> * Wayne County Four Star Health Program

Wayne County
F O l I r EMPLOYER GROUP APPLICATION
i Star
Detr oit Medical Center

Henry Ford Health System
Oakwood Healthcare System

SECTION A - GENERAL EMPLOYER INFORMATION - PLEASE PRINT OFFICE USE ONLY
1. Legal name of employer (include dba): Main Group #(s):
2. Street address (include city, state, zip): Cobra:

3. Mailing address if different (include city, state, zip):

4. Phone Number:

5. County:
6.  Subsidiaries included: _No _Yes, give legal name and address:
7.  Business Type: _ Sole proprietorship _ Partnership

_ Corporation _ Other:

8.  Years in Business?

9.  Nature of Business:

10. Employer Administrative Contact Person name, title, phone number:

11. Employer Management Contact Person name, title, phone number:

SECTION B - PLAN INFORMATION

1. Regular active full-time employees working 20 hours per week are eligible if employed by YOU and paid a reasonable salary or wage. This includes
actively employed proprietors, partners, corporate officers and directors. Part-time and seasonal employees are not eligible for coverage. Please state:

a. Total number of eligible employees Single Married Couple
b.  Total number of active employees Single Married Couple
c.  Total number of employees enrolling Single Married Couple
2. Do at least half of your employees earn $16.00 per hour or less?
_ Yes _ No, If no you are not eligible for coverage.
3. Do you currently provide health insurance coverage for your employees or have you provided health insurance coverage during the last year?
_ Yes _ No, If yes you are not eligible for coverage.
4. Have you ever had a group health insurance application declined by another insurer?
_ Yes _No, If yes please provide name of insurer, date declined and reason.
5. Is the employer subject to COBRA?
_Yes _ No, If yes please provide name and Social Security numbers of persons currently on COBRA.
6. Probationary Period (New Employees): _ None (date of hire) _ First of month after hire date _ Following probationary period
_ 30 days _ 60 days _ 90 days _ Other:
Termination of Employees: _ Date of Event _ First of month after termination date _ Other:
Reinstated Employees: _ Date of reinstatement _ First of month after reinstatement date _ Other:

7a. s the primary business location in Wayne County?
_Yes _No

7b. Are 1/2 or more of employees residents of Wayne County?
_Yes _No

If you answered No to either 7a) or 7b) you are not eligible for coverage.

8. Have you been an established business for at least 6 months?
_ Yes _No

NOTE: Employee must have been working at least 20 hours per week for the past 90 days to be eligible for coverage.




SECTION C - PARTICIPANT REQUIREMENTS

Termination of Insurance

Employer may cancel all insurance by written notice at least 31 days PRIOR to requested cancellation date.
Insurer may cancel coverage with the employer if:

. Minimum participation requirements are not met. (Employer must insure at least 75% of eligible employees.)
. Employer fails to make premium payments (including collection and payment of employee contribution).

. Employer does not promptly provide information about adding or deleting employees from its insurance plan.
(Insurer has the right to seek restitution from employer for any damages it incurs as a result of failure to report.)

. Employer fails to provide any other information the insurer needs to administer payment of benefits within 30 days from date of request.

. The Wayne County Four Star Health Program fails to make timely payment of its 1/3 share of the premium.
Insurer will give employer a minimum of 31 days advance written notice prior to termination date. Cancellation does not prejudice a valid claim existing
on termination date. Employer is solely responsible to notify insured persons of termination, and to return to employees their portion of any contribution
toward premium payment for coverage after the termination date.

| have read and understand the above provisions participation in the Wayne County Four Star Health Insurance Program.

SECTION D - ADDITIONAL INFORMATION OR COMMENTS

SECTION E - EMPLOYER AGREEMENT

YOU understand and agree that the first month’s estimated premium and fully completed enrollment information for all eligible persons requesting
insurance coverage must be submitted with this Application BEFORE action is taken on the Application. Insurance coverage is NOT in effect unless
and until YOU receive written notification from US. If this Application is declined, WE will return the premium deposit submitted with the Application.
Please verify that all the information is correct, as WE will only process one benefit change per year.

Coverage is effective on (date):

GROUP  REPRESENTATIVE: ALLIANCE REPRESENTATIVE:

Agent: Marketing Rep:
(Signature) (Signature/date)

(Title / date)

Group Contact: Underwriting Rep
(Signature) (Signature/date)

(Title / date)
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