(2 stX| OkA| 2)/(DO NOT STAPLE)

AS H|EL|A IR MAEA/ | Unitedtealthcare

Employer Application for Small Business o1 T2 5 51 AsinTeasure

X 2] XIHS BXI5t7| Y5 ChS 2 AtgS E0135H4 Al 2./To avoid processing delays, please make sure you:
1 ZE ZAZ20f H&sty whE Qo] 26t Al 2. /Answer all questions completely and accurately.
2 HE 45 Y of® MY YA S EM610] A E5HA Al 2./Complete and submit the Product and
Benefit Selection Form.
3 EN BEFED Qs 2 U H MO IR EH IHE 22 A BHAME HESIHAI2/

Submit the most recent billing statement listing those currently insured and current status. UnitedHealthCare Insurance Company

4 JtF F 29 2= U M2 FEE ® &5t Al 2./Submit most recent wage and tax information. UnitedHealthCare of Texas. Inc
5 A= HE R0 o Yst= M 2 E SS5HA Al 2 /Include a deposit check for the first month's premium. National Pacific Dental. Inc.
6 AMH =01 BXIAMR 7] 71X 71EL 2 & SXAI8tX] OtlAl./ Unimerica Insurance Company

DO NOT CANCEL YOUR EXISTING COVERAGE UNTIL YOU RECEIVE WRITTEN NOTIFICATION OF APPROVAL. PacifiCare Life & Health Insurance Company

QI 2 5 /General Information

&9 32AH3/Group’s Legal Name QF s Sl
Requested Effective Date

ID 7t= &9 1 &F (£t 30AH/Group Name to appear on ID card (maximum 30 characters)

|
Z= A /Address HAM Xt H S /Tax ID

Al/Gity Z/State SHEH 5 /7Zip Code AR/F 0| B/OEH (5| F5t=24 <)/Names of Owners/
Partners (if applicable)

Et=FXH/Contact Person 7 SH/Telephone A JFax O|Hl Y 3=4/Email Address

& FA(CHE 4 < )/Billing Address (If Different) A E = #/# of Years in Business

Z & |4 /0rganization Type O ItE | ¢l/Partnership T C-Corp O S-Corp OLLG/LLP o =& A 2FAlInd. Contractor

o H| Y 2|/Non-Profit o &= AR X}Sole Proprietor O 7| EH/Other

A &2 F/Nature of Business £ (SIC)= =/Industry (SIC) Code

CHX|S 1 &/Multi-Location Group | #X| =/# Locations FAN(EE F7F X0l 7| M )/Address(es) (or list on additional sheet of paper)
o Ofl/Yes O OtL 2/No

2 al| g AlZH# Hours per week to be eligible

A AFR 7| 7|2 O QUARE R HE Z2A| o 22/ 1st of Policy Month following Date of Hire

Waiting Period for new hires O &AL [0-90]Y O| % A H& Z2| Al ol T3 /1st of Policy Month following ___ [0-90] days of employment
o 128Y (th7]7]7F e =)/ Date of Hire (no waiting period)
O __ A% [0-90]Y/[0-90] days of employment following Date of Hire

Z| & 7+l Al o 7] 7|7+ H &l /Waiting Period waived for initial enrollees

ooil/Yes OO 2/No

ZEX 24 A 7 F/Have Worker's Comp | 22X 24 2 2 & Al/Worker's Comp Carrier Name

ool/Yes OOt 2/No

T EX 24 Yo 25X YU ARF/IESS 27 F 0| 55/Names of Owners/Partners not covered by Workers’ Comp:

COBRA/X| £ EZE S A 21 Q= ALEEQ| 0| &=/Names of Persons currently on COBRA/Continuation:

O &5 £5 2% /See Attached List 0 €1 S/None

x|+ 12742 SO UnitedHealthcare & = PacifiCareQ =& 0l 7+2) 5+ & LI 7H2/Has the Group been insured by UnitedHealthcare or PacifiCare
in the last 12 months: oofl/Yes o OtL{2/No "0l "2t Eet A< &l =& Mt/ yes, date coverage terminated: /1

x| ol & 28 Al 0| /Name of Current Medical Carrier A o= £ & Al 0| 5/Name of Current Dental Carrier
ANZQ/BeginDate _ / / ~ Z=E2Y/kndDate _ / / | AEU/BeginDate_ / / = F=U/EndDate __ /[ |
o g1 S/None O % 2/None
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°o|ZH| 48 A ZHHRA) I/ = XHUE &= HALUE 2x 280, SCigt 28 HRd|, CYHHE eg S)UHEd2 Ex 2
E | M & UnitedHealthcare = = PacifiCare medical & 2 74 ®A A S5t YAHLE M SE 2 A7t L &L 7H?UnitedHealthcare,
Pacifiare £ = C}E EEAILL 2 HE2|ICHE ALO|A 20| 7t SHEX| A RA0| EE =HH 2 F &8l oF &L Ct/Do you currently
offer or intend to offer a Health Reimbursement Account plan and/or voluntary or involuntary supplemental insurance (e.g., critical illness,
hospital income, deductible reimbursement, etc.) policy along side this UnitedHealthcare or PacifiCare medical plan? Answers must be
accurate whether purchased from UnitedHealthcare, PacifiCare, or any other insurer or third party administrator.

HRA (2| =H| 48 A Z})/HRA O O /Yes O OfL|2/No

"of "2t et AR SR E U FA Al 211 yes, please identify type: O Definity Standard HRA O Definity Select HRA

O 7| Et =& #e| o 3 A} HRA/Other Administrator HRA

2 Z 2 &/Supplemental Insurance Ofl/Yes 0 OfL|2/No

HRAO| “of "2t &5t d 2, HIEA| EZHLL 0 O|™ EZF Y F= 715t Definity HRA &l B E3 2| AE0| A MY 510{0F BfLICL/
If you answered "Yes" for HRA, you must choose from the list of Definity HRA-eligible benefit plans as shown to you by your broker or agent.

CIE EW 2 HRASH &4 A& & 4= g1 &L T} /Other plans are not eligible for pairing with a Health Reimbursement Account.

arUa/Pa natic #X|—°,:-|/ #X‘" 9'/ l:ontribution —T'—'g'zlc‘ _lTI_II_EI- %/ E!%%/ E|—'?'—%}X|-§ -?— %._I' -T'—'g";ls

# Applying for: | # Waiving for: Employer % Employee% | 7= %/Employer % for Dep

=EHR A E 4/ o=/ o=/ o=/

# Full Time Employees Medical Medical Medical

OtEEY =J 4/ 4/ 4EF/ 43/

# Part Time Employees Life Life Life

S25Z 2E 4/ x| x| 2t/ A

# Ineligible Employees Dental Dental Dental

5 &3 4 otay oray v

Total # Employees Vision Vision Vision
7|El 7|EH 7|el
Other Other Other

29 o &2 UnitedHealthcare X! X}3| AtS"0ll M| &| 3 &L C}/Coverage Provided by “UnitedHealthcare and Affiliates™:

o= 2# 2 United HealthCare Insurance Company (PPO, indemnity = &) B = United HealthCare of Texas, Inc. (HMO) EE = PacifiCare Life & Health Insurance
Company (PPO, indemnity)oll A &l| S &L| C}./Medical coverage provided by United HealthCare Insurance Company (PPQ, indemnity) or United HealthCare of Texas,
Inc. (HMO) or PacifiCare Life & Health Insurance Company (PPO, indemnity)

X| 228 2 United HealthCare Insurance Company (indemnity & &) &£ = National Pacific Dental, Inc. (DMO)0l| A A| 3 &L-| Ct./Dental coverage United HealthCare
Insurance Company (indemnity) or National Pacific Dental, Inc. (DMO)

HH2H 2 United HealthCare Insurance Company == Unimerica Insurance Company Of| A| A & &tL| Ct./Life Insurance coverage provided by United HealthCare
Insurance Company or Unimerica Insurance Company

Oru} 28 2 United HealthCare Insurance Company (PPO, indemnity = 8) &= Unimerica Insurance Company (PPO, indemnity2 )0l A X S gL Ct/

Vision coverage provided by United HealthCare Insurance Company (PPO, indemnity) or Unimerica Insurance Company (PPO, indemnity)

FEEHO MEH AR AR NY U 2 E-MN = A2 DEFIIEAH AH2 IF0 e 20| A= 42, I W el AZ el
A2010] 2HOM FE|{ 50H HAS Fu Yes A2 AEFOAH A I ¢+ U= dY 28 EH S Lr# s o £fL Ct. /YOUR STATE INSURANCE

LAW REQUIRES ALL CARRIERS IN THE SMALL GROUP MARKET TO ISSUE ANY HEALTH BENEFIT PLAN IT MARKETS TO SMALL EMPLOYERS OF 2-50 ELIGIBLE
EMPLOYEES, UPON THE REQUEST OF A SMALL EMPLOYER TO THE ENTIRE SMALL GROUP, REGARDLESS OF THE HEALTH STATUS OF ANY OF THE INDIVIDUALS
IN THE GROUP.
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JE T30 &t Z2/Questions Regarding Group Size
O COBRA Ao MEH MAE 22U 5 542 50% 0|4 Z2F5tH &5 HF0l| o|F0| 7| & &R o| 208 o| &Y

70" ¢ &2 =07 COBRA X| SEEE A SaHOFRt °*l—l Ct ol met M3l= & 20| A0l F(M)

A& 2AS A SE 24U Ct./Under federal law, if your group had 20 or more employees on your payroll on at least
50% of the group’s working days of the preceding calendar year, you must provide employees with COBRA continuation.
Under state law, regardless of your group’s size, we will offer State Continuation.

OOCAHO 4/ |FYHo| m=H MEAE0] 205 0|42 7|7F S2F20F o| 42 Mo 276t 1= 48 E0| F HH,
Medicare Primary | HIC|#[0f = 2Xt & 0| ELICL 2 MHMOM 18 F2o HCIHo MEE #elste ZE #S Fstn
UX|= fEHTh 15 oA HEjof i et 7|Ef A Foll Cisi M= - E7F W/E= M S =IO

O F(M) ASERY
St. Continuation

0 & 2H/ 20| 5101 OF LI L. &1 4o miat Feteh M7 of HEH S ZRsts 2 152 &Y QL Ch/Under federal
Plan Primary law, if your group had 20 or more employees during 20 or more calendar weeks in the preceding calendar year, the Health

Plan is primary and Medicare is secondary. This statement does not set forth all rules governing group level Medicare status.

The Group should contact their legal and/or tax advisor(s) for information regarding other rules that may impact the Group’s

Medicare status. Under federal law it is the Group’s responsibility to accurately determine its Medicare status.

o ofl/Yes Ol JFxu &SI 0| LMY 41429 35 M3 =8 A £ U= XHH0| A= ZIEH FH 7t
UEL| 7k? QHeF D= CIH, B E 3| Al ¥ Y gy o 27t 18E A °J E Al ow A|2./of the Internal

0 OF 2/No Revenue Code? If yes, please give the legal names of all other corporations and the number of employees employed

by each.

o
Fo
0!

Ilmportant Information

oS ROfM Eo S U RN} = MHM YO 4 F 28 ABH J|EL M T, §2 W AHFLAO|H0| 2015t 3| AL 1g010)A HRHQ
§3r0=| Had 4 S QS a5} U&LITHI understand that the Certificate of Coverage or Summary Plan Description, and other documents,
A

3 I>riL
rore
ru|or|o

=%
(=]
[1-]
w

a communlcatrons regarding the coverage indicated on this application may be transmitted electronically to me and to the Group’s emponees
012 Aol 25| A2 COBRA = F X SEFHOM XS ERS MESH 0| SAXL0| LSt Y2 E E8sio] 2 MYMO 7| e F27F 2010| o= Bt
Yasin dEe £ Qb= A2 Ialkl'*l—ll:r 0]2 |JnitedHealthcare X XMA}EOI 2olo] A28 H20| oA si0f B X2 Wiz 25 4 J|ej2Fe
LHE[AH| |, OH E=AHR ’é‘!i A3 Al Ho| 583tz BtollA 1& EEQJ B8 2F 8|, 285 I4 U 7Bt ARE of7|e £+ USS 0|45t
AELICHI represent that, to the best of my knowledge, the information | have provided in this application — including information regarding qualified
beneficiaries and dependents who have elected continuation under COBRA or state continuation laws — is accurate and truthful. | understand that
UnitedHealthcare and Affiliates will rely on the information | provide in determining eligibility for coverage, setting premium rates, and other purposes, and
that any intentional and material misrepresentation or fraudulent statement may result in rescission of the group policy, termination of coverage, increase in
premiums retroactive to the policy date, or other consequences as permitted by law.
AHM O =HOZ BHA E= CHE MEE £0|= MO0 Y22 92 o7| ol o1 FY2E Zasio] £ AAS 57|10 282 MHSH| A AHME
HEste A2 28AP| #90|H o= HZ| 3 Y ILICt/Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance containing any materiallg false information or conceals, for the purpose of misleading, information concerning any fact material

—

QxrH
Llirjo

thereto commits a fraudulent insurance act, which is a crime.

A& +40| o 8 UnitedHealthcare/PacifiCare 37l UnitedHealthcare= 5721 & CHE|21(0]| 5 S& "I‘E':H" 0|I71I A et 2EAF T o getst
MH[ A0 Chofl 2 4E X585t UELICE UnitedHealthcare= 45 %%, 28 20 =2 4o d X9 & = AtAo 2A5H0 ‘7|2 HOo|M"E X 8L}
0|3 HOlHE #5 RS0 HIGIE|L|C}. I 8+ UnitedHealthcare= A A0 £9IS Fa{alT Ao 28, "*° A% =R = J|E 25 Y S 9
OIME|= 8 f Aol LAl ORE EIHA B2 20| Zo10l BHAS H 28 45 YaLIc BL{AE 28 Rgolf GHS =[] OHOTH Ytk Bl H S0
ASELC YetE oz J HIJAMNS T2 JA 7t Bh= 250 10% 0|2 LT}, ‘UnitedHealthcareo)] HHO| G2 10| ZEEMO| A HO|M =2

J|El 2425 AZHAS, g A=0| BAME Z2EM0IA #0142 K| 25tx| &L O UnitedHealthcares 28 ALE0] Tofof Bl AH| A 0|90 =

(OIS S0 Yt tfelQl E= 4F MH|A) = Z2 A0 I 2 458 K28 Ct/UnitedHealthcare/PacifiCare disclosure regarding producer compensation:
We pay brokers and agents (referred to collectively as producers) compensation for their services in connection with the sale of our insured products, in
compliance with applicable law. We pay *base commissions” based on factors such as product type, amount of premium, group size and number of
employees. These commissions are reflected in the premium rate. In addition, we may pay bonuses ﬁursuant to bonus programs established from time to
time which are designed to encourage the introduction of new products and provide incentives to achieve production targets, persistency levels, growth goals
or other objectives. Bonuses are not reflected in the ?remium rate but are paid from our general administrative expenses. In general, our total bonuses are
less than 10% of total producer compensation paid. It is our policy not to pax commissions to producers with respect to a product for which the customer is
also paying the producer a commission or other fee. Please note we also make payments from time to time to producers for services other than those relating
to the sale of policies (for example, compensation for services as a general agent or as a consultant).

ZERMNO £32 AUENASEHY(ERISA)O HES e A4S s ERISA Form 55009 Schedule Adj J-II% AUt UnitedHealthcare=

T20] | Schedule A 2 145 Al ZELIL, UnitedHealthcares 8t 2 £ 7} 1740j 2] £ joIS ®E st B0 2 A A|E & == T8 Hold UK/ 2H
m 2540 SO B TR A gELIL HIAE okt S 40 (N BUE & 225K 25 o] # duiel S aisie
http://www.uhc.com S B=5t0{ "View Our Programs Producer Payment Programs® StEte] 18%S Aot EFLR A4S S A R, 757} 715t S
B A0 23 E -’F%OII #aff 4N FEE HotAH Aot ZEFAMOA =2 6ty AIR./Producer compensatlon is subject to disclosure on Schedule A of the
ERISA Form 5500 for customers governed by ERISA We provide Schedule A repons 1o our customers. We also have taken ste[)s 1o ensure that producers properly
disclose their compensation arrangements to their customers, but we cannot guarantee the producer's compliance. For general information on our producer
payment arrangements, including the approximate percentage of total compensation that total bonus payments comprise, please go to hitp://www.uhc.com and click
on the drop down box for employers under "View Our Programs — Producer Payment Programs." For specific information about the compensation payable with
respect to your particular policy, please contact your producer.
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A'H/signature

& 2 M3E/ A 5HTitle 2 m}/Date
Group Authorlzed Signature
25 ¥ 5/Commission Information
ZTE2RFEAM O|F/ DTEFM 4EAREEIHE/ UHG/PHS M3 = = =5 M LI 7717/ls the
Writing Producer Name Writing Producer SSN Producer appointed with UHG/PHS?
0 6l /Yes O OFL| 2/No
HOlE +=FQl: 4+# FE [ CRID ZE M| AF HES# gtFolde Z2FAMQF2
Commlssmns Payable to: Payee Code | CRID Code Tax |D# = HY %!/If more than 1
Producer*, Split %

= A /Street Address Al/City Z=/State SHEH S /Zip Code
o 25X X 3HH S #/Producer Phone # TE25M OlHY FA/ ZEREAN HAHS/

Producer Email Address Producer Fax Number
= NEM WE I %3H MEME M ET IS0 A &AM 6l dHRHSL|CE. E2EM MY/ cial/
2EUE XA JE R A SHPPO), 519 T=2 Zit A G s Al SO | Producer Signature Date

2ol =olM &L EH The contents of this application were fully explalned during a
meetlng W|th the Group submitting this a Ppllcatlon Coverage, eligibility, pre-existing
condl’g_ons Ilmgatlons (PPO), the effect of misrepresentations, and termination provisions
were discussed.

TEERAMIE1R 0|0l AR, TE ZEFAMS Y2 HAZ
Fall =4 Al 2./*If more than 1 Producer, provide the second
UHC/PHS Sales Representative/Account Executive Producer’s information on an additional sheet of paper.
Fof YA E= 072 E M QAL (H 2 0| F)/

Sales Representative or Account Execu{ive (First & Last Name)

UHC/PHS EHH E'EXY 0712 E eI}/

IJZ'_

it Cl2] 2l &9 Y=/

General Agent Override Information

gt ol 2| 21 /General Agent X 31 & /Phone # A T =/Franchise Code
Z= 2 /Street Address Al/City 2= /State S HH S /Zip Code
OFLY & }/Admin Kit

QFLY 24 X} 4| ©1/Send Admin Kit To: Z= 2~ /Address

1250 Capital of Texas Hwy South 1333 West Loop South 5800 Granite Parkway 6200 Northwest Parkway
Building One, Ste. 250 Ste. 1100 Ste. 900 San Antonio, TX 787249
Austin, TX 78746 Houston, TX 77027 Plano, TX 75024

www.UHCAsian.com.
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