8% KAISER PERMANENTE.

Small Business Group

2017 Master application for small groups (1-50 employees)

For coverage effective on or after Jan. 1, 2017

1. COVERAGE EFFECTIVE DATE

Group name

First of (month) Group number(s)

2. APPLICATION CHECKLIST

NEW SALES RENEWALS

Application package must be received by the 20th Renewal application must be received by the 10th

of the month prior to the effective date and include of the month prior to the effective date.

the following:

[ ] Completed and signed master application. [ ] Review current benefits:

] Acurrent copy of employer’s Washington state Medical
business license. Dental

[ ] Completed enrollment forms for each employee []' Review 2017 plan choices and rate sheets.
electing coverage OR completed electronic census. You'll find information on available plans in the

Compare your plan options brochure.
L] Enroliment forms for former employees who are pare yourp P

eligible for COBRA. [ ] Complete all sections of this application, sign,

dret leted form.
] For groups of 1-3 subscribers, waiver form for each and return yor compieted form

eligible employee declining coverage.

(] For groups of 1-3 subscribers, show proof of being
a business by submitting the appropriate tax
documentation forms:

Corporation 1120 (First 4 pages)
Subchapter S Corp 1120S (First 4 pages)
Partnership 1065 (First 4 pages)
Nonprofit 990

Religious organization Tax forms not required

PLEASE NOTE: Under federal law, the term “group health plan” excludes plans that do not have employees
and in which the only participant is a sole proprietor. 42 USCA §300gg-91(a); 29 CFR 2510.3-3(b) and (c).
To be eligible for a small group plan, a group must have at least one common law employee.
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REQUIRED COMPANY INFORMATION

Company name

Doing business as

Business address

City State ZIP County
Phone Fax Email

Type of business

In business since Federal tax ID # SIC#

Is this business a branch office? [ ] Yes [] No  Orsubsidiary? [ Yes [] No

In which city and state is your company headquartered? City State

Has your firm ever been covered in the past by a plan offered by Kaiser Foundation Health Plan of Washington or Kaiser
Foundation Health Plan of Washington Options, Inc.?

(] Yes [J No If yes, under what name?

Date last covered

Are you replacing existing group coverage? [] Yes [] No If yes, which carrier provided that coverage?

REQUIRED CONTACT INFORMATION

Main contact name Title

Company name

Address

City State VALY

Phone Email

Billing contact (if different from above)

Name Title

Company name

Address

City State VALY

Phone Email
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5.

REQUIRED ENROLLMENT INFORMATION

1.

10.

. How many hours per week must employees work to be eligible for benefits?
. How many employees meet the above requirement?

. Of these employees, how many are enrolling?

A small group is a business with 1-50 employees, as defined under applicable state and federal law. Note: To be eligible for a
small group plan a group must have at least one common law employee. How many total employees, part-time and full-time
combined, does your company have? Please include out-of-state and worldwide employees for all parent, subsidiary, and

sibling companies in this total.

. Did you ever employ 20 or more employees (part-time and full-time combined) for 20 or more calendar weeks in either the

current or previous calendar year? [] Yes [] No

How many are waiving coverage?

. Does your company have any terminated employees on COBRA benefits now? [] Yes [] No

Employers with 20 or more full-time equivalent employees at least 50 percent of the year in the past calendar year are
required by federal regulations to offer COBRA benefits to terminated employees. If you have any questions regarding
COBRA applicability or eligibility, please seek the advice of independent legal counsel.

. Employees will be eligible for benefits upon (select one):

[] Date of hire

L] First of the month following date of hire

] First of the month following [] 30days [ 60 days
] 90 days from date of hire

[_] Other—No longer than 90 days from date that employee is otherwise eligible to enroll. Any orientation period required
for an employee to be eligible to enroll may not exceed one calendar month (please specify).

. Rehire policy:

The company will waive the waiting period if employee is rehired (select one):
] Within 30 days of termination

] Within 60 days of termination

] Within 90 days of termination

] Other:

. Employee transfers from part-time to full-time (select one):

L] Probationary period begins upon date employee transfers to full-time
[] Coverage begins on the 1st of the month following transfer to full-time

Does your company include non—state-registered domestic partners of employees as eligible dependents? (Select one)
Note: State-registered domestic partners will be treated as spouses as required by Washington state law.

[]Yes []No

Premium contribution

The employer agrees to make the following contribution toward the employee and dependent coverage:

Employers must contribute a minimum of 50 percent of the employee premium to qualify for group coverage. Contribution

applies to the base plan if eligible and offering more than one plan.

Employee $ or % Dependents $ or %

(Minimum 50%) (None required)
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RATING STRUCTURE

Select one:  [] Age-banded rates (or “list bill,” adults 21 and over are charged based on their age at plan effective date)

[] Composite rates (comprised of two rates: one for all enrollees aged 21 and over that is determined by their
combined average age-banded rate, and another that matches the age-banded rate for those 0-20)

SELECT BENEFITS

Select one of the health plans listed below.

OR
Groups with 10 or more employees may offer 1 plan or 2 plans from any combination of Core and Access plans.
If offering 2 plans, groups with 10—24 employees must have at least 3 employees enrolled in each plan. Groups with 25 or more

employees must have at least 5 employees enrolled in each plan.

Kaiser Foundation Health Plan of Washington
Core provider network

Kaiser Foundation Health Plan of Washington
Options, Inc.
Access PPO provider network

(] Bronze HSA

[ Silver HSA

] Silver

(] VisitsPlus Silver

[ ] VisitsPlus Silver—EO#

[ ] Access PPO Bronze HSA

(] Access PPO Silver HSA

[ ] Access PPO VisitsPlus Silver

[] Access PPO VisitsPlus Silver—EO*
[ ] Access PPO VisitsPlus Gold

L] Gold [ ] Access PPO VisitsPlus Platinum
[ ] VisitsPlus Gold HD*
(] VisitsPlus Gold

[ ] VisitsPlus Gold—EO*

L] VisitsPlus Platinum

* HD—High deductible
* EO—Employee-only contract

Dental plan (must select one)

Please select one of the optional adult/family dental plans for your employees and their dependents OR choose the mandated
pediatric-only dental coverage. Dependents include spouse/domestic partners and dependent children up to 26 years of age.

] Small Group Standard adult/family dental plan ($1,500 annual maximum)
] Small Group Basic adult/family dental plan ($1,000 annual maximum)

] Pediatric-only dental plan (This is required and must be added if no adult/family dental plan is chosen)
The Affordable Care Act mandates pediatric dental coverage for anyone under age 19 enrolled in the medical plan.

Note: Dental premiums for employees or applicable dependent enrollees under age 19 will be assessed and billed
separately from the medical premiums.

Coverage provided by Delta Dental of Washington, 9706 Fourth Ave. N.E., Seattle, WA 98115-2157.
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10.

ACKNOWLEDGEMENTS AND CERTIFICATION

Authorized representative certification

[ certify that the information on this application is complete and accurate. I understand that if false information has been
submitted, Kaiser Foundation Health Plan of Washington or Kaiser Foundation Health Plan of Washington Options, Inc. will
have the right to cancel the contract to the extent allowable under applicable federal and state law. Kaiser Foundation Health
Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. reserve the right to pursue all civil remedies
allowable under federal and state law for the collection of claims, losses, or other damages. It is a crime to knowingly provide
false, incomplete, or misleading information for the purpose of fraudulently obtaining health coverage. Penalties may include
imprisonment, fines, and denial of benefits.

Full legal name Title
Authorized representative’s signature Date
Full legal name Title
Authorized representative’s signature Date

APPOINTMENT OF PRODUCER OF RECORD

Please complete this section if you have a Producer of Record representing your company.

[ hereby appoint (Producer)
with (Agency),
as a Producer of Record, effective , for purposes of arranging and servicing health care coverage

with Kaiser Foundation Health Plan of Washington or Kaiser Foundation Health Plan of Washington Options, Inc. for the firm'’s
employees and dependents.

This appointment rescinds all previous appointments and continues in effect until termination by either party in writing.
Producer may make requests concerning rates, benefits, eligibility requirements, and other matters relating to our company’s
coverage. The firm understands that commissions due to the Producer for services provided pursuant to the appointment are
governed by an agreement between the Producer and the health plan.

If you are a Producer who completed this application on behalf of a client, please indicate by signing here.

Producer signature Phone number
Name of Producer (please print) Fax number
Address Email

SS or tax ID number License number

SEND THE MATERIALS TO THE SALES OFFICE NEAREST YOU

Western Washington Eastern Washington
Kaiser Foundation Health Plan of Washington Kaiser Foundation Health Plan of Washington
Small Business Group Small Business Group
320 Westlake Ave. N., Suite 100 5615 W. Sunset Highway
Seattle, WA 98109-5233 Spokane, WA 99224-9454
206-448-4140 or 1-800-542-6312 509-241-7471 or 1-800-497-2210
Fax: 206-877-0654 Fax: 509-459-1080
Email: smallbusinessgroup@kp.org Email: smallbusinessgroup@kp.org
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kp.org/wa/sbg
1-800-542-6312

All medical plans offered and underwritten by Kaiser Foundation Health Plan o,
of Washington or Kaiser Foundation Health Plan of Washington Options, Inc. S\\w’,é KAISER PERMANENTE.



Kaiser Permanente Nondiscrimination Notice

and Language Access Services

8% KAISER PERMANENTE.

KAISER PERMANENTE NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc.
(“Kaiser Permanente”) comply with applicable Federal civil rights laws and do not discriminate on the basis of race,
color, national origin, age, disability, or sex. Kaiser Permanente does not exclude people or treat them differently

because of race, color, national origin, age, disability, or sex.

Kaiser Permanente:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters
e Information written in other languages

If you need these services, contact the Kaiser Permanente Civil Rights Coordinator.

If you believe that Kaiser Permanente has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Kaiser Permanente Civil Rights Coordinator, Kaiser Foundation Health Plan of Washington Headquarters,

320 Westlake Ave. N., Suite 100, GHQ-E2N, Seattle, WA 98109, 206-448-5819, 206-877-0645 (Fax),
complianceoffice@kp.org. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the Kaiser Permanente Civil Rights Coordinator is available to help you. You can also file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

LANGUAGE ACCESS SERVICES

English: ATTENTION: If you speak English, language
assistance services, free of charge, are available to you.
Call 1-888-901-4636 (TTY: 1-800-833-6388 or 711).

Espaiiol (Spanish): ATENCION: si habla espafiol,
tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1-888-901-4636
(TTY:1-800-833-6388 /711).

132 (Chinese): FE: MREFEREEHC, BALL
R EREBESIEMRS. E5E 1-888-901-4636
(TTY: 1-800-833-6388/711) &

© 2017 Kaiser Foundation Health Plan of Washington
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Tiéng Viét (Vietnamese): CHU Y: Néu ban ndi Tiéng
Viét, c6 cac dich vu hé trg ngén nglt mién phi danh
cho ban. Goi s6 1-888-901-4636
(TTY: 1-800-833-6388/711) .

SpAlS B

ot 0{(Korean): F£o|: $I=Z0{E ALBSIA|l= G2,

A0 x| & )\'|H|*E DEE 0|83t == UELICL

1-888-901-4636 (TTY: 1-800-833-6388 / 711) Ho 2
Hatsl FHAIL.

Pycckum (Russian): BHUMAHME: Ecnu Bbl roBopute
Ha PYCCKOM A3blKe, TO BaM JOCTYMNHbl 6ecnnaTHble
ycnyrmn nepesopa. 3soHute 1-888-901-4636
(tenetann: 1-800-833-6388 / 711).
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Filipino (Tagalog): PAUNAWA: Kung nagsasalita ka
ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa
1-888-901-4636 (TTY: 1-800-833-6388/711).

YKpaiHcbKa (Ukrainian): YBATA! Akuwo Bu
pO3MOBNAETE YKPaTHCLKOK MOBOIO, BU MOXeTe
3BEPHYTNCA A0 6E3KOLUTOBHOI CJTYXK61 MOBHOT
nigTpumkn. TenedoHyliTe 3a HOMEPOM
1-888-901-4636 (tenetann: 1-800-833-6388/711).

menigt (Khmer)s tutiine ndaSsunswies,
U gIwnA USSAnN A6SeOUGNHAT Gig
18701-888-901-4636 (TTY: 1-800-833-6388 / 7111

H#ASE(apanese): FEHIE | HAEAFEZINDG
&, BROEESEAY CHIBWEITE T,
1-888-901-4636 (TTY:1-800-833-6388/711) %
T, PEEICTTEE LT,

A9ICT (Amharic): 90308; 099.575+ £ A9ICT hPt
PTCHI® ACAS &CE-PTE N1 AL TIHPT FHIBTPA: DL
TatAD- ¢rC L@ 1-888-901-4636

(@9t A+AGFa-: 1-800-833-6388 /711).

Oromiffa (Oromo): XIYYEEFFANNAA: Afaan
dubbattu Oroomiffa, tajaajila gargaarsa afaanii,

kanfaltiidhaan ala, ni argama. Bilbilaa
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

&bl slan g saclie o J panll 3a K00l :(Arabic) 4l
0 el sac leeal) cilead 8 Al 3 Chaas i€ 13) 1Al ale
1-888-901-4636 ad_n daail . laally &l il 5

(7117 1-800-833-6388 :o84ll 5 sl Cila 4 )

UATS (Punjabi) fimirs fe€: 7 37 Urrst S8 I,
37 37 &9 AOfesT AT 3973 BE Hes Guseg J)
1-888-901-4636 (TTY: 1-800-833-6388/711)

‘3 TS T

Deutsch (German): ACHTUNG: Wenn Sie Deutsch
sprechen, stehen Thnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfigung. Rufnummer:
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

w1210 (Lao): TUOgw: 1191 g, Nl
Inwgoucisdiuwnl, touuEgen, cluldsutdinaw.
s 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Srpsko-hrvatski (Serbo-Croatian): OBAVIESTENJE
Ako govorite srpsko-hrvatski, usluge jezicke pomoci
dostupne su vam besplatno. Nazovite
1-888-901-4636 (TTY- Telefon za osobe sa oste¢enim
govorom ili sluhom: 1-800-833-6388 / 711).

Francais (French): ATTENTION : Sivous parlez
francais, des services d’aide linguistique vous sont
proposés gratuitement. Appelez le 1-888-901-4636
(ATS: 1-800-833-6388 / 711).

Romana (Romanian): ATENTIE: Dacd vorbiti limba
romdand, va stau la dispozitie servicii de asistenta
lingvisticd, gratuit. Sunatila 1-888-901-4636

(TTY: 1-800-833-6388/711).

Adamawa (Fulfulde): MAANDO: To a waawi
[Adamawa], e woodi ballooji-ma to ekkitaaki wolde
caahu. Noddu 1-888-901-4636

(TTY: 1-800-833-6388/711).

W o K3 ol g4 R iaags (Farsi) oaotd
Ll (e aal i Lad gl 801 @y sy (Sl ) COgss
o3 (TTY: 1-800-833-6388 / 711) 1-888-901-4636
RIPEN
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