible dependent undergone open-heart surgery or received significant [JYes [JNo

cardiac testing at anytime in the last 12 months?

4. Has any employee or eligible dependent been advised to have surgery or diagnostic testing in the
last six months or anticipate hospitalization for any reason?” [lYyes [INo

5. Are there any current or former employees or dependents on Cobra? [lYyes [INo

6. Has any employee or eligible dependent received a transplant or been told they are a possible
transplant candidate? [lYyes [INo

7. Are there any employees or eligible dependents who are incapacitated (disabled) or confined in a
hospital or treatment center? [lYyes [INo

8. Has any employee or eligible dependent been medically diagnosed as having Acquired Immune
Deficiency Syndrome ("AIDS") or tested positive for antibodies to the AIDS virus? [lYes [INo

9. Has any employee or eligible dependent been treated for a serious illness or injury (i.e. cancer,
diabetes, cardiovascular disease, substance abuse, mental illness, head injury, pre-mature birth,
Alzheimer's Disease, Hodgkin's Disease, Leukemia, Liver, Kidney, Bladder or Prostate Disorder, [JYes [INo
Asthma, etc.)?

If you answered "Yes" to any of the questions above, please provide the following information for each individual.

Question# | Gender | Age Health Condition Current Status Prognosis

The applicant hereby certifies that the information on this form is complete and true to the best of their knowledge. Applicant
understands that any misrepresentation, intentional or otherwise, as to the presence or absence of pre-existing medical conditions,
impairments or diseases will void group membership and rights to benefits. The issuance of a group policy by Welborn Health
Plans will depend on underwriting evaluation of this form, Individual medical questionnaires and other relevant information as may
be requested. Changes in health status after this questionnaire is submitted, but prior to acceptance, must be reported to Welborn
Health Plans.

Employer Signature: Date:
Print Name: Title:
Return Completed form to: WELBORN HEALTH PLANS - Marketing Dept.

101 S.E. Third Street
Evansville, IN 47708
Phone 812-773-0370 ¢ Fax 716-541-6335
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