Renewal Worksheet = - T Emp]re i ©

(2-50 Eligible Employees) BLUECROSS BLUESHIELD

(Please note: Worksheet must be submitted with quote(s) from Empire broker online services to be valid. N
Please select one of the following: [J3Plan Year Benefits []Calendar Year Benefits

SECTION 1. REASON FOR APPLICATION/CHANGE (FILL IN ONE ONLY)
Group no.

23410l d] |

Group name

Renewal date (MM/DD/YYYY)

Lol |20 1A

Employer I re.

Sub division 1 Sub division 2

N
\](MQ‘M

SECTION 2. GROUP ELIGIBILITY :
NOTE: Eligible persons are defined as employees (on the group’s payroli, K1, etc.) whose regutar work schedule is at feast 20 hours per week under this group contract.

No. of employees at all iocations No of enrotling employees Ne. of ineligible empioyees Empioyer contribution to

(include owners and partrers, exclude CCBRA) (inciude retirees and COBRA} (check reascn for ingiigibility) retiree coverage

3 00 0 > T T (O I O R
No. of retirges eligible for coverage No. of net e,lglble employees CTemporary  [JUnion

I 1 O O =5 =

Have you ever employed more than | If yes, please indicate the last year you had 20 or *Empire requires proof of employment (i.e., NYS-45, payroll, etc.)
20 employees? [JYes $ more employees See small group underwriting guidelines for more info.

A. Initial Enroliment of Group. All employees’ and dependents’ coverage will be in effect:
[CJon group effective date K] After new employee eligibility is satisfied (see B)

All enroflment forms must be received no later than thirty (30) days following the new group effective date.

B. New Employees (after initial enroliment of group). New employees will be eligible for coverage:

[1Date of hire l§ﬂ First day of the following [JFirst of the month following
30 day(s) following date of hire O day(s) following date of hire
month(s) following date of hire O month(s) following date of hire

All enroliment forms must be received no later than sixty (80) days following the member’s eligibility date.

C. Employee Reinstatement Policy. Employees who are re-hired to the company are eligible for coverage.
I£Date of hire [Jother (please specify)

SEGTION 3. PAYMENT SECTION - Group's contribution, if any.
% Emplayee only % Two-party % Employee + Spouse % Employes + Chiid(ren) % Family

10% 10% 10% 10 % 0%

If your group has multiple locations, do you wish to receive (fill in one): (] Separate invoices for each location [1A summary invoice combining afl focations.

[X] If you are requesting quarterly billing, please indicate here. Otherwise, group will be billed monthly.

NOTE: In order for this application to be accepted by Empire, your group (i) may NOT subsidize any portion of your covered members’ cost-sharing responsibilities, such as copayments and/or member
colnsurance (sometimes referred to as a “Gap Plan”) and (ii) may NOT fund more than 50% toward the member deductible amount. The offer of either a Gap Plan or funding of more than 50% toward
member deductible disqualifies a group from eligibility for Empire smali group coverage. By signing below, you are certifying that you do not offer a “Gap Pian” or fund more than 50% of the member
deductible amount.

SECTION 4. FULL REPLACEMENT

Is Empire the sole carrier offered by the group?
Mves CINo

SECTION 5. DOMESTIC PARTNER RIDER SELECTION

Is this group segmented or offering a dual option? []Yes [INo
If yes, please include a letter of instruction for processing.

[T1same sex only )(‘ Same and opposite sex [_1No selection

insurance Fraud Statement: Any person who knowingly and with intent to defraud any insurance company or other person files an appiication for insurance or statement of claim containing any
materially faise information, or conceals, for the purpose of misieading, information conceming any materials fact thereto, commits a fraudulent insurance act, which is a crime and shall also be
subject to a civil penalty not to exceed $5,000 and the stated value of the claim for each such violation.

SECTION 6. SIGNATURE OF AUTHORIZED REPRESENTATIVE -

Print name Date (MM/DD/YYYY)

Authorized group signature
‘ ; { ( i
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VERATEX INC.

160 Madison Avenue New York, NY 10016 212-683-9300 Fax 212-889-5573
08-0ct-2012

Re: Veratex Inc.
Group# 243400

Dear Empire:

Veratex Inc. would like to continue with Empire Small Group coverage, we
select Empire PPO Option 1 effective 12/01/2012, and we also like to
keep our dental benefit coverage.

We want plan year benefits.

Please call me at 212-683-9300 if you have any question.

Sincerely,
C/\/&(\/\
Wei Chang

Administrater
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el Busiumn

View Resuits: Medica! .Aad'il:iwrsa! Benefits

Reirmbureament far Gym Membarship 4 al beimburserant per conirat; 50 Vs msouined sami ennuall. (Reimbursed 5200 & ry & monins) ]
Employess Under 65 T [ :
B Sowrstate ] - i - 50.00; E/3 - §0.00; E/G - $0.00; F - $0.00 ‘
Medicare Elgiala L g
Downstata It : iy S - $L.00; B/S - $0.00; B/ - $0.00; F - $0.00 p
/ Preacripion Drug Coverage : Mb copay/§35 co-pay/3h% cnaurance: $50 Deductit:e; $330 per pregeription ma,
7(; /  Employees Under 68 T , :
Q\r 2 : Downetate |1 f 5 - $178.25, E/3 - $350,68; E/C - $320.03; F - $534.57
7 Medicare Eligivle i
/’ Downatste | | 5 S - §170.23; /S - $356 68! B/ « $320.99, F - $534.87
(1) Network provider celivers cars. ! L :
(2) Outof-network sarvioss (sxcept Ments! Heaith i | Alcoholliiunatance Abuse) are thoee from 3 provider who does not participate in Empiza’s PP:‘;:» Ok, of it

Anolher Blue Cross and i3ue Snisld Plan througk . e BlueC: inkd PPO Frogram. (Thiz doea not apply to erergency benefits.) &

(3) Dutof-Natwark (0-O-Nj Lrovidars ~ those wha b "ot partel jae in Empirs's PPO natwork, or with anctrer Biue Grows and Biue Shied Plan theoggh the BlueCard®
P‘PO Program. Qut-ohNetwork providers who de .t participite with Empirs or wity atcther Blug Cross and Blus Shisld Plan may baance yilt ovar Empine's
sllowed amaunt. Y o i

{4) You are respanaitie for cbtuining precartificatior] frc m Ermpirt's Medioal Menagement Prograrm foe these servises. Your provider may 8l 10 you, but you will be

responsibie for penalties aplled if orecernPeation l not obtelyad. Far ambulatoy swpery, orecectification  recuirad for moonalrletive surgsty, Sutpstiant

transplants and opnthalmolo gical or eye-retated ki adures, | mosrification 1a &/s0 reguire 2 %o sosmetic surgary, an axcluted beneft excapt wiben inedicslly

Necesary. : i Y

You are responsible for obta ving precerifizaton fr.n the Beﬁ‘uivioral Haalthcars Mamage: %or these services. Your provider may cell foe you bk vou will be

{5
responaible for penalfies app ad ¥ precsaificaticr, i not opteihgd.

{6) Qut of Netwars mimburesmanit baved ' 140% of wat sl Mefcare foe schedie.
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Fax Uct 4 2012 12:h6pm  PCU3/004

View Resuits: Medical Bem%—.ﬁts Sumemary

R
MEDICAL Reichis
NaWork'Caveregs Arsa %
Gaed/Not (Geted !
Cost-Sharing and Benefit Maxiraum é ; : Calandar Year
Calcviation period i
Medleai Services , P
Home/Office Viits i, B4E/B6N Capay
Epociaist Viets 560 Copay
vrshViglt ¥ .1 Not Coverag
Ind Ded/Fam Ded $1,000/82,500
Coinsurance i Ll 10%
Lifetime Maximum ! i Unlimiteet
Outecf-Pochet Muximum * " 83,00087,500
Kospital Services i ;V i
inpatient } . i Ded+Catng®
Outpatiant ' r . i DadCoins
ER chargea TS150 (wa md if gdmitted within 24 hrg)
Mental Health i
Inpatient [ Up 30 aaya/ DeasCoinet
Outpetient Up £ 20 Visita/ $60 Gepay
Outpatient Offics NIA
Qutpatient Hospltal : * WA
Out-Of-Motwork Reimbursamant Level T TN
Depandent Childron (Govered fo the j‘ ;
enid of the month) o ) :
E i S
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Y ire @@ Group Name: LERATEIUNC

& U3 Buwsonn : L

View Results: Pate Summary

Y

ioyse Rates

Emp Including Selected Riders

$621.81 "
$1.642,68 )
§1478.52

$2,463.41

o a2 o -

Medicare Etigisle itates including Sslocted Ride ~. B

s: 3 : ! [}) $821.81
mE: i 1 $1642.96 "
Ec | H 0 $1478.52 .
Foo i 0 $2.463.41 :
Medica! Totat Monttity i ‘
Medical Tota Yeary :
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