Haalh Plons

TIMed

Optived
Med-Chaoice Plus
pen Actess

Optidied
Vadue Cave
Open Aversy

OptiMed
Select Care
Open Aceess

Plan Plan Plan
$100.000 $100.000 SH0000
S40 Per Vise 350 Per Visht B78 Per Visat

540 Per Visit S3Q Per Visi $78 Per Visit

3530 Per Visit 530 Por Visit $75 Per Visit

RO Discounts $20 Per Day 340 Por Dny
Apply 5300 Max $300 Max
Per Person Per Parson
Per Calendar Yewr Per Calendar Yoar
$300 Per Visic $300 Per Visit 51,000 Per Vigit
$2.000 Procedure Max
PPO Distounts PPO Discounts 3% of opationt
Apply Apply
207 of Surgical Benefit
$100 Per Day $200 Per Day 800 Per Day
$100 Per Day $200 Per Day S800 Por Day
100 Per Day $200 Per Day SR00 Per Day
100 Per Day S2K Por Day SO0 Por Diay
$50 Per Day SH0D Per Day S0 Per Day
Inchsded ncludod fnctudod
Preseription Drug $10 Generie $10 Generic

Card with Formulary Copay Formulary Copay
SIS 0/540 {$15Copay for with. $30 Brand
Tiertd Formulary Oral Formulary Formulary Copay
Driscount Card Contraceptives (54 5Copay for
Crat Formulary
Contraceptives}
ingluded Toloded Included
Trcluded Tisctuded Included
Trwhded Tncluded Tocluded
Included Includéd Towe fudded
foctnléd Included Trchuded
Techaded Tochmded Tnctuded
Taoladed Inctuded Inchuded
Trctuded Tochuded: Trchudod
Included Included Inchided
Yo lueded Inhuded Tncluded

*This is onty a brie! summary benelit description msd not o complete deseription of bore fits, and or imitatrons,  Bach benefit has bonefit Hmits and maxhmums. Please so0 brochure and $PD for
complets benefit deseriptions. Sow provisions, benetiis, exclusians or limitations isted hercin may vary depending on state of residence.

*Cuverage will contine as tong as Tong as the premiums are paid, the master policy remains in effect, the employee remains eligible for coverage anid teraains employed by the Policyholder.
Riders werminate concarrently wath the Policy and Certificate w which they we attached.

Certain Group Reform states roquire a misimum of 51+ oligible staployees. Before any presentation of @ proposal. plense cheek with your OptiMed sales reprosentative 1 be cortan that the
program being propesed is appropriate for the stue insended.  This is notan offer of sude. No offering of dus matenist should be given without the expressed approvel of Dpaided, and any offer-
ing will be based upon stute availability. wderwriting guidelines, agent guide, amd minioum group size and participation requirements being met,
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Optived Health Plans Limited Medical Indemnity Coverage Employee Envallment Form

information (Please printin ink} Poticy Number, LM-108

A 1 Med 1 value {1 value Gare - . {1 Select oy
Pan Sel : “ A I Preferred Care - rarmier C
lan Selected Choice Care Plus .1 Preferred Care Care {71 Premier Care
Name: {Last) {First) {Middie Initial) Kacial Security Numiber: Home Telephone Number
: - { }
Home Address {5t (City) (State) {Zip Code) Best Time for Company tu Cail
(Homae! {Work
Status: 7] Male [ Sigle 1 tworced {7 Femate [ Mamied ) Widowed Place of Bt Oate of Birth:
H
Oeeypation: {Tide and Industiy} Agge work Telephons Numbe! Email Address:
( kY

Beneficiary,  (Lash) (Firsty {Middie Initial} Redationship: Date of Hire:

; !
Dependent information {Complete only for Dependents 1o be covered under this plan}

Dependants Name:
{First and Last) Sax Date of Birth: Boaal Security Number: Full-Time Sludent:

Spouse” / /
Ohild i /
Chitd: 7 !
{Attach a separate sheet for additional children)
Requested Effective Date (check onej:
| { request an effective date of triust be the ™ of the monthy 1 understand | cannat change this date.

N Nong, since | am declining covarage

7] Declination of Coverage:
This section must be completed if you are dedlining coverage for yourself andfor your Dependents. | have been given the opportunity to apply for group
insurance  provided  through  Fidelity  Security  Life Insurance  Company. The reason | am  not  applying  for  Coverage

i .
{ understand the Effective Date of Coverage tor myself andior my Dependents may not be available until the next Open Encoliment Period should | desire to

apply at @ later date unless | am not included as a Lale Entrant as defined in the Policy, or unless | apply for coverage during the Annual Open Enroliment
Farind

Coverage {check one}: [} insured/Empioyee Only {71 insured/Employee and Spouse
7 insurediEmployes and Children [ Family
[} insured/Empioyee Plus 1 Dependent 7} tinsured/Employee Plus 2 or more Dependents,

FIBELITY SECURITY LIFE INSURANGE COMPANY
Kansas City, Missouri 4111

i have reviewed this form and represent the information provided is true and complete.

i acknowledge and agree that the insurance product presented and applied for s nol 4 major medical policy; the insurance benelits included in the plan are
fimited: | am not an independent contractor or seif-employed worker, my dependents (for whom | am applying for coverage) and | are not covered under any
other timited medical or major medical plan and that it at any time | or my depandents obtain other limited medical or major medical coverage, then my
dependents andior | are no longer aligible under this plan

I hereby represant that | have reviewed the fraud warning notice (if applicable} included with this application for my state of residence.

fated at a0 tha day of .20
City Blate pAonth Yeaar

Signature {Parent if under age 18) - ENROLLER SIGNATURE - PRINTED NAME Date

Heallh ToSuravce  CNRoll ment




Optimed Program

Bi-Weekly Rates
Employee
Employee & Spouse
Employee & Children

Family

Optimed Med-Choice
$15.00
$32.88
$30.71
$43.91

™

Optimed Value Care

$23.79
$51.34
$48.47
$66.83

Healbn T nsurance

Rede<

Optimed Select Care
$63.94
$128.72
$122.05
$175.81




GroupLink Dental Program Madison National Life

Tk

Dental Option 1 Option 2
Preventive Care (Type 1)
Oral Exams and 100% 100%
Prophylaxis (one per 6 months) No Deductible No Deductible
Flouride
Diagnostic Care (Type 11)
Bitewing X-ray {1 per 12 mos.} 100% 100%
Full Mouth X-ray (1 per 36 mos.)
Basic Care (Type 111)
Emergency - Palliafive 100% 100%
Endodontics, Fillings,
Periodontics, Simple Extraction
Waiting Period & Months & Months
Major Care {Type 1V)
Bridges, Dentures,
implants, inlays, and 40% 80%
Crowns, Other
Prosthetics, Oral Surgery,
Repair, Surgical Extractions
Waiting Period 12 Months 12 Months
Orthodontia Services NA 50%
Waiting Period 12 Months
Annual Maximum $500
Lifetime Maximum $1,000
Bi Weekly Rates
KY Rates
Employee $ 768 $ 979
Employee + Spouse  $ 1543 $ 19.57
Employee + Children $ 15.86 $ 2018
Family $ 2599 $ 30.07
IL Rates
Employee $ 26 ¢.63 $ 4045 H.63
Employee + Spouse  $ 3652 17,25 $ 26-99 23,24
Employee + Children $ 1703 17728 $ 2166 239%
Family $ 279t 294 $ 358t3193p
MO Rates
Employee $ 714 $ 913
Employee + Spouse  $ 14.27 3 1827
Employee + Children & 14.71 $ 1884
Family $ 2411 $ 3086
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MADISON NATIONAL LIFE INSURANCE COMPANY, INC. - P.O. Box 208883, Indianapolis, indians
EMPLOYEE DENTAL INSURANCE APPLICATION

LEASE PRINT.IN SPACE PROVIDE

LOCATION
| LAST NAME
"STREET ADDRESS T TETATE 7P
SOCIAL SECURITY NUMBER TELEPHONE NUMBER — ' BIRTH DATE
TEEX gémmoYMEN‘r DATE gAARS‘f,;.L STATUE 4; GCCUPATIONITITLE ésmﬁuoﬁr‘iﬂém sr’?ﬁ‘fws
MALE FEMALE | MM DD YY 4315521.& mgamam | | LACT;VE mgmve

REQUESTED EFFECTIVE DATE:

o EMPLOYEE © SPOUSE o CHILDREN

BIRTH DATE (MM-DO-YY) |

SPOUSE NAME _ SEX
e L o MALE 0 FEMALE ! / - ' ~
CHILD NAME SEX BIRTH DATE (MM-DD-YY) | STUDENT (Over Age 18)
- : o MALE o FEMALE e O Yes 0 No
"CHILD NAME ' T SEX TEIRTH DATE (MM-DO-7Y) | STUDENT (Qver Age 19)
: o MALE © FEMALE o1 o Yss o No
CHILD NAME SEX | BIRTH DATE (MM-DD-YY) | STUDENT (Over Age 18)
. . o MALE o FEMALE | ./ / |0 Yes o Ne
CHILDNAME BEX T BIRTH DATE (MM-DD-YY) | STUDENT (Qver Age 18)
' o MALE o FEMALE |/ / o Yes ¢ No

WILL YOU OR ANY DEPENDENT HAVE OTHER DENTAL INSURANCE COVERAGE?
IF YES, PLEASE LIST THE NAME OF THE OTHER INSURANCE COMPANY AND PHONE NUMBER:

'F o MYSPOUSE o MYCHILDREN

| DECLINE DENTAL COVERAGE FOR: 0 MYSE

REASON FOR REFUSAL:

hereby request coverage as outiined above under the Madison Netional Life Insurance Company, Inc. of Wisconsin |
group pian offered hy my ampiover. | authorize my smpioyer fo deduct from my sarnings, including any future
adjustments, any required contributions. | reserve the right to revoke or change this authorization by writlen notice. |
undergtand that If | have declined any coverage on mysalf or ellgible dependents and wish to enroll et a iater date,
soverage wlil be deferred in accordanca with the Policy provisions. | deciare all answars are trus and compiete.
WARNING: Any perscn who knawingly and with intent to defraud an msurer files an application or statemnent of claim
ceontaining any false, incompiete or misieading information may be guilty of insurance fraud which is a crime.

DATE v CITY AND STATE

i

!

SIGNATURE OF EMPLOYEE |
{




