USFSB Insurance Disclaimer

A. An individual cannot assume he/she has effective insurance coverage even if he/she
has filled out and submitted the application, provided proof of business, made a
payment, completed a census, received an acknowledgement letter from USFSB
verifying that their application has been sent to the appropriate carrier and/or
performed any other function on the website or otherwise. An individual cannot
assume that they have insurance coverage until the carrier has sent the individual a
verification of coverage with the appropriate effective date.

B. The insurance carriers have the right to change the rules, regulations, terms of
coverage, availability and guidelines that are placed on the application, policies and
enrollment at any time. USFSB continues to make every effort to keep up with the
rules, regulations, terms of coverage, availability and guidelines that the insurance
carriers determine; however, USFSB cannot guarantee that the website has been
updated to reflect the current rules, regulations, terms of coverage, availability and
guidelines.

C. Rates change periodically depending on the carrier, open enrollment for the carrier
and the type of available insurance products. USFSB continues to make every effort
to verify these rates for our members; however, USFSB cannot guarantee that the
website has been update to reflect the current rates.

D. There will be situations where insurance products will have the same coverage or
benefits but different rates solely due to multiple tier structures (for example. GHI
HMO in NY). In addition, not every product found in a statewide search will be
available in every county.

By submitting an application, you are indicating that you have read and understand these
Notices and agree to be bound by all terms and conditions for using the United States
Federation of Small Businesses website.



USFSB Insurance Checklist for HealthyNY Plans-MVP

1. Two checks
e One check made payable to USFSB in the amount of $60 for annual dues
along with a USFSB Membership Application
e One check made payable to MVP in the amount of one month premium

2. Completed and signed Enrollment/Change Form.

3. Completed and signed HealthyNY Program Application for Individuals and
Sole Proprietors OR HealthyNY Program Application for Small Employers,
as applicable. (OPTIONAL: Open Enrollment Form for Individuals OR
Open Enrollment Form for Small Employers, if selecting a High
Deductible Plan)

4. Proof of business-listed on the USFSB Association Membership and
Insurance Participation Guidelines

5. Attached Broker of Record (BOR) Letter-MUST BE PRINTED ‘AS IS’ ON
YOUR COMPANY LETTERHEAD

6. Applications must be submitted by the 15" of the month for an effective date
of the 1% of the next month or by the 1% of the month for an effective date of
the 15" of the month.

Mail all of the above to:

USFSB

249 Green Street

Schenectady, New York 12305

Call 800-637-3331 with questions.



[INSERT ON COMPANY’S LETTERHEAD]

[Date]

RE: Group # [Insert Group Number(s)]

Dear MVP

[Insert Group’s legal entity name] (the “Group”) hereby designates the broker
listed below at the commission percentage split indicated as the broker of record (the
“BOR?”) for the Group. Further, the Group hereby authorizes MVP to send all quotes,
policies and notices to the BOR. The Group hereby acknowledges and agrees that notice
to the BOR is notice to the Group.

This BOR designation shall remain in effect until it is expressly terminated by the
Group in writing.

BOR Designation
Broker Name, Address & Tax ID/SSN Commission % Split

Joseph R. Cardamone 100% commission split
249 Green Street
Schenectady, NY 12305

Signature of GBA or authorized Officer

Print Name

Title



HEADQUARTERS MVP Health Plan, Inc. v

625 State Street, RO. Box 2207, Schenectady, NY 12301-2207
518/370-4793  1-800/777-4793 MVP Health Insurance Company m:—\o——am-ﬂ.ﬂ \ ‘ :m: mm “c-ta

14 LOCAL MARKETING OFFICE: MVP Health Services Corp.
g«w To reach your local office, call 1-800-TALK-MVP and
you will be directed to the appropriate marketing office. INSTRUCTIONS TO EMPLOYEE: Please print or type and complete Sections 1 through 5

n_urm.»mm PROVIDE US WITH INFORMATION ABOUT YOURSELF

m PLEASE INDICATE mzwo_._.gmz._.\n:>zmm
For address or Primary Care Physician changes, call 1-888-687-6277

Employee Name (Last, First, nitial, Suffix) Sex OM [OF e .U
. . 1 New Applicant T Termination
Address City State Zip County [J Name Change O Remove Dependent(s)
Home Phone Business Phone *Email Address {1 COBRA/State Continuation only (please specify) .
Employer [0 Add Dependent
. . Reason:
Employer Address City State Zip 1 New Hire Reason:
Date Employed CiFull Time O Part Time [ Retired [} Open Enroliment 0 Termination of Employment
. . . . {1 COBRA/State Continuation (3 Moved From Area
Marital Status O Singte ] Married O Widowed O Separated Qualifying Event O Opting for Other Coverage
Is your spouse employed? [ Yes [ No If yes, by whom? (please describe) O Other -
Spouse’s health insurance carrier (if other than yours)

Spouse has O Individual Coverage [ Family Coverage Spouse’s health insurance ID# m PLEASE CHOOSE YOUR COVERAGE
Eligible for Employee ID# Spouse ID# OHMO*  [OPPO O Indemnity O Dental
i . . . * P H * ipti
Medicare? Employee [ A Effective Date [ B Effective Date Spouse [J A Effective Date [ B Effective Date 0 POS O EPO LI Healthy NY O Prescription Drug Only

*Please choose a Primary Care Physician—for each family member—in Section 4.

h PLEASE PROVIDE IMPORTANT INFORMATION FOR ALL FAMILY MEMBERS

If you are applying for HMO, POS or Healthy NY coverage, you and each of your dependents must designate your choice of Primary Care Physician in order for MVP to initiate coverage.

Check if Check Box
Relationship Name Date of Birth Social Security Student | Check if Primary Care Physician (PCP) PCP if Current
to Employee First, Mi, Last MM/DD/YY Number Over 18 |Disabled Last and First Name Number Patient
Self OM OF \ / / / M
S|
[ Spouse / / / / 0
/ / / / o a O
/ / / / 0 0 O
! I/ O o 0

m PLEASE SIGN Amav_e_\mm. spouse, and all dependents 18 years of age or older must sign.)

I HAVE READ AND AGREE TO THE AUTHORIZATION ON THE REVERSE SIDE OF THIS FORM. Group # -
Subgroup #
Employee’s Signature x Date Effective Date
Product #
Spouse’s Signature x Date rocuc
Product #
Dependent’s Signature x Date Employee Class o
Employee Dept. (if applicable)
Dependent’s Signature x Date Approved by

FORM #11-12/03 WHITE COPY — MVP CANARY COPY — EMPLOYER PINK COPY ~ EMPLOYEE/TEMPORARY 1D



INSTRUCTIONS
Healthy NY Application for Small Employers

Healthy NY brings affordable health
insurance coverage to those who need it
most. Small employers, sole proprietors and

individuals meeting certain eligibility criteria
may purchase Healthy NY.

Please note that individuals and sole proprietors
wishing to purchase Healthy NY must complete a
different application.

Please see the Healthy NY Consumer Guide

or visit www.HealthyNY.com for a full
description of the Healthy NY eligibility
requirements. You may obtain a consumer
guide by calling 1-866-HealthyNY
(1-866-432-5849).

Confidentiality Statement All of the information
provided on this application will remain confidential.
Only the health plans and state agencies which need
to determine if your business is eligible to purchase
Healthy NY will see this information.

Small Employer Information
List your company’s name and street address.
Please include the name of a contact person for the
business. Your business must be located in New
York State in order to participate. Also select the
benefit option for your employees. You can choose
to have coverage with or without prescription drugs.

Health Insurance Information
Healthy NY is a program for uninsured businesses. It
is available to small employers that have not provided
comprehensive health insurance to their employees
during the past 12 months. However, your business
may still qualify if:

e Your business provided only “limited” health
insurance benefits.

e Your business “arranged for” group health
insurance coverage, but did not contribute
more than $50 (or $75 if the business is
located in the Bronx, Kings, Nassau, New
York, Orange, Putnam, Queens, Richmond,
Rockland, Suffolk, and Westchester
counties) per employee per month towards
the premium.

Please fully complete the questions in Section B
regarding health insurance coverage through the
business.

Si=egl[el\f& Eligibility Requirements
Your business must meet certain eligibility
requirements to participate. For example:

¢ You must have 50 or fewer employees.

¢ Thirty percent of your employees must earn
$35,500 or less annually.

e Your business must contribute 50% of the
Healthy NY employee premium.

Please note that your business must be able to
answer “Yes” to each question in Section C in order
to be eligible.

Participation Requirements
Your business must meet certain participation rules
as outlined in Section D. Your business must be able
to answer “Yes” to each question in Section D in
order to be eligible.

Employee Information

Please answer the questions in Section E about your
employees who will be enrolling in Healthy NY.
Please provide the names and social security
numbers of the employees and indicate whether they
are eligible for Medicare. If necessary, please
photocopy the chart and attach additional sheets.

Si=egn[e\Ws Certification

The certification in Section F must be completed
by a duly authorized officer of the business. Please
read it carefully and sign where indicated.

SUBMITTING YOUR APPLICATION

Submit this application directly to the health plan
selected by your business. Please note that the
HMO may require additional paperwork in order to

complete the enrollment process. For the names and
addresses of the HMOs in your area, please refer to
the Healthy NY consumer guide, call 1-866-
HealthyNY (1-866-432-5849) or visit us at

www.HealthyNY.com.



http://www.healhthyny.com/
http://www.healthyny.com/

Healthy NY Program

Application for Small Employers

Please see the Healthy NY Consumer Guide or log on to www.HealthyNY.com for a full description of Healthy NY
eligibility requirements. You may obtain a consumer guide by calling 1-866-HealthyNY (1-866-432-5849).

SECTION A Small Employer Information

Company Name Date

Street Address of Business

City State Zip County
Telephone No. Fax No.

C ) ¢ )

Contact Person Title Telephone No.

¢ )

(O EERCNIHEHENNEMElE The benefit package is chosen by the employer and will be
the same for all of your employees. The premiums are different for each benefit package.

(J Healthy NY with prescription drug coverage (J Healthy NY without drug coverage
(max $3,000 per person annually)

SECTION B Health Insurance Information

Please answer the following questions to assist us in determining your eligibility to purchase
Healthy NY.

1. Within the last twelve months, has your business provided comprehensive group health
insurance for your employees? (Answer “Yes” only if the coverage included both medical and hospital coverage)

O Yes O No

2. If the answer to question 1 is “Yes,” did your business contribute more than $50 (or $75 if
the business is located in the Bronx, Kings, Nassau, New York, Orange, Putham, Queens,
Richmond, Rockland, Suffolk, and Westchester counties) per employee per month toward the
cost of the health insurance?

O Yes O No


http://www.healthyny.com/

Healthy NY includes certain eligibility requirements designed to reach those small businesses
most in need. Please answer the following questions about your business.

Please note that you must be able to check “Yes” to each question in this section in order to be
eligible to purchase Healthy NY.

1.

2.

Does your business have 50 or fewer employees? O Yes 3 No

Do at least 30% of the employees who will be offered
coverage earn annual wages of $35,500 or less? 3 Yes O No

Will your business contribute at least 50% of the
Healthy NY premium on behalf of your full time employees? O Yes 3 No

Will your business offer Healthy NY coverage to all
employees working 20 hours or more per week
who earn annual wages of $35,500 or less? O Yes O No

Healthy NY has certain employee participation requirements. Please answer these questions
about who will be accepting coverage in Healthy NY.

Please note that you must be able to check “Yes” to each question in this section in order to be
eligible to purchase Healthy NY.

1.

Will at least 50% of the employees who are offered Healthy NY

coverage through your business actually accept enroliment?

A small employer may count employees who have health

insurance coverage through another source, such as a spouse

or another government program, towards the 50% patrticipation

requirement for Healthy NY. 3 Yes O No

Will at least one employee earning annual wages
of $35,500 or less enroll in Healthy NY? O Yes O No

SECTION E Employee Information

1.

Employers may offer Healthy NY coverage to their employee’s dependents. Employers
are not required to contribute towards the Healthy NY premium for dependents. Will
your business be offering Healthy NY coverage to the dependents of your employees?

O Yes O No

Participating employers may choose to make Healthy NY available to their part-time
workers (those who work less than 20 hours weekly). You do not have to contribute
toward the premiums for part-time workers. Will your business be offering Healthy NY
coverage to part-time workers?

O Yes O No



SECTION E Employee Information (continued

Complete the following information for each employee who is applying for coverage. Please
photocopy and attach additional sheets, as needed.

Employee Name
(First, MI, Last)

Male or
Female

Social Security
Number

Is this employee

eligible for Medicare?
(Yes or No)




SECTION F Certification

By signing this certification of eligibility, | certify under penalty of perjury that all statements
contained in this application are true and accurate to the best of my knowledge. | further
certify that | am an officer of the business and duly authorized to execute this certification on
behalf of the business.

I understand that any person who knowingly and with the intent to defraud any insurance
company or other person files an application for insurance or statement of claim containing
any materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime,
and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated
value of the claim for each such violation.

Print name of officer completing certification

Signature

Title

Date

Important!

Please Note: If you have an employee with a “pre-existing condition” at the time they enroll
in Healthy NY, your Healthy NY policy will exclude coverage for that condition for up to 12
months. However, this 12 month period may be reduced or eliminated if that employee is
transferring to Healthy NY within 63 days of the termination of other health insurance
coverage. Advise your employees to review their Healthy NY certificate or to contact your
HMO for a full explanation of what constitutes a “pre-existing condition” and how this
restriction may affect them.

This application should be forwarded directly to the health maintenance organization (HMO) of your
choice. For information regarding the names and addresses of the HMOs in your area, please call
1-866-HealthyNY (1-866-432-5849) or log on to www.HealthyNY.com.



http://www.healthyny.com/

Open Enroliment Form
High Deductible Health Plan Option for Small Employers

Healthy NY now Offers a High Deductible Health Plan

Healthy NY’s newest option combines a high deductible health plan (HDHP) with a health savings account
(HSA). This offers several benefits to small businesses. Because the plan carries a high deductible, the
premium is lower. Also, if you decide to contribute to your employees’ HSAs, then your contribution is not
taxed to you or your employees.

How the High Deductible Health Plan Works

With an HDHP, employees pay for most health care expenses up to a certain amount before the insurance
policy begins to cover them. The standard deductible is $1,150 for individuals and $2,300 for families (more
than one person). Check with your health plan to see if other deductible amounts are available.

Employees can access preventive services for cervical cytology screening, mammography screening, prostate
cancer screening, periodic adult physical examinations, adult immunizations, routine prenatal care and well-
child visits without having met the deductible. However, there is a co-payment for these services, and co-
payments do not apply towards the deductible.

With a family plan, any family member or combination of family members included in the health plan must meet
the entire family deductible in order for coverage to begin.

Once you meet the deductible, you are still responsible for co-payments, including $500 for inpatient
hospitalization. Only benefits included in the Healthy NY benefit package count towards the deductible. Out-
of-pocket expenses are capped at $5,250 for individuals and $10,500 for families. This includes deductibles
and co-payments.

How the Health Savings Account Works
An HSA is a savings account used to pay for qualified medical expenses, including deductibles and co-
payments. Money in the account can earn interest tax-free.

Employees can contribute up to the deductible amount into the account each year, in one lump sum or at
any frequency that is convenient for them. However, the amount that you can contribute to the HSA is pro-
rated if coverage begins after January 1. Employee contributions can be on an after-tax basis, making
contributions tax-deductible, or pre-tax, through a Section 125 (“cafeteria”) plan.

Although not mandatory, your business can contribute to your employees’ HSAs and any account fees.
Contributions are excluded from employees’ income for tax purposes. Employees own the business’
contribution to their accounts as soon as the funds are deposited.

Visit the HSA Insider at www.HSAInsider.com or the U.S. Department of the Treasury at www.treas.gov for
more information on HSAs.

Remember that with an HDHP, employees are responsible for paying most expenses out-of-pocket before the
policy begins to cover them. If you purchase an HDHP plan for your small business, then you must certify that
your participating employees intend to open HSAs. You may offer only one plan to your business. The plan
that you choose will apply to all covered employees. Thus, you should ensure that an HDHP suits the needs of
your employees. For more information, visit the Healthy NY web site at www.HealthyNY.com.

To choose the HDHP for your business, send this completed form to your health insurance plan. If you
do not want the high deductible option, then do not return this form.

Print name of officer completing application Name of business

Signature Date

Por Senall Busingsses & Working Individuals

HEALTHY NY


http://www.hsainsider.com/
http://www.treas.gov/




D. Partnership that either has more than one partner and/or one employee or more.
Documentation Required:
Most recent 1065 Partnership tax return, signed by you, plus most recent signed K-1's for all partners. Plus the most recent signed Quarterly Wage
and Tax Report listing the employee or employees.
Alternate Proof For A New Partnership:
Certificate of Partnership listing all partners and the percentage of ownership with a letter stating the K-1's will be sent once they are filed.

E. A W-4 must be provided for all new employees who are enrolling in health insurance plans. A signed copy of your Quarterly Wage and Tax Report
must also be provided even though the new employee is not on it. A copy of the Quarterly Wage and Tax Report listing the new employee must be
provided within 90 days of the new person's employment.

8. If you are unable to file your taxes by the required date, you can file for an extension by using Form 4868 for a Sole Proprietor, Form 7004 for
a Corporation or Form 8736 for a Parnership. A signed copy of this form along with the prior years filed tax documents is acceptable proof of
business for some insurance carriers.

9. Insurance carriers have different annual business income requirements. For example, Blue Shield of Northeastern New York requires $15,000.

10. Many health insurance carriers have specific group enrollment forms to be filled out and submitted along with the insurance application, including
a waiver form to be filled out by any employee electing not to enroll in the coverage.

11.  In many cases, the number of employees, including the owner, in the business will determine the premium rate.

12. In some cases insurance products will have the same coverage or benefits but different rates solely due to multiple tier structures.

13. Some carriers have Participation Requirements which means they require a minimum number of employees or a specific percentage of the
employees to enroll in their health plan.

14. Membership and health applications are reviewed upon receipt. USFSB may request additional information at any time to verify the business status.
This is done on a case-by-case basis.

15. Health insurance carriers have the legal right to ask for reverification of business status and/or updated information at any time. In most cases, this
information will be requested once a year. If the requested information is not provided, the health insurance coverage will be cancelled by the carrier.

16. Member businesses applying for health insurance must be located in the requested insurance company's service area.

17. Health insurance participants must be actively working owners or employees of the member business and must be on the company payroll.

Each insurance carrier determines the number of working hours in a week necessary to be eligible for their insurance plan. The work week runs
from Sunday to Saturday.

18. Eligible employees must enroll in the health insurance plan at the time the business chooses to participate, or they must wait for open enrollment or
enroll within 30 days of a qualifying event.

19. A new employee must apply for insurance coverage within 45 days of employment to guarantee coverage takes effect within the required 90 days
of employment. If they do not do so, they must wait until the insurance plan's open enrollment or within 30 days of a qualifying event unless otherwise
indicated by the insurance carrier and employer upon enrolling the business in a group plan.

20. A married employee enrolling as an individual subscriber in the health plan cannot add the spouse or existing dependents until open enrollment or
within 30 days of a qualifying event. If a qualifying event occurs such as a spouse loses their job or their health insurance, we can request a review
of this policy and in some cases an exception to the enrollment procedures can be made.

21. A newborn must be added within 30 days of birth or must wait until open enrollment or within 30 days of a qualifying event.

22. A business owner has the option to change their health plan benefits, with their existing insurance carrier, each year on the open enrollment date
for that particular plan.

23. Completing and submitting an insurance application is not a guarantee of coverage. The acceptance of the application is subject to carrier approval.
Please do not cancel your current insurance until you receive verification from the new insurance carrier of your policy effective date. Please review
your current carrier's insurance contract and termination policy. In some cases you are required to provide the health carrier with a 30 day written
notice prior to a cancellation.

24. These guidelines are subject to change based on the specific underwriting requirements of each insurance carrier and state regulations.

25. Insurance carrier guidelines are regulated by the state's insurance department in which the company does business.

Cancellation & Reinstatement Process

1. All payments must be received by the specified due date. If they are not received by that date, your insurance will be cancelled on the first of the
coverage month that has not been paid for. A person who is cancelled for nonpayment of premium may not be able to enroll with the same health
insurance carrier for one year.

2. If you choose to cancel your policy, we must receive your written cancellation request prior to the actual cancellation date.

3. All reinstatements are subject to the carrier's approval. A reinstatement fee may apply. Reinstatement payments may be required to be in the form
of "guaranteed funds" i.e.: money order, bank check, cashier's check, etc.

4. Some insurance carriers do not allow reinstatements at any time.

USFSB Dues Policy

1. Initial Membership Dues are refundable withing 90 days of the effective date of the Membership, if you are not satisfied with your Membership,
unless you wish to maintain any USFSB sponsored insurance coverage.

2. All payments of renewal Membership Dues are non-refundable.

3. You must be a dues paying member or a member of a dues paying organization to obtain and maintain any USFSB sponsored insurance coverage
and/or to maintain the privileges of Premium Membership.

USFSB Refund Policy

If you are sent a refund check, the following rules apply:
1. One time only, at your request and for good cause, we will send a reissued check upon receipt of the original check and if, for any reason, you cannot
return the original check, a stop payment fee will be deducted from the amount of the revised check.
2. If any refund check is not cashed or negotiated within six months of the date it was mailed to you, payment will be stopped, the refund will be deemed
abandoned by you and no further checks will be issued.

Revised 12/2004





