b, EMPLOYEE ENROLLMENT FORM T o 10008

AlL AN]’IS {Please print & complete in full to avoid any delays} Tel: (212) 747-0877
LA www.atlantishp.com

D PlanA O PlanB 0 PlanG |TYPE OF COVERAGE: |0 SINGLE O COUPLE/DP O PARENT/IGHILD 1 FAMILY |
O PlanD Tl PlanE O Plan F

[PLAN ORTION:

EMPLOYEE INFORMATIO! ' '
Last Name First Name Ml |Da£e Of Birth Sex oM arF
Socia! Security Numbar Email Address
Home Address |Ap1. No. City |State IZip Code
Primary Phone Number Alternate Phone Primary Care Physiclan Name & 1D If married, date of marriage:
Name of Employer The Business Council of Westchester Business Phone
| O Change of Plan or Primary Care Physiclan O Termination
Reason: Date:

p ts

oM Y OU Na)

Last Name, First Name, M| . Sex Date ofBirth . Social Security Prlfﬁary Caro Physlcian Name & IDw ‘

SUBSCRIBER /!
SPOUSE/DP [
CHILD 1. [
CHILD 2. i
CHILD 3. I !
CHILD 4. I !
STUDENT INFORMATION

If dependent children listed are age 19 or o!.d“er, B0 yes.,. fist first name of child and school ts any dependent disabled?  (If yes, list first name of child
do thay attersd school on a ful-fime basis?

O Yes 1 No B Yes 0O No

OTHER ANCE INEORMA
Do you, your spouse or dependent childre
have other Health Insurance?

O Yes 0O No
Give Name of Pricr Insurer and Dalte of Termination Proof of Prior Coverage

Name of Insured Name of Insurance carrier & Policy No.

EMPLOYER INFORMATIO! -
Name of Group The Business Council of Westchester Group Number Contract Plan

Employment Hire Date Enrcliment Effective Date Date Submitted to AHP Approved by (employer representative signature):

| autherize deductions from my earnings for any required contsbutions. 1 authorize all health professionals {e provide Atlantis Health Plan and its contracted professionals,
information about health (including mental iliness) care advice, treatment or supplies provided to me or my dependents relating to coverage for the purpose of coordinating
patient care, evaluating and administering claims for benefits, and for fulfilling Atlantis Health Plan’s obligations under state and federal law. | will discuss any questions
concerning the plan with Atlanfis Health Plan's member services. My signature below affirms efigibility for coverage, and all that information provided is full, complete and
frue to the best of my knowledge,

Tunderstand that any person who knowingly with Intent to defraud any insurance or other person files an application for insurance or statement of claim containing any
materially false Information, or conceals for the puspose of misleading, information cenceming any material fact thereto, commits a fraudulent insurance act, which is a crime,
and shall be subject to a civil penalty not o exceed $5,000 and that stated value of the claim for each such viclation.

In the absence of greditable coverage Pre-existing Madical Conditions may niot be covered for 11 months from the initial enrollment date.

EMPLOYEE/APPLICANT SIGNATURE: X DATE:

AHP-00085 EmployseEnrollmentForm v3




ATLANTIS HEALTH PLAN, INC.

Business Council of Westchester Chamber
Group Agreement Form

Group Administrator:

Group Name:

Group Number:

Effeclive Date:

Tax ID#:

In consideration of the payment of Premiums in accordance with the terms
and provisions of this Group Agreement Form, Atlaniis Health Plan, Inc.
("Atlantis") shall hereby arrange or pay for medical and hospital services in
accordance with the terms and provisions of the Subscriber Contract for
Subscribers and their Covered Dependenis ("Members”). Terms not
defined herein shall have the meaning set forth in the Subscriber Contract.

|, Effective Date and Term of Agreement:

This Agreement shall be effective on the day of
(month/year) at 12:00 a.m, Eastern Time and
will remain in effect for a period of consecutive Months,
ending on the day of (monthfysar)

at 11:59 p.m. Eastem Time al which time coverage provided pursuant fo
the Subscriber Contract will be renewead automatically for one (1) year
periods thereafter unless written notice of cancellation has been given by
either party as set forth in Section X of this Agreement.

il. Coverage - Plan Design:

Plan A O
Plan B O
Plan C 0
Plan D 0
Plan E 0
Plan F o]

NI Premium Rate Schedule
Tvpe of Coverage Total Monthly Premium
Single

HushandWife

Parent/Child{ren)

R < B R

Family

AHP-00087 Rev(3072008

V. Eligibility:

Eligible members must reside or live in the Service Area or work in the
Area and receive all covered health care there. In addition, eligible
subscribers and their eligible family members shall meet the eligibility
criteria set forth in the Subscriber Centract. Coverage ends on the last
day of the month premium covers.

“Waiting Period daysfmonths from date of hire.
{Eligible the first of the menth fellewing waiting period).

Subscriber {employee} coverage ends on the last day of the month that
employment ends.

Famity Members are spouss and dependent children until child reaches age
19, or age 23 if enrolled as a fuli-ime student at an accredited educational
institution. Coverage ends on the last day of the month in which the child's
birthday occurs.

Eligibility will be restricted to an individual or smalil group where the individual
or small group has had coverage ferminated within the previous twelve (12)

months for non-payment of premiums per Section 360.3(11) of Regulation
145.

V. Notice:

Any notice hersunder fo be given to Group Administrator shall be
addressed to

Attn:

Address:

City, State, Zip:

Telephoned:

Faxd:

E-mail:

Any notice hereunder to be given to Allantis shall be addressed to:
Atlantis Health Plan, Inc.

45 Broadway, Suite 300

New York, NY 10008

%
ATLANTIS

HEALTH PLAK

By Picices Fer Nra Yerbomn




V1. Premium Due Date and Payments:

The first day of a month of coverage hereunder is the “Premium Due
Date”. The Group Administrator agrees to remit to Atlantis on or before
the Premium Due Date the applicable Total Monthly Premium set forth
in Section lll above for each Subscriber and Cowvered Dependent
enrolled as of such date as determined by Atlantls by reference to
Atlantis member records. If such Premium payment is not made in full
by Group on or prior to the Premium Due Date, a thirty (30) day Grace
Period shall be granted to Group for payment without interest charge, If
payment is not received by the expiration of the Grace Peried, then
Alfantis pursuant to Section XIil may terminate this Agreement.

If this Agreement is terminated for any reason, Group Administrator
shall continue to be held [fable for all Premium payments due and
unpaid before termination, including, but not limited to, Premium
payments for any time this Agreement is in force during the Grace
Period. Notwithstanding any language to the contrary in this Agreement
or the Subscriber Confract, Atlantis shall have no obligation to provide
benefits or pay claims for any Member during any period for which the
required Premium payment has not been made (except during any
Grace Pericd). If Atlantis does provide benefils or pay claims for any
Member during any period for which the Premium payment has not
been made, such provision of benefits or payment of claims shall not
constitute a waiver of Atlantis’ rights to discontinue the provision of
coverage or payment of ctaims unfil such time as the Premium payment
is made.

VIi. Premium Rate Changes:

The Premium Rate Schedule set forth on page one of this Agreement
shall be valid only for the Initial Contract Period. If Atlantis elects to
offer coverage to the Group for any Subsequent Contract Pericd after
the Initial Contract Period, Allantis may change the Premium Rate
Schedule for any Subsequent Contract Period. Allantis will give Group
at least foriy-five (45) days advance netice of the Premium Rates for
each Subsequent Contract Peried. If Atlantis fails to give Group such
forty-five {45) days advance netice, the Premium Rates in effect prior to
the commencement of the Subsequent Contract Period shall remain in
effect for a period of forty-five (45) days after the Group was notified by
Attantis of the new Premium Rates for the Subsequent Contract Period,
after which period the new Premium Rates will go in to effect. Under no
clrcumstances shall Atlantis' failure to provide forty-five (45} days
advance notice of new Premium Rates obligate Atlantis to continue
coverage for the Group beyond the end of the Initial Contract Period or
a Subsequent Contract Period as the case may be. At any time, with a
forty-five {45} day notice, Atlantis may change the premium schedute
for any subsequent contract period when a change required by slatute
or regulation increases Atlantls’ risk under the agreement.

VIIl. Member Effective Dates of Coverage:

Coverage of prospective Subscribers and Covered Dependents shall be
subject to receipt by Aflantis of Enrollment Form for each prospective
Subscriber and Covered Dependant within thirty-one (31) days of each
Subscriver or Covered Dependant becoming eligible for coverage under
this Agreement, together with receipt of the monthly Premium for such
Subscriber or Covered Dependent as applicable.

IX. [neligible Members:

If, upon & Member becoming ineligible, Group Administrator fails to
immediately nolify Atfaniis of such Members termination, and Group
Administrator has made or confinues to make the Premium payment
specified herein for such Member, such Premium payment will enly be
credited by Atlantis to Group back to the last day of the month
immediately prior to the month in which such termination notice Is
received by Atiantis, provided Atlantis has not authorized or incurred
claims for health services for such Members after such Member
became ineligible, but before Atlantis received a proper disenrollment
notification from the Group with respect to such Member's termination.

AHP-00087 Rev, 09252010

X. Annual Renewal

The Group Adminisirator shall hold an annual renewal meeting at
least once each year at which time the group and eligible members,
as determined by this Agreement and the Subscriber Confract, may
elect changes under this Agreement.

Xi. Responsibilities of Group:
Group agrees to:

A. Offer coverage to eligible members and their family members, as
described in Section IV above. It is understood that eligible
members of a Group shall be iree to choose elther Atlantis
coverage or such other coverage as may be available through the
Group during both the initial and subsequent Group Open
Enrollment Perlods. Every eligible member of the Group shall be
glven a fair opportunity to elect one of such opfions over the other
and shall not be penalized by the Group because of such a cholce,
other than through differential payroll deductions as may be
indicated by premium variations from insurer to insurer,

B. Offer each new member the opportunity to elect Atlantis
coverage as a procedure of employment when such person
attains the status of an eligible member as provided in this
Agreement.

C. Provide notification to each Member, within fifteen (15) days
after termination of the Member's coverage, of the Member's
right to convert fo an Atlantis individual direct payment confract,
and the duration of such conversien coverage.

D. Fumish to Allantis, on a monthly basis on Atlantis approved forms,
such Information as may reasonably by required by Atlantis for the
administration of Atlantis’ prepaid program and coverage provided
hereunder, including any change in a Member's eligibility status. In
addition, Atlantls may, at reasonable times, examine the group
administrators pertinent records with respect to eligibility and
premium payments hereunder. Per the employee's signature on the
Atlantis enrollment application, fhe member agrees to allow the
group to remit membership information to Aiantis Health Plan.

E. Comply with all policies and procedures established by Atlantis in
administering and interpreting this Agreement and communicated to
Group Administrator by Atlantis.

F. Furnish all Member enroliment and termination/change notification to
Atlantis solely on Atlantis enroiiment and termination forms within the
time periods required by this Agreement.

Xk Tenmination:

A,  Except as otherwise pravided by applicable Law, this Agreement
and the coverage provided hereunder may be terminated by
Aflantis:

1. In the event that the policyholder or a participaling entity has
failed te pay premiums or contributions In accordance with the
terms of the contract as set forth in Section V1 of this Agreement, or
Atlantis has not received timely premium paymenis.

2. In the event that the policyholder or a participating entity has
performed an act or practice that constitutes fraud or made an
infentional misrepresentation of material fact under the terms of the
Contract, upon not jess than one month's pricr written notice.

3. Upon discontinuance of this class of HMO coniract upon not
less than five (5) months’ prior written notice. In exercising the
option to discontinue coverage, Atlantis shall act uniformly without
regard to any health status-related factor of enrelled Individuals or
individuals who may become eligible for such coverage and shall
give the option to purchase all other individual healih insurance
coverage currently being offered by Aflantis to applicants in that
market.

4, Upon discontinuance of all hospital, surgical or medical
expense insurance contracts for which the premiums are paid by a




remitting agent of a group, in the small group market, or the large
group market, or both markets, in this state. Written notice shall be
given fo the Superintendent and to each subscriber not less than one
hundred elghty days (180} prior to the date of the expiration of such
coverage. In the event of such a withdrawal, the Corporation must also
provide the Superintendent with a wiitten plan to minimize potential
disruption in the markelplace occasioned by such withdrawal. In
addition, Atlantls may not provide for the issuance of any hospital,
surgical or medical expense coverage in such market in this slate
during the five-year period beginning on the date of the discontinuance
of the last health insurance coverage not so renewed.

5. The policyholder ceases to meet the requirements for a group
under Section 4235 of the Insurance law, or a paricipating employer,
labor union, associalion or other enfily ceases membership or
participation in the group to which this Agreement is issued.
Termination shall be done uniformly without regard to any heaith
status-related factor relating to any covered individual.

6.  Pursuant to this network Plan, there is no longer any enrollee in
connection with such Plan who lives, resides or works in the Atlantis
Service Area for which the corporation is authorized to do business.

7. Upon written notice, if the Group ceases to operate or relocates
outside the Service Area; or

8. Such other reasons as the Superintendent may approve and
authorized by the Health Insurance Portability and Accountability Act
of 1896, Public Law 104-191, and any later amendments or successor
provisions, or by any federal regulations or rules that implement the
provisions of the Act, upon not less than one month’s pricr written
notica.

B.  Except as otherwise provided by applicable Law, this Agreement and
the coverage provided hereunder may he terminated by the Group
upon one menth's prior written notice of termination,

Xl Amendments:

Any amendments to this Agreement shall be in wiiting and must be
approved and authorized by representatives of both the Group
Administrator and Atlantis. No other individual has the authority to modify
this Agreement, waive any of its provisions or restrictions, extend the time
for making a payment, or bind Atlantis by making any other commitment or
representation.

Formal acceptance of an amendment to this agreement by the Group
Administrator shall not be required: if the change has been negotiated
by means of a request by the Group Administrator and agreed to by
Atlantis; if the change is required 1o bring the Agreement into
conformance with any applicable law, regulation or ruling of the
jurisdiction in which the Agreement is delivered-or of the federal
government; or if the Group Administrator makes payment of any
applicable Premium on or after the effective date of such amendment.

XIV. Entire Agreement:

This Agreement, the Member Enroliment Application of each member, and
the Subscriber Confract constitufe the entire agreement between the
parfies and supersedes all prior and contemporaneous arrangements,
understandings, negotiations and discussions of the parties with respect to
the subject matter hereof, whather written or cral; and there are no
warranties, representations, or other agreements between the parties in
connection with the subject matter hereof, except as specifically set forth
herein. No supplement, modification or waiver of this Agreement shali be
binding unless executed in writing by authorized representatives of the
parties.

AHP-00087 Rev. 09252010

XV. Applicable Law:

The laws of the State of New York shall govern this agresment.

XVI. Inconsistency:

In ihe event of any inconsistency between this Group Agreement Form
and the Subscriber Contract, the terms of this Group Agreement Form
shall gavemn,

Community Rates:

New York State requires HMOs to charge Groups premium rates that
are consistent from one Group of the same type to another. This
concept is called Communily Raling. Aflantis does not base the
premium your Group is charged on the actual cost of providing
services to your Group alone, but an average of all Groups which fit
Into the same calegory as yours. Atlantis may, of course charge
different premiums for different benefit packages. Atlantis may also, i
we s0 choose, develop premiums that vary by certain factors such as
group size.

Because all HMOs are required to get approval by the New York
State Department of Insurance for each henefit package and rider for
a specific time period, the HMO is also required to charge and collect
premiums equivalent to that approved rate. There are a number of
factors, which could impact whether or not your Group is being
charged the approved premium rate:

+  Timing of Premium Rate Quote;

+  The Period which the Premium Rate Quote is different
than the community rating period;

+ Rate adjustments required due to an over- or undercharge
for a prior period.




Group Infermation

Authorized Signature:

Title:

Date:

Number of Full-Time Employees
Number of Part-Time Employeas

Number of Employees Eligible for Health insurance Benefits

Broker/ Sales Agent Information

1. Full legal name of firm/Agent:

2. Address of firm/Agent:

3. Contact:

4. Telephone No.

5. 5SS # or Fed. Tax ID#

8. Broker/Agent ID Codes:

AHP-00087 Rev. 09252010

ATLANTIS HEALTH PLAN, INC.

Authorized Signature:

Title:

Date:

General Agent information

1. Full legal name of firm:

2. Address of firm:

3. Contact:

4. Telephone No.

5. 55 # or Fed. Tax ID#

6. GA ID Codes:

| acknowledge that my Adlantis Health Plan identification cards may not
be received by the 1t day of my effeclive month. However, |
understand that 1 wilt be covered the 1% day of my effective month.

App]icant Signature

Date




PREVIOUS INSURANCE COVERAGE FORM

Subscriber: To complete the enroliment process, information on any prior health insurance
coverage you and/or your dependents have had in the last 12 months is required. Please aftach
the “Certificate of Coverage” from your prior health plan(s) or complete the following.

Within the last 12 months | have had: {check one)

E1 No Prior Coverage El One Insurance Carrier [T Multiple Insurance Carriers

Subscriber Insurance Carrier Name:

Policy/Subscriber Number:

Date Coverage Began;

Date Coverage Ended:

Type of Policy:

Ll Group E1 Direct Payment

Coverage Type:

Famity L1 Individual

Spouse Insurance Carrier Name:

Policy/Subscriber Number:

Date Coverage Began:

Date Coverage Ended:

Type of Policy:

& Group [ Direct Payment

Coverage Type:

1 Family 1 individual

Dependent Insurance Carrier Name:

Policy/Subscriber Number:

Date Coverage Began:

Date Coverage Ended:

Type of Policy:

1 Group i_] Direct Payment

Coverage Type:

£l Family Individual

Dependent Insurance Carrier Name:

Policy/Subscriber Number:

Date Coverage Began:

Date Coverage Ended:

Type of Policy: . Group L1 Direct Payment

Coverage Type: Family L1 Individuat

If additional space is needed for dependents, please complete a separate sheet of paper.

To the best of my knowledge, the information provided above is true and complete. | understand
that failure to complete this form may result in denied claim payment for services.

ATLANTIS

AHP-00121 HEALTH PLAK

Revised 08/09 By Doctors. For New Yorkers,

Print Name of Subscriber Signature of Subscriber




