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Introduction to UHA

About UHA

UHA is a mutual benefit society dedicated to providing access to quality health care services
while protecting our members from financial loss due to illness or injury. UHA is also a Hawaii
prepaid health plan contractor as defined under the Hawaii Prepaid Health Care Act.

UHA was founded in 1996 by physicians who were faculty members of the John A. Burns
School of Medicine of the University of Hawaii. These physicians recognized the need for a
health insurance company that holds quality health care as its highest value.

What'’s in the UHA Group Administrator’s Handbook?

The purpose of this handbook is to assist you in coordinating your organization’s medical
benefits program with us. From enrolling your employees to balancing your monthly premium
statements, this handbook describes all procedures and forms you will need to administer your
health plan. Please keep in mind that you and the employer or plan sponsor act as the agent for
the subscriber dues payments and for sending and receiving all health plan notices to and from
UHA.

This handbook has several sections designed to answer Group Administrators’ most frequently
asked questions and to help ensure that UHA members receive the greatest value from their
coverage:

Who Do | Contact At UHA? We provide a quick reference guide of UHA department
phone numbers and their functions to guide you when you need assistance.

What Are UHA's Eligibility and Enrollment Procedures? We describe all aspects of
enrolling employees, maintaining your group’s eligibility records and reporting
changes. All necessary forms are also provided.

How Will | Be Billed? Our schedules of monthly billing process and payment
procedures are outlined for you.

How Will Our Employees Claims Be Processed? UHA's claims filing procedures
and processing policies are detailed.

This handbook should be used in conjunction with the following documents provided by UHA
and they should be made available to all of your covered emloyees:

The UHA Summary of Benefits provides a brief, non technical overview of health
plan benefits.

The Standard Agreement for Group Health Plan is your Group Contract with UHA.



The Medical Benefits Guide (MBG) provides a comprehensive overview of your
health plan benefits. Itis available on UHA’s website, member portal or upon request.



Group Administrator Reference Page

Group Name:

Group Number:

Division Number(s):

Effective Date:

Benefits: Medical Plan
Drug Plan
Vision Plan

Dental Plan

CLIENT SERVICES DEPARTMENT - YOUR EMPLOYER SUPPORT TEAM

INQUIRIES ABOUT DESCRIPTION

Requests for benefit program brochures (medical,

Benefit plan information drug, vision, dental), provider directories

Enrollment Procedures Scheduling presentation and enroliment meetings
Group Renewal Process Renewal rates, benefit changes
Contracting Requests for copies of the Group Contract or rates

Your UHA Employer Support Team:
Client Services: clientservices@uhahealth.com

Fax 877.222.3198

Correspondence should be sent to:

UHA
700 Bishop Street, Suite 300
Honolulu, HI 96813



How to Contact UHA

We welcome and encourage all authorized group administrator(s) to contact us whenever you or
your employees have problems or questions. UHA's staff of experienced professionals are
ready to assist you. We are available on weekdays between the hours of 8:00 a.m. and 5:00
p.m.

We have included a Quick Reference Directory on the following page to direct you and your
employees to the department that is best able to handle a problem.

Please have the following information handy prior to your call so that we can identify you as an
authorized contact:

1. Your Company Name
2. Your Group and Division number

If you are calling regarding an employee, please have ready the following information:

1. Name of employee
2. Employee’s identification number

If you are calling about a dependent, please have the dependent’s name ready.
Please note that due to the Health Insurance Portability and Accountability Act (HIPAA), UHA is

restricted in the amount and type of medical information we can disclose to our clients. You can
review our Privacy Policy on our website, uhahealth.com



CUSTOMER SERVICES
On Oahu: 808.532.4000; Neighbor Islands: 800.458.4600, ext. 297; Fax: 866.572.4393

INQUIRIES ABOUT DESCRIPTION

Plan Coverage Benefits, Co-payments, Plan Maximums, etc.

Claims Status, Payment, Forms, efc.

Eligibilty Status Subsprlper, Spouse, Civil Union partner, other Dependents,
Age Limit

Member ID Cards ID Card Requests

EMPLOYER SERVICES -- ENROLLMENT SECTION On Oahu: 808.532.4007; Neighbor Island:
800.458.4600, ext. 299; Fax: 877.222.3198
email: es@uhahealth.com
Downloadable forms available at uhahealth.com

INQUIRIES ABOUT DESCRIPTION

Employee Additions/ Deletions/ Changes | Updates on employee eligibility

Member Changes Names, Address, Employee Identification Number, Birthdate

COBRA Services Payment, Billing Statements, COBRA ID Cards, Eligibility

EMPLOYER SERVICES — PREMIUM BILLING SECTION:
On Oahu: 808.532.4000, ext. 353; Neighbor Island: 800.458.4600, ext.353; Fax: 877.222.3198

INQUIRIES ABOUT DESCRIPTION

Errors, omissions, incorrect amounts due, non-receipt of

Employer Premium Statement Payments statements, late payments

FINANCIAL SERVICES
On Oahu: 808.522.7897; Neighbor Islands: 800.458.4600, ext. 247; Fax: 866.577.3035

INQUIRIES ABOUT

Schedule A, Tax Filing Requests

Submit Enroliment/Termination/Change forms to UHA:
Mail:  Employer Services Department-Enroliment Section
UHA
700 Bishop Street, Suite 300
Honolulu, HI 96813 — 4100

Fax: 877.222.3198 if you send by fax, please do not mail the original or a duplicate copy.

Email; es@uhahealth.com

Online Employer Portal:
Online Enrollment
Online View Bill
Online Pay Bill




uhahealth.com/employers/login

Making Changes to your Group’s Address or Authorized Contact(s)

For any changes to your group’s demographic information or to add or remove a Group
Administrator, please complete the “Group Information Change Form” which can be
found on our website, uhahealth.com. See Exhibit A.

The form must be signed by an Authorized Group Administrator or a Group Authorized
Representative in order to be processed.



UHA Benefits and Programs

UHA's benefits and benefit comparisons can be found at uhahealth.com/our-plans.

UHA Programs

UHA offers members the below programs free of charge to UHA members:

Diabetes Management
To help members with diabetes better control their iliness and their lives, we offer a diabetes
management program as a covered bengfit.

Asthma Management
Asthma is one of the most common chronic diseases in Hawaii. To help members take control of
their asthma, we offer an asthma management program as a covered benefit.

Smoking/Tobacco Cessation
Quitting tobacco is much easier said than done. To aid members in their efforts, we offer
smoking cessation classes and nicotine replacement products as covered benefits.

Weight Watchers®
Being overweight or obese is a widespread and very serious health problem. To help our

members combat this serious problem, we have partnered with Weight Watchers® to provide
nutrition counseling. Members are entitled to rebate(s) equaling a maximum of $200 per
calendar year.

Seasonal Flu Shots

As part of our efforts to increase prevention of the flu, flu shots are offered to our members
during the flu season (October through February). Onsite flu shots are available to employer
groups with 25 or more employees.

More information on the programs above can be found on our website, uhahealth.com or contact
our Health Care Services Department at 532-4006 or 1-800-458-4600 ext. 300 when calling
from the Neighbor Islands.

Coordination of Benefits

If you or any of your employees have other insurance coverage, for example through a spouse
or Medicare, that provides benefits similar to those of this plan; please inform UHA. We can
“coordinate” the benefits of the two plans. When benefits are coordinated, the benefits paid
under this plan, when combined with the benefits paid under your other coverage, will not
exceed the lesser of:

* 100% of the eligible charge

+ the amount payable by your other coverage plus any deductible and copayment

you would owe if the other coverage were your only coverage

Any deductible you owe under this plan will first be subtracted from the benefit payment. You
remain responsible for the deductible owed under this plan, if any.

For more information such as general rules, the Member’s and UHA’s responsibility,
please refer to your MBG.



Eligibility Information

Active Employees

Regular employees, as defined under the Hawaii Prepaid Health Care Act (Chapter 393, Hawaii Revised
Statutes) and UHA’s Underwriting Rules are eligible for coverage through UHA. Eligible employees
have 31 days from the date they are hired to apply for enroliment. Requests for enroliment at any
other time cannot be accommodated. No retroactive enroliment is accepted.

Qualifying Enrollment Events

Enroliment Events For Employees:

e Annual open enroliment

e Part-time to full-time status change (within 31 days of change)

e New hire (within 31 days of hire)

o Loss of other medical coverage (within 31 days of loss of coverage)

Enroliment Events For Dependents and/or Changes in Enroliment:

e Annual open enroliment

o Loss of other medical coverage (within 31 days of loss of coverage) *

o Newborn (within 31 days of birth) *

e Adoption (within 31 days of adoptive placement) **

o  Stepchild (within 31 days of marriage) *

e Court Appointed Guardian (within 31 days of appointment) **

e Marriage (within 31 days of marriage) *

e Civil Union (within 31 days of union) *
Requests for enrollment at any other time cannot be accommodated. No retroactive enroliment is
accepted.
* Please submit documents to verify eligibility for the enrollment event. For example, please timely submit
new enrollment forms, previous insurer’s termination letter, birth certificate, adoption papers, marriage or

civil union licenses.
** Court Order documents required.

Employees or Dependents age 65 and older

Employees or dependents age 65 and older may be able to qualify for Medicare coverage. For
these employees or dependents, having Medicare coverage can lower their out-of-pocket
medical costs.

If your company has 20 or less employees, Medicare qualified members should consider and
evaluate taking Medicare Part A and Part B in addition to their group coverage to avoid paying a
potential penalty fee. Please refer to Medicare.gov for more information.



Please provide Medicare information for members age 65 or older if available. If no
documentation is received, the members may be defaulted to Medicare primary in order to
ensure proper processing of their claims.

Dependents up to age 26

Eligible dependents may be enrolled during the initial enrollment of the employee. Eligible
dependents include an employee’s lawful spouse, Civil Union partner, and children up to age 26
including stepchildren, legally adopted children, and qualified children placed for adoption.

Dependent enroliment eligibility updates will become effective on the first day of the month
following notification to UHA. For newborns or Dependents to be eligible from the date of birth or
adoption, newborn or adopted child enroliment information must be received by UHA within 31
days from the date of birth or the date of adoptive custody. Premiums are due for the month in
which the child is born; UHA does not prorate premiums.

For example: If John Smith’s dependent is born on March 10, the Group Administrator
must submit a Member Enrollment Form to enroll the dependent by April 10 (31 days)
for an effective date of March 10. Premiums are due for the entire month of March. If
UHA does not receive this information within 31 days, the child will not be covered from
date of birth and will not be enrolled until the next open enrollment period.

The Group Administrator must submit to UHA a copy of the birth or hospital certificate
for newborns, or adoptive placement and a copy of the legal adoption document for
adopted dependents, with the Member Enroliment Form within 31 days of birth or
adoption. If the required documents are not received with 31 days of birth or adoption,
the child will not be enrolled until the next open enrollment period.

Qualifying Event | Date of Event Enroll by Enroliment
Effective Date
Birth of child March 10 April 10 March 10
Marriage March 10 March 31 April 1
March 10 April 10 April 1

Disabled Dependent age 26 and older

UHA recognizes children as Dependents under “disability” within the following guidelines:
1. Written documentation has been provided for enrollment demonstrating that:

a. The child is incapable of self-sustaining support because of a physical or
mental disability.

b. The child’s disability existed before the child reached 26 years of age.

c. The child relies primarily on parent or legal guardian, who is a UHA member,
for support and maintenance as a result of their disability.

d. The child is enrolled with us under this coverage or another qualified health
insurance coverage, and has had no break in health insurance coverage since
before the child’s 26t birthday.

2. Member must provide this documentation to UHA within 31 days of the child’s 26
9



birthday and subsequently at our request, but not more frequently than annually.

To apply for extended disabled dependent coverage, the employee must do the following:
o Have the dependent’s physician complete a Dependent Disability Certification Form.
See Exhibit B.
o Please duplicate copies as needed for multiple Dependents
o Submit the completed Dependent Disability Certification Form to UHA at least 31 days
prior to the dependent’s ’s 26th birthday
o Proof of continuous coverage may also be requested.

Once the completed form and documentation is received, UHA will use the medical information
submitted to determine if the child qualifies as a disabled dependent. All Dependent Disability
Certification Forms are subject to review by UHA’s Chief Medical Officer and/or Medical
Director.

10



Reciprocal Beneficiaries

A reciprocal beneficiary relationship is a legal partnership between two people who are prohibited
from marriage. UHA will extend health insurance benefits to the reciprocal beneficiary of an
eligible employee if all of the following criteria are met;

o The employee is in a reciprocal beneficiary relationship as defined by Chapter
572C, Hawaii Revised Statutes; and

e The employer group requests in writing that UHA extend eligibility to Reciprocal
Beneficiaries of its employees

o The employer or employee provides to UHA a Certificate of Registration of
Reciprocal Beneficiary Relationship from the State of Hawaii Department of Health.

Domestic Partnership

Domestic partnerships refer to relationships between two persons who are eligible for marriage
under Hawaii law, but are not married. UHA will extend coverage to domestic partners at the
request of an employer group. A UHA Domestic Partnership Employer Representation form and
UHA Domestic Partnership Affidavit form must be completed, signed and approved by UHA before
a domestic partner can be enrolled. See Exhibit C and D.

Eligibility requirements for domestic partners are:

e Both domestic partners are at least 18 years of age and mentally competent to enter
into a domestic partnership.

e Both domestic partners must live together and share the same place of residence
and intend to continue to do so indefinitely.

o Neither may be married nor have another domestic partner.

o Neither would be prevented from marrying the other under Hawaii State law or on
account of blood relationship to the other.

a. Domestic partners are not related by blood closer than would bar
marriage under Hawaii State law.

b. Ancestors and descendants of any degree, brother and sister of
the half and whole blood, uncle/niece, and aunt/nephew, whether
the relationship is legitimate or illegitimate, cannot marry.

o Both domestic partners agree that they are economically, jointly and severally liable

to third parties for the common necessities of life, defined as food, shelter and
medical care.

11



o Both domestic partners agree that this shall remain the case for expenses incurred
during the period that the non-employee domestic partner is covered by the group.
The individuals do not need to contribute equally or jointly to the cost of these
expenses as long as they agree that both are responsible for the costs.Both
domestic partners must live at the same address, and provide proof of eligibility
through one or more of the following:

a. Joint ownership of property

b. Joint bank account

c. Domestic partner is named as a beneficiary on employee’s life
insurance policy or will

d. Joint mortgage or lease

e. Durable power of attorney for property or health care naming the
domestic partner as designee

o  Children of domestic partners will be allowed to enrall, if they meet UHA’s standard
eligibility requirements.

All other UHA eligibility requirements, qualifying events, and deadlines for all members
will apply similarly to domestic partnerships. The employer group must administer the
benefits themselves and must send UHA a copy of the signed affidavits for Health Plan’s
reference.

Civil Unions

A Civil Union is a union between two individuals established pursuant to Chapter 570A, Hawaii
Revised Statutes. UHA will extend dependent health insurance benefits to the partner of an
eligible employee if the eligible employee and partner have entered into a Civil Union under
Chapter 570A, Hawaii Revised Statutes. UHA may require the eligible employee to submit a
certified Civil Union license evidencing a Civil Union under Chapter 507A, Hawaii Revised
Statutes, in order to verify eligibility for coverage.

Enroliment

Employees, other than new hires, can enroll only during your group’s open enroliment period,
when there is a work status change (where the employee is now eligible for coverage under
prepaid laws), or loss of other medical coverage. In these instances, enrollment would only be
permitted on the first of the month following the loss of coverage.

To enroll employees who have lost coverage, the Group Administrator must submit a Member
Enroliment Form (Exhibit F) within 31 days from the loss of coverage. A copy of the other carrier’s
termination letter or HIPAA certificate must be submitted with the Member Enroliment Form so we
can verify eligibility.

When employees are eligible for coverage

Enroliment for this coverage is based upon eligibility according to the Hawaii Prepaid
Health Care Act (Hawaii Revised Statutes chapter 393) and the rules for eligibility
described in our employer agreement. If the employee is not enrolled in this coverage

12



when first eligible, or by the first day of the month immediately following the first four
consecutive weeks of employment, the enrollee will not be eligible to enroll until the next
open enroliment period. Open enrollment happens once each year. However, if we agree
that there was unusual and justifiable cause for submitting your enroliment form late, you
may enroll sooner.

How To Enroll New Employees

To enroll new employees in your company’s medical benefit program, you must submit a
completed Member Enrollment Form for each employee. New enroliment eligibility
updates will become effective on the first day of the month following notification to UHA.
Employee enroliments received on or after the first day of the month will be eligible in the
next month.

Initial Enroliment Period

New employees and their eligible dependents can enroll:
1. On the first day of the following month from their hire date. Here’s an example:

Date of hire Enroll by Enroliment Effective
Date
March 10 March 31 April 1

2. On the first day of the month after four consecutive weeks of working 20 or more
hours a week. Based on the example above, if the employee works four consecutive
weeks (at 20 hours or more a week), the employee will be eligible April 10t. The
employee’s health plan starts May 1st based on receiving the enrollment by April 30t

Eligibility after four Enroll by Enrollment Effective
weeks from date of hire Date
April 10 April 30 May 1

Please fax forms to 877.222.3198, or mail the forms to:

UHA
Attn: Employer Services Department
700 Bishop Street, Suite 300
Honolulu, HI 96813

Or email: ES@uhahealth.com
Because incomplete or illegible forms cause delays in enrollment, please check to see that all
information is complete and accurate. Please pay special attention to the following information:

e Social Security Numbers of Subscriber and Dependents
o Eligibility Effective Date
e Hire Date

13



Status Change from Part Time to 20+ hours/week

Birth dates of Subscriber and Dependents

Other ealth Plan Information

Mailing and Physical Address of the Subscriber

Group and Division Number

Group Administrator Signature

Employee and Parent/Guardian Signature if Employee is a Minor, Employee
Signature is not Required Otherwise

Enrollment Process

Dependents must be enrolled on the enroliment form, which is to be submitted within 31
days of the date the Dependents become eligible. The enrollment form must include the
names of any Dependents you wish to include in this coverage. If not enrolling within this
time frame , enrollment may be done at the next open enrollment period. Open enroliment
takes place once a year.

If enrollment is declined in this plan because of other health plan coverage, enroliment
may be allowed in this plan at a later date. If eligibility is lost for that other coverage (or if
the employer stops contributing towards the other coverage). Enrollment must comply
with our usual enrollment process within 31 days after the other coverage ends (or after
the employer contribution stops toward the other coverage).

14



Enrolling a New Spouse or Civil Union Partner

A newly married Spouse or Civil Union partner can be enrolled for coverage effective on the first day of
the month following marriage or Civil Union. For example:

If David Jones is married on March 14, he must enroll the spouse by April 14 (within 31 days).
Spouse will be covered effective April 1 (1st of month following marriage) if the spouse is
enrolled by April 14.

The Group Administrator must send in a Member Enrollment Form within 31 days of marriage, Civil
Union, or entry into the United States. A copy of the marriage certificate, certified Civil Union license, or
visa showing the stamped date of entry is required to verify eligibility. A newly married Spouse or
partner to a new Civil Union will not be allowed to enroll until the next open enroliment period if the
request is not received within 31 days of marriage, Civil Union, or entry into the United States. No
retroactive enrollment is allowed.

Enrolling Children

A child may be enrolled if all of the following requirements are met;

o Thechildis a:

- Natural-born child

- Legally adopted child

- Stepchild
Child placed for adoption

- Child for whom the member is the court-appointed guardian,
o The child is under 26 years of age

Enrolling Newborns or Newly Adopted Children

Newborn or newly adopted children may be enrolled within 31 days of the birth or adoption placement.
The member is responsible for notifying the employer who will then submit a Member Enroliment form
to notify UHA. If the child is not enrolled within 31 days of birth or adoption, he or she cannot be
enrolled until the next open enroliment period.

When to Use the Member Enroliment Form
The Member Enrollment Form (Exhibit F) should be used for the following situations:

New enrollment of an employee and Dependents
Reinstatement with break in coverage

Part-time to full-time work status changes

Adding a Spouse, Civil Union partner, and other Dependents
Adding Dependents

Reinstating an employee with no break in coverage

15



When to Use the Member Change Form

The UHA Member Change Form (see Exhibit G) should be used for employees already enrolled and
who wish to make the following types of status changes to their enrollment:

Open Enrollment changes if the employee is already enrolled in a UHA plan

Changing the selection of benefits options

Correcting an employee’s Social Security Number (SSN) or adding a dependent’s SSN
Transferring an employee(s) to another division

Updating employee information such as a change of address, change of phone number,
or name change

Termination of Coverage

You may submit termination forms for an employee and/or their Dependents at any time. Possible
reasons for terminating coverage (disqualifying events) include:

o  The employee no longer is employed with your company

o  Areduction of employee’s hours to fewer than 20 hours a week

e The employee is on leave of absence (at the employer’s discretion)

o  Death of employee

e Voluntary cancellation by employee who has dual health insurance coverage.
Completed termination forms must be received prior to the end of the month in which an employee or
their dependent(s) no longer meet the eligibility criteria set forth in the Medical Benefits Guide.

Coverage will end on the last day of the month following proper notification to UHA. No retroactive
terminations or mid-month terminations are allowed.

For example: John Smith does not wish to cover his wife under his health plan starting April 1.
The Member Termination form was submitted late to UHA on April 5, so coverage for the
spouse cannot be terminated until April 30, and the Employer will be responsible for premiums
for the spouse for the month of April. If the Member Termination form was received on March
29, the spousal coverage would have been terminated on March 31.

Please enter the termination date as the end of the month.

For example: If termination should be July 31, do not enter August 1. If the termination form
shows August 1, coverage will be terminated on August 31, even if the form was received in

July.
Date Form Submitted to UHA | Terminate Date Requested Termination Effective Date
on Form
April 5 March 31 April 30
March 29 March 31 March 31
July 15 July 15 July 31
July 15 August 1 August 31
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The Member Termination Form (see Exhibit H) is used to terminate all benefit coverage for the
employee and his/her Spouse, Civil Union partner, and other Dependents. If a domestic partner is
terminated, enclose a Termination of Domestic Partnership Form (see Exhibit E) with the Member
Termination Form. When an employee’s coverage is terminated, coverage for dependents is
automatically terminated as well.

e Once an employee is enrolled and voluntarily terminates coverage or the coverage for
dependents, re-enrollment will not be allowed until the next open enrollment period.

e  However, if the employee terminates coverage because coverage was to be provided
through a Spouse or Civil Union partner’s program and later experiences a status change,
UHA permits re-enroliment on the first day of the month following the status change.

Please use the Member Termination Form to terminate dependent eligibility (such as the eligibility of a
Spouse, Civil Union partner and/or child) if the employee remains eligible. Please enter the termination
date for each Dependent.

Group Terminations Notice Provision

An employer group may cancel its Group Contract with UHA upon 60 days prior written notice to UHA.
Please refer to your Group Contract for your notice provision. No retroactive terminations will be
accepted.

Group Contract Terminated for Non-payment of Premiums

A group will be terminated for non-payment of premiums. UHA will notify the Group in writing of its
delinquency and if delinquency continues, UHA will terminate the Group. When a Group terminates,
coverage for all of its employees and COBRA-covered employees is terminated.

A group canceled for non-payment of premiums may be reinstated based upon approval and upon
payment of all outstanding premiums and any applicable fees.

Termination due to Fraud or Failure to Comply with Underwriting Rules

UHA retains the right to rescind or terminate a Group Contract if coverage for the Group or any
Enrollee(s) was obtained through fraud, intentional misrepresentation of a material fact by the Group,
intentional omission of any material fact or Group'’s failure to promptly notify UHA that an Enrollee or
Group is no longer eligible or in compliance with the UHA Underwriting Rules. The Enrollee and/or
Group will be given a 30 days notice prior to prospective or retrospective termination of coverage.

Eligibility Audits
UHA reserves the right to conduct audits of employer groups for compliance with the terms of the
Standard Agreement for Group Health Plan, (One Plan) including but not limited to membership
eligibility, enroliment and group participation requirements. Employer group shall promptly provide to
UHA within 10 business days, any records requested by UHA to determine compliance with this
Agreement.
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Employer group shall prepare and maintain accurate and complete records demonstrating eligibility of
all Enrollees in accordance with UHA’s Underwriting Rules. Such records shall be retained and
produced upon request to UHA at any time during the term of this Agreement and for 3 years following
termination of this Agreement. Such records shall include but not be limited to employerr group’s (a)
General Excise Tax License and Department of Labor number, (b) payroll records reflecting each
Eligible Employee’s date of hire, pay and hours worked, (c) records reflecting the FICA tax deductions
for each Eligible Employee, (d) records reflecting the health plan enrollment status of all employees,
including any signed waiver forms in compliance with HRS § 393-21, (e) records demonstrating each
Enrolled Employee’s coverage under Unemployment Insurance, Workers Compensation Insurance,
and Temporary Disability Insurance, and (f) if any exemption from the above

requirements is claimed as to any Eligible Employee, then records demonstrating a valid legal and
factual basis for statutory exemption from any of the above requirements.

UHA Provider Network

Using Participating Providers

The payment made by this plan and the Co-payment amount that the member must pay depend on the
category of provider from whom services are received. A Provider may be “Participating” with UHA or “Non-
Participating.”

Participating means that a Physician, Hospital, or other licensed health care provider has signed a contract
with UHA to provide benefits under this plan. The contract requires that the provider collect only:

(a) the Eligible Charge paid by UHA for the Covered Services delivered

(b) the applicable co-payment

(c) billed charges for non-covered services

(d) the applicable state excise tax, based on the eligible charge

Participating providers also agree to participate in and abide by UHA's credentialing, quality improvement and
utilization management programs.

There are many participating providers throughout Hawaii. Please refer to the UHA Participating Physicians and
Health Care Provider Directory for a listing. If a Directory was not received at the time of the enrollment, please
call Customer Services and one will be sent without charge. This listing may have changed since the date of
printing, therefore, it is always a good idea to check with the provider to make sure he or she is still participating
with this plan. A Directory is also available on UHA’s website at uhahealth.com.

It is also important to understand that a specific physician or other provider may be a participating provider at
one office location, but be Non-Participating at another location. Additionally, a hospital may be a participating
hospital, but some of the physicians or other individual licensed providers who practice at that hospital may not
be participating providers with UHA. It is always a good idea to verify that each provider is participating with UHA
before you receive services, in order to help minimize health care costs.

Using Non-Participating Providers
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A Non-Participating Provider is any health care provider who does not have a contract with us to
participate with the selected UHA plan, including out-of-state providers.

Visits to a provider that is not participating with UHA are permissible. UHA will pay the eligible charge
for covered services less the co-payment or Coinsurance, and the payment will be made directly to the
subscriber of the plan. The total charge will then be paid to the provider (which includes any difference
between UHA’s payment and the total Actual Charge) plus the applicable taxes for each service. UHA
has no contract with non-participating providers to guarantee the

amount of charges assessed. UHA does not recognize assignment of benefits to nonparticipating
providers. At our sole discretion, however, we will make payments directly to nonparticipating facilities
for services.

Please note: Participating providers may refer services to a non-participating provider and that may
incur a higher out-of-pocket expense. For example, a participating provider may refer to a Non-
Participating specialist for additional care. Requesting a referral

to a participating provider may help minimize health care costs.

Out of State Policy

The service area for UHA is the State of Hawaii.

We have a special arrangement with a mainland contractor to help members control their health care
expenses in the event of a travel emergency. A travel emergency is a medical emergency that occurs
while traveling outside of the Service Area. For example, a member suffers a broken limb while
vacationing in Las Vegas.

For more information on the Out-of-State Policy, please refer to your MBG.

For more information on participating and non-participating providers, please refer to your
MBG.
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Using your Member Identification Card

Members should make sure to show a UHA Identification Card when they receive services from any

provider.

SAMPLE UHA IDENTIFICATION CARD

(ID card sample is for illustration only and may look different)

RxGp: NKTA  Express Script
" . .’ u H H s U)I(-IAr‘el\jlsemEer?855—891—7978

Bin: 003858
HEALTH INSURANCE oo\ ag Pharmacists: 800-922-1557

Subscriber: ALOHA, JOHN
Subscriber ID: 999666333-01  Group No. 9999999906

02 ALOHA, JANE [=] 32 =]
-03 ALOHA, JOHN JR.
-04 ALOHA, JESSICA
-05 ALOHA, JAMES [=]riFa

-06 ALOHA, JASMINE

Coverage: UHA MED, VISION 100, DRUG

Annual Medical Plan Limits (Individual / Family): Mainland Coverage ONLY
Deductible ($XXX / $XXX) UnitedHealthcare
Max Out-of-Pocket ($XXXX / $XXXX) UHC ID: 687123456789

POSSESSION OF THIS CARD DOES NOT GUARANTEE COVERAGE.

Eligibility or Benefits: Customer Services: 808-532-4000 (Oahu) or
1-800-458-4600 (toll-free) or uhahealth.com

Prior Authorizations: Send requests to Health Care Services:
uhahealth.com/providerportal or 1-866-572-4384 (fax)

Claims (Hawaii provider): UHA, 700 Bishop Street, Suite 300, Honolulu, HI 96813
UHA Prior Authorization is required for non-emergency out-of-state care.
uhahealth.com/MainlandCare

Claims (non-Hawaii, U.S. provider):
Submit with 12-digit UHC ID

(on front) and PAYER ID: USNO1.
UHC Global, PO Box 30526

Salt Lake, UT 84130-0526

Provider URL: www.usnetworksuhc.com

. FOR MAINLAND
IJJ UnitedHealthcare coverace ony
Plan Name: UnitedHealthcare Options PPO
Group No: 76570129
Health Plan (80840): 911-87601-04
UHC providers only: 1-800-940-2682

UHA automatically prepares UHA Identification Cards for all employees covered under your health plan once
enrollment forms are received and processed. A UHA Identification Card will be mailed to the employee within 5
business days of receipt of a completed enroliment form. Each covered dependent will receive a card listing the

employee’s name and the dependent’s name(s).
The UHA Identification Card lists:

Your company’s group number
The name of the covered person

o=

Benefit coverage

The identification number of the covered person

Providers often contact UHA to verify eligibility and benefits; therefore it is important that the insured person
present their current UHA Identification Card to their provider (doctor, hospital, pharmacy, etc.) of services.
Please remember that the UHA Identification Card is for informational purposes only and does not guarantee
coverage. Coverage is determined based on eligibility and plan benefits.

Employers and/or employees are responsible to repay UHA for services paid by UHA as a result of a retroactive

termination.
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e Forreplacement of lost UHA Identification Cards:
1. Contact the UHA Customer Services Department:
OnOahu............ 808.532.4000

Neighbor Islands.....1.800.458.4600

2. Members may download the Request for UHA Identification Card form from our website and submit
it to UHA Employer Services as instructed on the document. Members may print a temporary
Member ID Card from the Online Member Portal. Members can register for access to the Online
Member Portal at portal.uhahealth.com/Member/Account/registeruser

Dental Identification Card

Separate Dental Identification Cards are generated by Hawaii Dental Service (HDS) for employees
that obtain dental coverage through their employers.
Please note that dental coverage is a separate rider and is not included in the MBG.

Paying Claims

In order for UHA to pay for a covered service, all of the following payment determination criteria must
be met:

o the service must be listed as a covered benefit and not be excluded as a benefit by the
member's UHA plan

o the service must be medically necessary for the diagnosis or treatment of the member’s
illness or injury

o the service must be provided in an appropriate setting and at an appropriate level of care
when required under the member’s UHA plan, the service must be prior authorized

The fact that a physician or other provider may prescribe, order, recommend, or approve a service or
supply does not in itself mean that the service or supply meets these payment criteria, even if the
service or supply is listed as a covered service in the member’s UHA plan.

For more information on filing and paying medical claims, please refer to the MBG.
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Filing Drug & Vision Claims

How to File a Drug Claim

1. Present UHA identification card to the provider of services.

2. Participating providers will electronically file claims on behalf of the member, and payment is made
to provider.

3. When drugs are purchased from a Non-Participating Provider, or if you paid out of pocket for your
drugs, you can submit your receipts for reimbursement via fax to Express Scripts at 877-329-3760.
There is a direct member reimbursement form (DMR) located on the Express Scripts website that
you may send with your receipts that will ensure timely reimbursement. You should note that the
reimbursement is likely to be less than if you used a participating pharmacy.

4. Claims must be filed within 90 days from the date the drug is purchased.
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How to File a Vision Claim

Present UHA member identification card to the provider of services.

Ask the provider of service to file a claim (CMS-1500) on behalf of the member.

Participating providers will file claims on behalf of the member, and payment is made to provider.
When services are received from a Non-Participating Provider, members should send UHA a copy
of the itemized receipt / invoice along with a copy of your UHA medical card.

Claims must be filed within 1 year after the date of service.

6. Please allow 15 - 20 days for processing.

el

o

See Exhibit | for a sample claim form.
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Third Party Liability (TPL)
Third party liability situations occur when a member is injured or become ill and:

e theinjury orillness is caused or alleged to have been caused by someone else and the
member has or may have the right to recover damages or receive payment in connection
with the illness or injury, or

o the member has or may have the right to recover damages or receive payment from
someone else for the member’s injury or illness, without regard to fault.

When third party liability situations occur, the plan will provide benefits only as set forth in the MBG.
For more information on TPL, please refer to the MBG.

Important Health Care Laws

Prepaid Health Care (PHC) Act

Originally enacted in 1974, the Hawaii PHC Act was the first in the nation to set minimum standards of
health care benefits for workers. Employers, excluding Federal, State and City government and other
categories specifically excluded by the law (sections 393-3(8), 393-5 and 393-6) are required to provide
Hawaii employees who suffer a disability due to non-work related iliness or injury with adequate medical
coverage for non-work related illness or injury, protecting them from the high cost of medical and
hospital care.

Employers must provide health care coverage to employees who work at least 20 hours per week for 4
consecutive weeks. Coverage commences after 4 consecutive weeks of employment or the earliest
time thereafter at which coverage can be provided by the health care plan contractor, which is usually
the first of the month. For more information on the Hawaii PHC Act, visit the State of Hawaii
Department of Labor & Industrial website at hawaii.gov/labor.

HIPAA

The Health Insurance Portability and Accountability Act (HIPAA) provide rights and protections for
participants and beneficiaries in group health plans. HIPAA includes protections for coverage under
group health plans that limit exclusions for preexisting conditions; prohibits discrimination against
employees and dependents based on their health status; and allows a special opportunity to enroll in a
new plan to individuals in certain circumstances. HIPAA may also provide the right to purchase
individual coverage if group health plan coverage is not available and COBRA or other continuation
coverage has been exhausted. For more information on HIPAA, visit the U.S. Department of Labor
website at dol.gov.

COBRA

The Consolidated Omnibus Budget Reconciliation Act (COBRA) gives workers and their families who
lose their health benefits the right to choose to continue group health benefits provided by their group
health plan for limited periods of time under certain circumstances such as voluntary or involuntary job
loss, reduction in the hours worked, transition between jobs, death, divorce, and other life events.
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Qualified individuals may be required to pay the entire premium for coverage up to 102 percent of the
cost to the plan.

COBRA generally requires that group health plans sponsored by employers with 20 or more employees
in the prior year offer employees and their families the opportunity for a temporary extension of health
coverage (called continuation coverage) in certain instances where coverage under the plan would
otherwise end.

COBRA outlines how employees and family members may elect continuation coverage. It also requires
employers and plans to provide notice. See Section IV regarding COBRA Services Provided by UHA.
For more information on the COBRA law, visit the U.S. Department of Labor website at dol.gov.

Employee Retirement Income Security Act of 1974 (ERISA)

The Employee Retirement Income Security Act of 1974 (ERISA) is a federal law that sets minimum
standards for most voluntarily established pension and health plans in private industry to provide
protection for individuals in these plans.

ERISA requires plans to provide participants with plan information including important

information about plan features and funding; provides fiduciary responsibilities for those who manage
and control plan assets; requires plans to establish a grievance and appeals process for participants to
get benefits from their plans; and gives participants the right to sue for benefits and breaches of
fiduciary duty.

For more information on ERISA, visit the U.S. Department of Labor website at dol.gov.

Uniformed Services Employment and Reemployment Rights Act

The Uniformed Services Employment and Reemployment Rights Act were signed into law on October
13, 1994. This law requires employers to offer up to 24 months of continuation coverage to employees
who take military leave, and their Dependents. The law is very similar to COBRA, with two important
differences. First, it applies to all employers - COBRA generally exempts employers that have fewer
than 20 employees. Second, if the military leave is longer than 31 days, employers can charge up to
102 percent of the premium. If the leave is shorter than 31 days, employers can only charge up to the
active employee share of the premium.

UHA does not provide administrative services related to USERRA. UHA will include the employee on
the billing statement but the employer is responsible for billing the employee for the premiums. You
should consult with your attorney or legal advisor if you have any questions about the applicability of
this act to you as an employer.

Patient Protection and Affordable Care Act (PPACA)

The Patient Protection and Affordable Care Act (PPACA), also known as the Affordable Care Act (ACA)
is a United States federal statute that was signed into law on March 23, 2010. The changes
implemented by the ACA are focused on reducing the uninsured population and decreasing healthcare
costs.

Qualified Medical Child Support Order (QMCSO)

Any claim for benefits with respect to a child covered by a Qualified Medical Child Support Order
(“QMCSO”) may be made by the child or by the child’s custodial parent or court-appointed guardian.
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Any benefits otherwise payable to the member with respect to any such claim shall be payable to the
child’s custodial parent or court-appointed guardian.

For more information about how UHA handles QMCSO’s, please contact Employer Services at
808.532.4007 or 1.800.458.4600 ext. 299 when calling from the Neighbor Islands.

Medicare Part D Notice - Notification of Creditable Coverage

If you offer this plan to Medicare-eligible individuals, you are required under the Medicare
Modernization Act (MMA) to provide a Creditable Coverage notice to all of your Medicare-eligible
beneficiaries.

Most entities (employer groups) providing drug coverage to Medicare Part D eligible individuals must
disclose to the Centers for Medicare & Medicaid Services (CMS) whether the drug coverage is
“creditable.”. A disclosure is required whether the entities’ coverage is primary or secondary to
Medicare. Entities that must comply with these provisions are listed at the CMS website.

For more information, please visit uhahealth.com/page/medicare-part-d.
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COBRA Services

On April 7, 1986, Congress enacted the Consolidated Omnibus Budget Reconciliation Act
(COBRA). This law requires employers with 20 or more employees that sponsor group health
plans to offer employees and their families the opportunity for temporary extension of health
coverage at group rates in certain instances where coverage under the health plan would
otherwise end.

COBRA Services Provided by UHA

Employer groups eligible to receive UHA COBRA services are required to have a minimum of 20
employees. Interested groups should call the UHA Employer Services Department - COBRA
Section for more information.

Every group health plan that provides COBRA should have a Group Administrator who may be
the employer, an individual employed by the company, or an independent administrator. While
UHA is prepared to assist employers with their efforts to comply with COBRA, the final
responsibility to meet the requirements of this law lies with the employer. UHA does not
serve as a Group Administrator, regardless of your election for UHA to perform collection and/or
notification services. Employers should consult with their own legal counsel regarding questions
about COBRA.

To assist Group Administrators, UHA offers the following COBRA services:

1. Collection of COBRA premiums
Payments may be submitted through:
e Mail
o Direct Deposit
e Credit Card
e Automatic Deduction**
“*Written termination must be received by the 25t of the month to timely stop
any deductions for the following month.

2. Notification to COBRA subscribers regarding
o Ineligibility because of dual coverage
¢ Rate and/or benefits change

e Termination due to expiration of coverage period , non-payment, or premium
delinquency

3. Monthly listing of Active COBRA members
As a courtesy, UHA sends a payment reminder to all COBRA members monthly.

UHA charges COBRA subscribers a 2% administration fee as allowed under
COBRA regulations.

If you elect to have UHA provide COBRA services, you must provide the following
documents to qualified COBRA members:

o COBRA Continuation Coverage Election Forms

27



General COBRA Information

A qualifying event is defined as an event that results in a loss of coverage which entitles qualified
beneficiaries to COBRA benefits. The following are qualifying events and the corresponding maximum
length of COBRA coverage:

SN~

0.

Termination for reasons other than "gross misconduct": 18 months
Retirement: 18 months

Reduction in hours: 18 months

Left Employment: 18 months

Leave of absence: 18 months

Disability under the Social Security Act: 29 months

Divorce/legal separation: 36 months

Death of employee (Dependents may continue coverage): 36 months
Loss of dependent child status under the health plan rules: 36 months
Subscriber/dependent becomes eligible for Medicare: 36 months

COBRA coverage does not extend to domestic partners nor to reciprocal beneficiaries who are not
related by blood. COBRA does apply to Civil Unions.

Guidelines for COBRA Coverage

Please follow these guidelines for COBRA coverage:

Timely submission of the completed COBRA Continuation Coverage Election Form
premium payment is essential. See Exhibit J. Current COBRA regulations require coverage
to be elected within 60 days from the date of the qualifying event. Payment of the first
premium must be made within 45 days from the election date. Employer at their option may
pay COBRA premiums, but most employers choose to have the qualified beneficiary pay
monthly premiums. UHA will not provide COBRA coverage if payment is not received within
45 days from the election date.

Premiums may not exceed 102% of the applicable premium amount. Premiums may be
increased to 150% only for the 19th through the 29th month of COBRA coverage if
coverage is extended to 29 months because of an individual’s disability at the time of
termination. A Notice of Award letter from the Social Security Administration will be
required prior to the 18" month of coverage to continue extended COBRA eligibility due to
disability.

COBRA coverage will terminate for the following reasons:

e Coverage as an employee or as a dependent under any group health plan that does
not contain any exclusions or limitations for any pre-existing conditions which you,
your Spouse or other Dependents may have;

e Paymentis not made on time;

o The COBRA member meets the maximum length of coverage for their qualifying
COBRA event;

The group terminates their group plan;

o Coverage under Medicare (if Medicare becomes effective following COBRA coverage

effective date).

If your company would like a COBRA eligibility listing from UHA, please contact the UHA Employer
Services Department Enrollment Section.
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Billing
How to Read the Premium Statement

Your monthly premium statement will reflect current and prior billing information, including any
changes in your group’s eligibility that you reported to UHA. See Exhibit K for a sample
statement.

The monthly premium statement consists of two sections:

1. A billing summary page, which shows the prior month balance, payments
received on or before the statement date, adjustments, current and retroactive charges,
and amount due. Current and retroactive charges are shown in the detailed section of
the premium statement. Returned check fees, reinstatement fees and legal fees are
reflected on the “Other Fees” line.

2. A detailed premium statement, which includes an alphabetical listing of current
eligible employees showing:

Employee Identification Number

Name

Contract Type (Single, Two-party, Family)

Rates for each benefit (Medical, Drug, Vision, Dental)
Total current premiums and total retroactive adjustments

N O B O R

This page also provides a summary by applicable medical plan type.
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Submitting Payment

UHA is a prepaid health plan contractor as defined under the Hawaii Prepaid Health Care Act. Therefore, under the
terms of the Group Contract, payment is due on or before the first day of each month. We request that you pay the
“Total Amount Due.” For any discrepancies or questions, contact our Employer Services department.

Timely payment of monthly premiums ensures that eligibility changes submitted with your payments are processed
and reflected on subsequent bills. Late payments may result in denial of benefits.

1. Please make payments payable to “UHA” and enclose the bottom portion of the statement with your
payment. To ensure proper credit, please include your group number on the check. Send payments to
our lockbox address at:

UHA
P.0O. Box 29590
Honolulu, HI 96820-1990

2. For your convenience, you may have funds automatically deducted from your company’s checking
account to ensure timely payment of premiums. To enroll in the UHA Electronic Funds Transfer (EFT)
program, complete the “Authorization for Electronic Funds Transfer Form” (see Exhibit L) which can be
found on our website.

3. UHA also offers an Online Bill Pay feature through the Employer Portal. To sign up for either the

Employer Portal or Online Bill Pay, complete the “Online Agreement Authorization and Certification
Form” (see Exhibit M) which can also be found on our website.

30



Appeal Process for Employers

Employer Groups have the right to express concerns about actions taken by UHA that adversely affects them,
and to file a formal appeal of decisions made by UHA that relate to member eligibility. UHA will attempt to
resolve all concerns and appeals fairly and promptly.

If you are dissatisfied with a decision made by UHA relating to enrollment or termination of employees and/or
their dependent(s), you may appeal the decision to:

Appeals Coordinator

UHA

700 Bishop Street, Suite 300
Honolulu, HI 96813

The appeal must be made in writing. The request should include pertinent member or employer group
information, a description of the facts related to the appeal, and any supporting documentation for the
request. We must receive your written appeal within 60 days of the date UHA informed you of the decision
you wish to appeal. We will respond to your appeal within 60 days of our receipt of your appeal. If you
contest our decision on any appeal, you must submit the case to binding arbitration. Please refer to the
section below, or your group agreement, for additional information.

Employer / UHA Dispute Resolution

As cited in your Standard Agreement for Group Health Plan, any disputes between the parties to the
agreement will be settled by binding arbitration under the Arbitration Rules of Dispute Prevention &
Resolution, Inc. in Honolulu, Hawaii.. The decision of the arbitrator is binding on both parties. Further details
are provided in your Standard Agreement for Group Health Plan.
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EXHIBITS
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EXHIBIT A
Group Information Change Form

muHRA Group Information Change Form

HEALTH INSURANCE

Complete thus form when malang changes to your group's demographic information or addingfremoving a Group Administrator.
Please note: This form is not for Online Access. Sign up for access to UHA's Online Employer Seriaces Portal by submitting
an Online Agreement and Authorization Form or visit our website: uhahealth com.

Group Name Group Mumber

Demographic Changes | Effective Date of Changes:

Physical Address:

(Street, City, State, Zip Code)
Mailing Address:
(5treet, City, State, Zip Code)

Phone: ( ) Fax: ( ) Email:

Group Administrator(s) - Add/Remove/Update | Effective Date of Changes:

Action Required (check one): [ add Ga ] remave GA [ update GA Info

Mame: Position Title:
Mailing Address:

(5Streat, City, State, Zip Code)
Phone: ] Fax: ) Email:

Group Administrator(s) - Add/Remove/Update | Effective Date of Changes:
Action Required (check one): [JaddGa  [] Remove GA [[] update GA Info

Name: Position Title:

Mailing Address:
(Street, City, State, Zip Code)

Phone: ( )] Fax: ( )] Email:

(Agent must already be o Group Administrator, Owner, or Company Officer)

Authorized Group Administrator/Company Officer Signature: Date:

Authorized Group Administrator/Company Officer Name:

Please submit completed form to:  UHA Health Insurance
Attn: Client Services Department Fax: 1-B6&-T96-3484
700 Bishop Street, Suite 300 Email: clientservices@uhahealth.com
Honolulu, HI 96813-4100

EMP_CON-0124-091420
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EXHIBIT B
Dependent Disability Certification Form

Honolulu, HI 56813.4100

UHA oo Dependent Disability Certification Form

HEALTH INSURANCE F BT7 222 3198

|'“'|" 700 Bishop Streat, Suite 300

Retumn to: UHA Health Insurance
Attention: Employer Services
T00 Bishop Street, Suite 300
Honolulu, HI 96813

This is to certify that | have examinad barm an I I and
find said person to be incapable of self-sustaining employment by reason of physical or mental disability which existed before attainment of
age 26. | understand that UHA will require mesdical records or other documentalion to support this ceriicaion and | agree to promptly provide
any records requested o UHA.

1. MNature of disability

2. Disabifity has been confinuous from

Approximate Date

3. ls e disability parmanent? Olves [OMNo
If Yes, please axplain:

4. In your opinion, will the individual recoves
sufficiently to be capable of self-sustaining .~
employment? O Yes O/ No

5. li"yes" to #4 above, by what date

6. Remarks

Signature of Attending Physician

Print Mame

Date

Addrass

TO BE COMPLETED BY UHA SUBSCRIEER

| certify that the above-named dependent under my UHA coverage is incapable of self-sustaining employment by reason of physical or
menial disability, relies primarily upon me for support and maintenance as a result of his or her disability, has had no break in insurance
coverage and is not married. | understand and agree that such coverage for the dependent is extended only so long as the dependent
remaing incapable of seff-zustaining employment, reliez primanly upon me for support and maintenanca, and is nof married. | understand
and agree that this docurnent. other documentafion requested by UHA, and supporting medical records and clinical notes are subject to
reniew and must be acceptable to UHA's Chief Medical Officar andior Medical Director. | understand ofher documentation may include
proof of legal guardianship, madical power of attomey, fedaral disability ceriification or identification card, tax filings or confinuous
COVErage.

Signature of Subscriber

Print Mame

Date

{Se= othar sida for Disablied Depandent Enmolmant Guidelines)
EMP_ENR-D245-0301 31
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Disabled Dependent Enrollment Guidelines

A child who is aga 26 or over may be enrolled as a dependent if he or she is disabled by providing UHA:

1. Written documentation acceplable to UHA demonstrating that:

a.
b.

o

d.

The child is incapable of self-sustaining support because of a physical or mental disability.

The child's disability existed before the child tumed 26 years of age.

The child relies primarily on parent or legal guardian, who is a UHA member, for support and maintenance
as & result of their disability.

The child is enrolled with us under this coverage or ancther qualified health insurance coverage, and has
had no break in health insurance coverage since before the child's 26" birthday.

2. The decumentation must be provided to UHA within 31 days of the child's 26" birthday and subsequently at
our request but not more frequently than annually.

To apply for disabled dependent coverage, the subscriber must:

» Have the dependent’s physician complets UHA’s Dependent Disability Certification Form. One form for ane
dependant.

= Assist UHA, if necessary, in oblaining the medical records or other medical documentation from the dependent's
physician.

« Submit the completed Dependent Disability Certification Form to UHA at least 31 days prior to the dependent’s
26th birthday.

» Upon request, provide proof of legal guardianship, medical power of attomey, federal disability certification or
identification card such as Social Security disability certification letter or identification card from Centers for
Medicare and Medicaid Services, tax filings or continuous coverage.

Once the completed form and documentation is received, UHA will use the information submitted to determine if the child
qualifies as a disabled dependent under the subseriber's UHA coverage. All infarmation is subject to review by UHA's Chief
Medical Officer andfor Medical Director.
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EXHIBIT C
UHA Domestic Partnership Employer Representation

Y 700 Bishop Sirest, Suite 300
|l " | | Homoludu, HI 25813.4100

LJHA " 00 458 4300 UHA DOMESTIC PARTNERSHIP EMPLOYER
HEALTH INSURANCE o oo o0 REPRESENTATION

1. UHA will extend coverage 1o all eligible Domestic Partners of the Employer Group (eligibility is
defined in UHA Domestic Partnership Affidavit).

2. The Employer Group does not establish policies that would discriminate against Domestic
Partners. Examples of these types of practices include the following:
a. Applying pre-existing condition clauses to Domestic Partners only,
b. Making coverage for Domesiic Partners differsnt from that of other subscrber's
dependents, and
C. Having different rates for employeas with Domestic Parners versus subscribers with other
kinds of dependents.

3. The Employer Group agrees to pay the same amaount toward the cost of coverage for a subscriber
with an enrolled Domestic Partner or Domestic Pariner with children, as it pays foward the cost of
coverage for a subscriber with a spouse, or spouse with children.

4. Domestic Partnerships will remain efigible until UHA receives a written notice that has been signed
by the Group Administrator or an officer of the company. Allowed changes to the eligibility of
Domestic Partnerships will only be effective on the renewal date of the Employer Group.

Employer Group Name Date

Print
President or Officer Sipnature MName

EMP_ENR-INS3-030121
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EXHIBIT D
UHA Domestic Partnership Affidavit

" Y " L0 Bishop Strest, Suite 300
I ' l Honoiuiu, HI 93813.4100

T 808.532 4007
LIHRA s UHA DOMESTIC PARTNERSHIP AFFIDAVIT
FaTT R 31

HEALTH INSURANCE o

All of the statements made in thiz Affidavit are true and will remain trus indsfinitaly.

“Group” herein refers to the entrty listed on the UHA Scheduls of Benefits.
“Health Plan” hersin refers to LUHA (University Health Alliance).
“We" harein refers to the [/HA subschber and their domestic pariner dependent.

Eligibility Requirements

1) We are both st least 18 years of age and mentally competent to contract.

2] We both have the same place of residence, and intend to reside topether indefinitely.

3 We are emctionally committed to each other, and intend to remain each other's domestic partner indefinitzly.

4)  Meither of us is mariad nor has another domestic partner.

A Neither of us would be preventad from marrying one another on account of Bloed relationship to each other
under Hawaii law (i & — are not related by blood closer than would bar marrizas under Hawaii law).

o) Buoth of us agree that we are economically jointly and severally liable to third parties for the common necessifies
of life, defined as food, shelter, and madical care.
) Both agres that this shall remain the case for expenses incurred during the pericd that the non-smployes

domesfic partner is covered by the Group.

71 Each of us agrees fo immediately notfy Group and Health Plan in writing if thers is any change of crcumstances

attested to in this Affidawit.

Each of us understands that, if sither of us has made & false statement regarding his or her gqualifications as a
domestic partner or has failled to comply wath the terms of the Affidawit. and Group or Health Plan suffers any loss
thereof, Group or Health Plan may bring civl action against ether or both of us to recover its losses, including
reasonable attomey's fess and court costs, or may rescind or cancel coverage.

Each of us understands that this Affidawit shall be terminated upon the death of one of the domestic partners or by &
change in the circumstances attested to i this Affidaut.

Each of us agrees to provide written notice to Group and Health Flan if there iz any change of circumstances attested
to in thiz Affidavit within 30 days of the change by filing a “Termination of Domestic Partnership.”

By executing thiz Affidavit, each of us agrees o be bound by the tarms and condiions of coverage as 2et forth in the
Member Benefit Guide, including the arbitration clause.

Each of us declares under penalty of pesjury under Hawaii law that the assertions in the Affidavit ars true and
accurates to the best of our knowledge.

Signatura of Employsas Diats of Birth Data
Signatura of Mon-Employas Dats of Birth Diata
Employer Group Mama Data
Authorizad Signature Print Mame:
EMP_ENR-0152-051820
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EXHIBIT E
Termination Of Domestic Partnership

Ayl 700 Bizhop Street, Suite 300
I . ] Honolulu, HI 96613.4100

T BOB.532.4007
H H 800.458.4600 N ' .
U F §77.222 3198 Termination of Domestic Partnership
HEALTH INSURAMNCE uhahealth_com

L. DECLARATION
(name), an employee of
(employer name),
group number . declare that, as of (date),
| am no longer in a domestic partnership with (domestic partner)
because:

[]  Our domestic partnership no longer meets all the status criteria set forth in our
Declaration of Domestic Partnership, or

[] The domestic partner is deceased as of (date of death), or

[[1 Our domestic partnership terminated or dissolved as of (date).

Il TERMINATION OF COVERAGE
| understand that termination of coverage of the domestic partner will be effective upon UHA's receipt

of this Declaration, and continuation of coverage under COBRA is not provided for the domestic
partner.

| affirm, under penalty of perjury, that the statements in this Declaration are true and correct.

Employee Signature Date

EMP_ENR-0163-060920
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EXHIBIT F
Member Enroliment Form

]

Member Enrollment Form

Page 1of 2

UHRA

HEALTH INSURANCE Group Marme:

Group/ Division #: !

@HEASON FOR ENROLLMENT re selection Gnlys
[ Annual Group Open Enroliment

|:| Reinstate Subscriber ino break in coverage)
|:| A Dependantis) / Spousa / Civil Union Partner see rage2)
[ Add anew subscriber (with or without family)

*THIS INFORKATHON |5 REQUIRED.

*Status Change from
Part-time ko 20+ hoursfweek.  []¥ES [JNO

*Dake of Hire; ! !

(3)BENEFIT INFORMATION
Plan Type: [l party [J2Party [] Family

Medical Plan: [TJUHA 500 [ JUHA 3000
[CJuHa One Plan

Other Benefits; [JDrug  [Jvision [JDental []**Pediatric Dental Effertive Date: J0Ly
*PEDIATRE DEMTAL COWERAGE FOR SKIALL GROUPS GMLY 1 - 50 Employaas) Fistdayofthe manthy MM Y
@ SUBSCRIBER INFORMATION s provicke all nfarmation rduested
Social Security: - - Birth Date: ! ! Gender: [JFemale [JMale
Last Mame:
First Name:
Mailing Addrass:
y: State: Zip Code:
Physical Address:
e s maihng
City: State: ZipCode:
Contact Number: - I E-mail Address:

@ OTHER HEALTH COVERAGE

Choose name HW5A Wedicare - Fart &

f atherplan: Kaiser Medicare - Part B
HilAA Medicare - Fart AZE
Cther:

Faolicy Holder's Name:

Does the subscriber or their dependents have other bealth coverage? []ves [nao

Fleze presde all information reduested fanswer B e

Copy of other health plan 10 card attached: I:‘

Cther Plan Effective Date: ! !

Areed e D s 1ot of De v fIT paiios s macks by UHA.

Group Administrator Signatura:

Prepared By:

Subscribar's Signature:

Optional signature unless the Subscriber is below age of 1B, thensignatures required.

: & J HEQUIRED‘ SIGNATURES wotewiisbe eltegita s eatu e Al date s tam poand name of o gnar soos ptee] oowie ] o oo rtan ket ok s knatu s,

The G up Adininktrator of the abeve named UHA M berGisop once stands that they act o the agent fordues payme nts and forse nding and meceting all beatth plan
reeities tena reed freary UHA ey Do balf o the 2 boses manied 5o baonbe e ame they ci ity by s et i De oo that the abess namedzubeonbe i bod e Tee i i phoyes o, defioed
Loy thve Havran Fie paied Hea ftleane At UHA inay e inate cove cage for et e gibke eniolke opa nconfimat o of e bl e nisllne it of the abowe narmeed e niolke)s)
5 fevund to b banee i fraud o wite steaal me e prese atation of o mabe nal fact, cone rage for the Member Sroop ardfor the enalkee bl may be termiated by UHA ke
e it o b il iy, Tl abeies namied B i b Gio poacies that 2 v De et pagire it inacke Dy UHA o e balf of the e ol e nislke |s) muost e et e foll te UHA
Loy thve e gk errelkee]s] @ vedfor the em please e UHA s Ball oetuimall pre rmwme pasd bee the e o ploye ot i pect to the ne bgibke e lkee oo pen tem matin of oo rage

Date:

Contact Mumber:

Date:

Parant/Guardian Signatura:

Date:
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|'¢'|'||': Member Enrollment Form
l_l H le Page 2 of 2

HEALTH INSURANCE SUBSCRIBER NAME:

Instructions: Complete Sections 6 & 7 only if enrolling Spouse, Civil Unien Partner and/or Dependent(s),

C? ADD 5POUSE OR CIVIL UNION PARTNER INFORMATION

Reascn to Add: D Warriage D Civil Union Partnarship Date of Reason: i ¥
Social Security: - e Hfective Date: f i
Last Mame:
First Mame:
Birth Date: { i} Living outside of Hawaii?
1,
Gender: [ M []F Orves Ono Il
(3 ADD DEPENDENT(5) INFORMATION
Reasonto Add: [] Mewborn [ CourtOrder [ Loss of other Date of Reason:
[] adoptionsstepchild [] Disabled medical coverage
Social fecurity: - - Effective Date: ! !
Last Mame:
First Mame:
Birth Date: 4 4 Living outside of Hawaiil
Ifres,
Gender: M [JF Dlves CONe (500
Reasoil 1o Add: D Mewbarn |:| Court Order D Laoss of other Date of Reason:
|:| Adoption/stepchild |:| Disabled medical coverage
Social Security: - - Effective Date: ! i
Last Mame:
First Mame:
Birth Date: 4 4 Living outside of Hawaiil
. K,
Gender: []M []F s [Ino it
Reason to Add: [7] Mewborn [] Court Order [ Loss of other Date of Reason:
[] AdoptionsStepchild ] Disabled medical coverage
Social Security: - - Effective Date: ! !
Last Mame:
First Mame:
Birth Date: { 4 Living outside of Hawaiil
i I,
Gender: M []F es [no E e
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il Member Enrollment Instructions
UHA

HEALTH INSURANCE

(1) GROUP INFORMATION: Enter the group name and the eight-digit group/division number.

(2) REASON FOR ENROLLMENT: Select a reason for submitting this form {cne selection only).
+ 'Diate of Hire" and "Status Change” are required fields for the subscriber.
« 'Status Change" Select YES if the employee is working more than 20 hours per week.

+ 'Date of Reascn” is the applicable date of the reason the member is being added.
(3) BENEFIT INFORMATION: Choose benefit selection and enter the affective date of Loverage,

@ SUBSCRIBER INFORMATION: Enter all information requested For the subscriber, In maost situations,
the employes s the subscriber,

(3) OTHERPLAN INFORMATION: Indicate whether substriber or dependent (s) have other health coverage,
IF yes, nter all information requested regarding other health plan information.

@ REQUIRED SIGNATURES: Forrm must be signed and dated by an autharized group administrator.
If the subscriber is under age 18 then the subscriber and parent/guardian signatures are required, Otherwise, the
subystriber signature is opticnal,

@ SPOUSE or CIVIL UNION PARTNER INFORMATION: The first rew is For enbering spouse or dvil union
partner information. IF adding spouse or vl union partner outside of open enrollment, please attach supporting
docurmants (i2, marriage certificate, loss of coverage latter from other carrier, et

DEPENDENT INFORMATION: Enter all information For dependent(s), If additional rows are nesded, pleasse

attach another sheet, |Faddingdependent(s) outside of open enreliment, please attach supporting dowments
li.e., wourt order, birth certificate, et

To ensure proper processing, alf required flelds must be completed and proper documentation submitied.
Mo, fax or email completed forms with necessory documentation fo:

UHA Employer Services

700 Bishop Street, Suite 300
Honolulu, H1 96313-4100

Toll-free fax: (§77)222-3198
Email: ESguhahealth.com
You can also conveniently submit changes for employee information through UHA's Online Enroliment
Services. Member enrollments take approximately one business day. Please note that retroactive changes
cannot be added through the Online Enroliment Services Systerm.
To sign up, complete the Online Employer Access Authorization and Certification Form
(uhahealth.comfwp-cantent/uploads/online-agreement-auth-cert-form.pdf)

or contact us for more information,

If vou hawe any further questions contact Employer Services,
Phone: (808) 532-4007; Toll-free phone: (300) 458-4600 Ext. 299; ES@ubahealth.com
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EXHIBIT G

Member Chanae Form

I]'ﬂ]
LUHA

HEALTH INSURANCE

SUBSCRIEER INFCRMATICN

Member Change Form

Review Member Change Instructions on the next page
befare filling out this form,

fau can alsa manageyaur emplayes's infarmatian thraugh UHA'S
nline Enrallment 52 rvices! See instruc tons fardetails.

Fill maall pecquested nifarmation:
D

Subiscriber's Member [D; %

Lask Marme:

Firsk Marme:

TRANSFER TO NEW DIVISION?

Ttle wu buenber b travete rove teca dife rent drs o eeter the o ldand rew diebiom:

©

Old Group/ Division #; !
Mew Group/ Division #: !
Effetive Dake; / !

UPDATE SUBSCRIBER INFORMATION?

Cleck e o inans Doy to ndicate the nifarmat on be g opdated

CHAMNGE PLAN?

Enibe the v medical come rage:

sl Bl UHA HA UHA
el e Daoo 3000 OnePlan

Other Benefits: [ Jong  [Juiian [Joemal
D'Ped iatric Dental
*Padiatric Dental comerage for small grou ps only [1 - 50 Employees)

[Jname [Jaopress [Jemal  [JPHOME# [ SOCIALSECURITY # [ JCGENDER
@ Sl serunitph - - Gender [JFremale  [Jmale

Lask Marme;
First MNarme:
Mlai ling Address:

City: Statke; Ap Code;
Phiy sical Address,;

[ seme = maleg ity State: Ap Code;

LContact Murmber:

E-rnail Address

UPDATE DEPENDENT INFORMATION?

Coamplebe anly 1 spouse, el u nksn parbeer, o o e rcke nt < bibd nformation reeds to be o pdated

Select the box; [ JNAME  [] SOCIAL SECURITY CORRECTION [ JGENDER
(5,)
Mernber IO i Social Security & ]
Lask Marme:
First Marmse:
Birth Date: i g Gender: [Jremale  [Jiale

Phry sical Address;
D sarme o inaling City:

State: Ap Code;

(6_) REQUIRED SIGNATURE

Tl Greswp Acdin i trater for the b m be e Growpooe refes by e natu e be oo that
the inferiiaticon pricte ke 4 benms 5 the most o nt e accorabe infonnation amd
the infarmaticn com ples with the Erralke e el iimy and te i natien
recuire e rits 10 tle contract betwose i UHA ared B2 be s Sroo pe Eligib ke
redquire iree ks Treclucke that the subcenber s a bora frke " regulare mplowee” o
chefired by the Hawean Frepaid Healtbeans Act [HRES Chapter 393) ard amy

e o ek it & an Eligibke Doe e recke it of tlee subgenbec The Sioup Adir nstratar
ek s ta reds that LIHA irany te i inate ooned racke forany ive Dbk E ool o pan
wonfirmatien of ire g il e

Graup Administrator Signatura:

T UHA firecks o llineg it of E e e 5] tes Do D] com Fabom Sate i nts, Comms cace for the
Wz i L r Greu p aredtor the Enrelleels) may be retroact e by terminated For retreactive
e finination, UHA shall returmall pre i ms pad forthe tire pe e sftetle

e riminatio nodate ard the We mbe Group areddor e gibke Eneolke ] s hall et any
Loz e frt pray v ks ke ey LUHG foor the same time pened.

Lkt poe el enf o rjuy, the Grow p Adminstrator oo itifes that the socal secu ity

et e i Bt o B form B ernect foar tha o D il r 2 recdtcar ol e ke mit oo thay ane
weartirg for a ru ber te b s wed).

Data:

Frepared By:

IFrint Hame)

NOTE: verfabke dighalsignatu s it ldate stamp amd name of 2 g e acoe phed aowe la oo ibany e o trenik s gnatu ..

Contact Mumber:
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i
l_ll.—'—:l'-:l Member Change Instructions

HEALTH INSURAMNCE

{1} SUBSCRIBER INFORMATION:
Provide the subsciiber's member IG and full name.
One subscriber per farm.

@ TRANSFER TO NEW DIVISION:
Enter the cld group/division number.
Provide new group/division number and effective date of change.

{3) CHANGE PLAN:
Check off one or more items to change pertaining to the subscriber menticned on this form.
Provide all information requested.

@ UPDATE SUBSCRIBER INFORMATION:
Check cff one or more items to change pertaining to the subscriber mentioned on this form.
Provide all information requested.

@ UPDATE DEPENDENT INFORMATION: Check off one cr more items to change pertaining
tc the spouse, civil union partner, or dependent child menticned cn this form. Provide all
information requested.

(5 GROUP ADMINISTRATOR SIGNATURE:
Form must be signed and dated by an authorized group administrator. Capitalized words in
this section are defined in the Agreement for Group Health Plan, which is the contract
hetween UHA and the Member Group.

Toensure proper processing, off required fields must be completed and proper documentation submiited.
Mafl, fax or ernofl completed forms with necessarydocumentation to:

UHA Employer Services
700 Bishop Street, Suite 300
Honolulu, HI $8313-4100

Toll-free fax: (B77)222-3198
Email: ES@uhahealth.com
You can also conveniently submit changes for employee information through UHA's Online
Enrollment Services. Termination of employees and dependents takes approximately one business
day. Please note that retroactive terminations cannot be added through the Cnline Enrallment

Services System.

To sigh up, complete the Cnline Employer Access Authorization and Certification Form
{uhahealth.com/wp-content/uploads/online-agreement-auth-cert-form.pdf]
aor contact us for more information,

If you have any further questions contact Employer Services.
Phone: (808) 532-4007; Toll-free phone; (300) 4584600 Ext. 299; ES@uhahealth.com
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EXHIBITH
Member Termination Form

11 Member Termination Form

l I I I F:I Review Member Termination Instructions on the next page before filling out this form,

HEALTHINAUMRNEE Yau can alsa manage yaur emplayess infarmatianthraugh UHA = Online Enrallment Services! See instruc tons for details.

IMSTRUCTIOMNS: Wse this Form be terminate benafit plans for subscribers and/or their family members,

Group Name: Group/Division #: 4

Prepared By: Lontact Number: Prape: of

MEMBERS

Liet the memkbers that a re na langer eligible far benefits. By selecting a "Subscriber aptian, it will terminate plan farthe whale family.

Check ONE: [ subscriber’ [ spouse/Civil Union Partner [ Dependent Child

y _ Plan Term Date; / /
Member 10 |Last syt the month)

Last Marme;

First Marmse;

Chack OME: [ subscriber™  [] SpouseChvil Union Partner [ Dependant Child

Member 10; o Plan Term Date; i /
ILastaday of the mantly)

Last Marme;

First Marme:

Theck ORE: [] Subscriber ¥ [ spousercivil Union Partner  [] Dependent Child

Member 10; Il Plan Term Date: / /
|Laxtcday of the meath)

Last Marme;

First Mame:

Chack DME: [ subseriber™  [] SpousefCheil Union Partner ] Dependant Child

Mamber 10 i Plan Term Date: / /
|Lastcday of the meatlh)

Last Marme;

First Mame:

The Groow pAdiminetiatar far the Men be rGrow p oo rtfes by g natune Le ko that the infonnatien previded abeas & the most oo ntand acco rate informatio mard the infarmato n
ot pliess Wth the Enrolkee e leibilmy e te rir iration ecquine e mts 0 the contract betiaze n UHA el e b Grow po E g bl iy recju e e nts e lude that the sulhenber & a bona
Fhkee v cpu bar e mplespee® a0 chefireed by the Hawan Frepa i Healtheam Act |HES C hapte r 393) and ary cbe perce it 5 an E g ibke De pe e it of the <o boonbe o Tle Gioop Adminstrater
urecke rstars that UHA may termingbe coneerage forany inehgibke Enrllee o pon cerfiomation of Tre gl £ UHA firds e ninelime it of Erinclbes ) te be Daed on Fabie 5 tae e nts,
i facge Fior Tl W i Doy Grow poa recdtor thee Erinellos [5] may D pet roactive b be in natecd, For petiosctie termimatien, UHA shall mturnall peerioms pasd for the tine pened afbe r the
Fermination date ard the Member Grou pandron mehgibke Errelk s s hall retu rnang benefit pame ks made by UHA for the same tine pened.

@ Group Administrator Signature: Dare:
MNOTE: Yerifiable digital signatures with date stamp and name of signor accepted as well as certain electronic signatures.
Frepared By
oy Contact Number:

BIP_EMR-HB7-101723
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(LI}
uHA Member Termination Instructions

HEALTH INSURAMNCE

(1) GROUP INFORMATION:
Enter the group name and the eight-digit group/division number,
Prowide the name of the person preparing this form and cantact phone number,
If multiple pages are being submitted, indicate the page number(s),

(©) TERMINATION INFORMATION:
Cine subscriber per raw,
For each row, provide a subscriber member |0 and full name,
Select the member that will be terminated from the plan.
s Selecting the subscriber will terminate the plan for the whole family,

s [f terminating spouse, civil union partner, or dependent, make the appropriate selection and provide
the member's full name,

Prowvide the manth and year of the termination. Terminatian will fall an the last day of the manth selected.

@ GROUP ADMINISTRATOR SIGNATURE:

Farm must be signed and dated by an authorized group administrator. Capitalized words in this section
are defined in the Agreement for Group Health Plan, which is the cantract between UHA and the
Member Group.

To ensture proper processing, all required fields must be rompleted and proper documentation submitted,
Matl, fax or ermaif completed forms with necessary documentation to:

UHA Employer Services
700 Bishop Street, Suite 300
Haneolulu, HI 95813-4100

Toll-free fax: [B77)222-3198
Email: ES@uhahealth.com
YWou can also conveniently submit changes for employee infarmation through UHA's Online
Enrollment Services Termination of employees and dependents takes approximately one business
day. Please note that retroactive terminations cannot be added through the Online Enrollment
Services System.
To sign up, complete the Online Employer Access Authorization and Certification Form
[uhahealth.com/fwp-content/uploads/online-agreement-auth-cert-form. pdf)

or contact us for mare information.

If you have any further questions contact Employer Services.
Phone: (308) 532-4007; Toll-free phone: (800) 4584500 Ext, 299; ES@uhahealth.com

45



EXHIBIT |
Sample Claim Form

HEALTH INSURAMCE CLAIM FORM
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EXHIBIT J
COBRA Continuation Coverage Election Form

700 Sishop Strast, Suile 300

I.l H | Honalulu, HI 96813.4100
LIHE | iene s COBRA CONTINUATION COVERAGE ELECTION FORM

HEALTH INSURANCE | iToes 198

| SECTION 1 = Notification (To be complated by the Designated Employer Rapresentative)

1. Date of Matica: 2. UHA Banefits Termination Date:
3 Mame: 4. Employee Mame (if difarent):

5. Social Securty Number:

6. IMPORTANT: Employers MUST have 30 or more employees to offer COBRA when an employee’s group coverage ends. This form must be completed
and returned with the enrollee’s first month's premium payment (if electing COBRA coverage] to the Designated Employer Representative stz

no later than If mailed, it must be post-marked no

later than this date. Member will MOT be enrolled until payment is received by UHA.

7. Qualifying COBRA Event {CHECK ONE BOX BELOW):

EVENT MAXIMUM LENGTH OF COVERAGE
O End of Emglayment (1 Retiement L] Raducson in hows of smploymant Eighteen (18] Monts
e W T
[ Carifiad Disabled by the Sodel Securiy Act {Natice of Award issued by SSA mus be attached) Twanty-Kine (28) Manths
8. Date of Qualifying Evant: (MoDay'¥eer) 9. Date COBRA Coversge to Begin: {Ma/DayfYear)
10. Cumant Monthly Rates: Single: § Two Party: § Famiy: 3,
11. Group Name: 12. UHA Group ! COBRA Division Mumber:
13. Designated Employer Representsfive: 14. Dasignated Phone #;

SECTION 2 = Election of COBRA Benefits (To be completed by the Covered Employes andlor Spouse and Dependents)
Check one below, sign and retum.

Dlﬂﬂ'alaleotmmnumagahlh UHA Health Plan as indicated below and will be responsible for paying the full cost of the coverage.
15. List the individuals to be indusded in the UHA Healih Plan confinustion coverage:

y £ C. o E F.
RELATIOMSHIP TO | GENDER | LAST MAME FIRST MIDDLE |  SOCIAL SECURITY & BIRTH DATE CERTFED
EMPLOYEE M ar F) INITIAL (Mo Dayr) DISAELED
BY 554
[ e N
EMPLOYEE H
=
SPOUSE H
TEFENDENT
CHILD 5] =
DEPENDERT
CHILD = =
TEFENDENT
CHILD = H

Chiechs paysbla to UHA. See attached UHA COBRA Payment Procedures for instructions. Peyment is due the first of each manth. If payment is not received,
cowarage will be cancelled. The monthly COBRA rates are subject to change based on contracted changes with the employer's group plan.

| hereby carify that above infrmation is accurate and complete. | have read, understand snd agree fo all the provisions listed under *Election io eccept COBRA" on
fhe reverse sida of this COBRA Enroliment Form. {31GN AND RETURN AS STATED IN #6 ABOVE WITH YOUR FIRST MONTH'S PAYMENT).

X
Eignabura of COBRA Enrollee (or Guardian) Date Phione {Home) Phione (WorkiOher)
Prinl Mame and Relaionship o indviduals) isted above Mailing Address

D | do not wish to continue my coverage under the UHA Health Plan, for myself and'or my dependents, if any. (SIGN & RETURN AS STATED IM &6 ABOVE)

X
Signatura Print Mame and Relaionship o individusl(s) isted above D

EMP_ENFL02N 3052520
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HOW TO COMPLETE THIS FORM

SECTION 1 - Matifization [To be completed by the Designated Employer Representative)
Mote: The designated employer representative must inform the Enrollee of thelr COBRA election rights

N

&
b

Date of Mothee: Date he Cuslfied Benefidary is nofified of hisher COBRA nights.

UHA Benefits Termination Date: The Dale that the coversd employes andior spouse and dependents will no longer be aligits for coverage under e groug's plan for
acthve subscribers (Momaly e end of e manth follewing the qualitying event).

Mamie: Mame of the Qualified Bensficary wha is eigble for COBRA coverage.

Emplayes Name: i diferent from &2, the name of the

Soclal Secusity Number: mwmmmmummhm paid (For example, the 55N of a child who & cumently encoling under COBRA,
wha may hae been presiously covered under & parent's S5H).

Retwrn and complethon instructhons: Rebum address for the Designated Employer Representaive and date the COBRA Ervoliee must retum the UHA COBRA
Cordnuston Coverage Election Form and first mont's premium payment (if elecing COBRA coverage) bo the Designated Employer Representative. The retum date
should be G0 days from the date of e Oualfying event or 60 days from the Diate of Notios, whichever ks later.

Quelitying COBRA Event: Check ane. For coveved emplopees, spousses o dependant chidren: Termination of employment for reasons other Tan “gross misconduct
Retrement from employenent, Reduction in hours of employenent or Caified disablied by Socisl Security Act (S5A). For spouses o dapendent chitdren: Divorca/Legal
Separation of 8 spouss from a covered employes, Death of 8 covered employes, Loss of dependent child status or Covered employes's coverage under Medicare,
Diste of Qualifylmg Evest: The Date that the qualifying event oocumed.

Dste COBRA Coverage Lo Begin: The Date that the coversd emplayes andfor spouse and dependents wil b eligibl: 1o recelve COBRA benefits (COBRA regulstions
o nod allow & Ereak in coverage. Coverage must and shall bagin immediately following e f2rminadon from the group's plan for acthve subscriber).

10, Current manthly COBRA Rates: Current manthily COBRA rates provided by UHA, which represents 102% of the applicable premium. For indviouals determined 1o be

disabled {See & above) the COBRA mie for the additional 11 montha of continued COBRA coverage may be increassd 1o 1508 of the applicable premium.
Group Mame: Name of the Group or company.

1Z  UHA Group | COBRA Divislon Mumber: UHA group number and applicable COBRA division number.
13. Designated Employer Representative: Mame of e designaned Employer Representative completing the UHA COBRA Continustion Coverage Election Fomn.
14.  Designated Phane Humber: Phone number of the designated Employer Representaive completing the UHA COBRA Confnuation Coverage Election Fonm.

SECTION 2 - Election of COBRA Benefits (To be completed by the Coversed Employee andior Speuse and Dependents)
Electian to secept COBRA: Check he alection box th secspt continustion of coverage. This also indeates that the person checking the boe scospits the following:

= Responsibity to pay for the full cost of e coverage = COBRA rate changes bassd upan confracted changes in bensits and rates of the emplaysr

» Coverage wil be terminated if payment ks not received group plan
= Cowerage will be canceled if payment s not recetved by fe first of the mondh. Coverage will be reinstated retroactively to the beginning of the month once payment i
recehved in full within he cument month. (See COBRA Fayment Procadures)

15, Individuals ta be enrolled: Wha wil be enrlled In COBRA, Including their A) Rilationship i employee, B) Gender, C) Full Name, D) Social Securty Number, E) Birin

date, F) Soclal Security Disablity

Signature of COBRA Enrallee: Signature of the person enroling in COBRA or feir legal guardian, induding phone number and malling addreas.
Election to decline COBRA: Chack bax if you or your dependenis will not be ensoling in COBRA.

Slgnature: Signaee of the person guelfied for COBRA to decline coverage of thelr legal quardian.

COBRA ENROLLEE: Return your compheted form alang with your first month's presium peayment (If you sre choesing COBRA coverage) bo the Desigrated
Emiplayer Representative st the addness Beted on 86 abave. All payments after the initisl payment should be sent dirsctly ba UHA (see payment procedure below).
DESIGMATED EMPLOYER REPRESENTATIVE: Please submit compdeted form ard initial payment |if spplicable] to the address lsted on #3 below.

UHA COBRA PAYMENT PROCEDURES

MONTHLY PREMIL PAYMENT

1

5

B
T

The COBRA Enrclles ks responsible by pay for thelr COBRA coverage. They will not have eligibdlity until payment for the curment manth Is received In full. The
COBRA monthly billing rates, which represents 102% of the group plan's premium, are subject to change upon the farmer employer group's conbracied
renewal

A COBRA monithly biling statement will ke maled io you after the inittal peyment ks received. UHA's COBRA mantly biling siatement s sent &3 & courtesy reminder of
when payment ks dus. Payment ks due whether or nod a billing statement ks recslved.
Payment stub with chack mate payabl 1o LKA should be send to UHA - COBRA

700 Bishop Street, Suite 300

Honolulu, HI 96813
Payment can aleo be made by Electyonic Funds Transfer (EFT) or Credit card. EFT formns &re svallable on our websile, shahesith com. Please contact UHA Ensoliment
Senvices af (H08) 53240000 . 295 for more information reganding credit card payments of eny other questions. Motiication 1o terminate your sutomatic deduction |
reqquired by the 25% of the month. Sheould LIHA be nodfied after this diate and payment s deducied, 8 refund wil b= processed which may take up Bo fao wesks.
Coverage will be cameelled urtd full payment for the manth ks recebved. UHA dess not accapt pestdsted checks of checks for an smourt bess than the

miums owed.

mﬁmﬂhmmmﬂmmmhmmumw 12 niot recabéed by the end of the curant month {52e 85 shove).
If coverage s cancelled end payment remaing past due beyond the last dey of the maonth due, coverage cannat be renstated and the acoount wil remain cancelled.

BEMEFITS

= Benefits for the COBRA Enroliee will be the same a3 hose afered in the group'’s plan for active subscrbers. If e groug’s plan has any benafit andior rate changes,
COBRA Envolliees will be afizcied. The group's plan administrator or Deskonated Employer Representative should naotify COBRA Ersoliees of eny changes.

CLaMS

= Claima must be submined using e COBRA GroupDivision number and the COBRA enrollea's mamber 1D numbss. In most cases, medical officzs will prepare all
claima on behalf of coversd pemana.

TERMINATION

« COBRA igiility will izeminate for the following reesons:
o Coversge a3 an empkdyes of 85 8 dependant under any group heakn plan st does not contain eny esdusions or imitations for any pre-existing conditions
wihlch you, your spouse of dependants may have;
Payment s not made an time;
Thee COBRA member meels the maximum length of coverage for thelr gualifing COBRA avent;
Thee geoup terminaizs Selr group ple
Coverage under Medicans (I Medicre becomes affectios follrwing COBRA coverage effective date).
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EXHIBITK
Premium Summary Billing Statement

iy
UHA

HEALTH INSURANCE

Premium Summary Billing Statement

Giaup Mama: SAMPLE BILL Statamant Data: 11052020
Mailing Addrass: 700 BISHOP 5T #300 Payment | due by: 12:1/2020

HOMOLULY, HI 96513
Billing Pariad:  {2/01/2020 to 12/31/2020

Graup HumBar (] 2340001
Billing Summary:

Amounts sutstanding from the prior moenth: $B8,060.50
Less: Payments received: $8,060.50
Adjustments: BO.00
Cther Fees: H0.00
Total Unpaid amount from prior pericds: BO.00
Total Gurrent Menth and Retroactive Charges: [saa datail statamant; $B.B97 27
Total Amount Due: $B.897.27

+ Imporant! For changes in status, such as (1) new subacriber; (2 addition of dependentz; (3 deketion of 2ubecribers or dependents, pleaze send
Member Enralimert Form ar Mermber Termination Form by mail: UHA Employer Senvices, 700 Bizhop St. Sute 300, Honaoluly, HI 96313, email:
es@luhaheatth.com or fax: (@77} 222-3198. Enrollments and changes are effective on the firet of the month after our reoeipt of notice.
Enrallments and changes received after the 1zt of the month may not be reflected inthie billing.

+¥ou can aleo comveniently add or terminate employees and update emploves and dependert infarmation online through U HAOnline Employer
Services. Changes ake approximate by ane buzinezz day. To zign up, complete the Online Employer Access Authorization and
Certification Form [uhaheatth.comfwp-contetfu ploadsio nline-agres e nt-a uth-ce d-for m. pdfy or contact ue for more information.

+ Late payments may rezutt intermination of your policy.  Premiume are still due and payable for that period.

+ For questiore regarding payrrentz, call Biling at (308 5324000, ext 353 from Dahu, or (8000 4554800, ext. 353 from the neighbor islands.

For infarmation and forms, visit our website uhahealth.com
[etach here and return bottem portion with your payment

| Group Mumber: 312340001 Fayment is due by:  12/01/2020

BILLING STATEMENT

Toensure proper credit to your account, please indicate Group Mumber on check.

Make check payable to:

UHA TOTAL AMOUNT DUE:  $BH97.27 |
P.O. Box 28580

Honolulu, HI 96820-1990  amounTenclosep:[ |

EMP_PEC-DDTE-10 723
c0c01201000c254000129590000686897VE74
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Diatail Pramium Statamant far

SAMPLE BILL - 30400
Gravup and Divisian #:12343001

Banafita: UHA 3044

i
UHA

HEALTH INSURANCE

Inwaica data: 110452020

Premium Invoice Currant Billing Pariad:

Page 2 of 3

1200142020 ta 1203172020

Cantract HOE BEF
MarntarlD Marma Typa Mad Dirug Wiskn Dantal Faa Tatal
LUHA 3000 - 1234000103
Current Charges
123008041 01 A5INGLE, SUBSCRIBER g 84 57 &T A5 Ra4d A4 000 4BE94
124009002 01 BSINGLE, SUBSCRIBER g 84 57 &T 45 Ra4d  A242 000 48894
12400000301 ATWOPARTY, SUBSCRIBER T 708 29 128 91 wel G477 Q00 93T
12400000401 DeSINGLE, SUBSCRIBER g 484 o7 5745 B4 AZa? Q00 48804
12400000501 EASINGLE, SUBSCRIBER < 484 27 57.45 B4 AZ4? Q00 48804
12400000441 FASIMNGLE, SUBSCRIEER < 389 57 5745 B4 4242 000 48804
12300004701 £ASINGLE, SUBSCRIBER g 489 57 5745 B4d  A24? 000 48804
12400809801 HASINGLE, SUBSCRIBER g 84 57 &T A5 Ra4d A4 000 48894
Suktatal: d411.11 G386 44 60 29171 344 4355 28
Retro Adjustments
12400000901 ISINGLE, SUBSCRIBER < (383,27} (G785  [Re0) (3242) Q00 (488.94)
123000013-41 ETWOPARTY SUBSCRIBER T 154279 27745 oipg 19954 Q00 147103
Subtatal: 1159 .52 209587 15.84 a7.12 2.4 148249
UHA 3006 - 123400104 Totals: 7 Singla Madical $4.570.63 HDS Dantal $358.83
1 Twa Party Drug $813.43 ABF Faa £0.04
& Family Yisian 654 44
Summary af Cantract Typas Total Current Menth and Retroactive Charges: 5 84747
UHA 600 - 1233000106
Current Charges
12400801101 AFAMILY SUBSCRIBER F 1.509 .55 206 93 WGea 97T Q00 152995
12400901201 EFAMILY, SUBSCRIBER F 1.209 .45 206 93 Wwea 97T Q00 152995
Suktatal: 241930 413.85 3244 19434 2.4 3059.94
UHA 600 - 1234000108 Totals: ¢ Singla Madical $2.419.30 HDS Dantal £194.34
¢ Twa Farty Drug F413.85 AAF Faa $0.04
2 Family Yisian F42 44
Summary of Cantrast Typas Tetal Current Month and Retroactive Charges: $3,054.9¢
Current Billing 7 Single Madical $6,089.92 HDE Dantal $583.17
Period Totals: 1 Twa Party Drug $1,227.29 AGF Fag $0.00
2 Family Wiskin o688
Surnmary of Gantract Typas Total Current Menth and Retroactlve Charges: $8,867.27

PREMILUM BILL RECONCILIATION
Note: Use this section for corrections to the Current Billing Period ONLY
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i
UHA

Diatail Pramium Statamant far: Page 3of 3

SAMPLE BILL - 09

Sroup and Division #:123400401 HEALTH INSURANCE Inwaica data: 1140442020
Banafitz: UHA 600 Premium Invoice Currant Biling Pariad:  12/01/2024 ta 12/21/2024
Cantract HDS ARF
MambarlD Mama Typa Mad Drug Wiskan Dantal Faa Tatal
Terminations:
Employee Mame Member ID & Termination Date Amaount
{
{
Total Subtractions: {
Additions: (Completed Enrollment Forms MUST be attached)
Employee Mame Effective Date Amaount
Total Subtractions: I

Payment Amount Submitted:

Group Administrator Signature: Date:

Important: Changes will not be processed without authorized signature and date
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EXHIBIT L
Authorization For Electronic Funds Transfer Form

i

700 Bishop Street, Suite 300
uUHA Honciot, Hl 666124100 AUTHORIZATION FOR ELECTRONIC FUNDS TRANSFER (EFT)
e Lo e B EMPLOYER GROUP / COBRA MEMBER FORM

Please chack the box that best describes you:  [] Employer Group Group #:

] cOBRA Membar Member ID#;

COMPANY OR MEMBER INFORMATION [ALL FIELDS MUST BE COMPLETED):
GROUP NAME OR MEMBER NAME:

Checking account holder, please sign balow:
| authorize UHA and the bank shown below to begin electronic credit andfor debt entries to my [our) account. | also acknowledge that by
signing below, if | decide to terminate coverage, | am responsible to notify UHA by the 25th of the respective month of termination. Ina

situation where UHA is not natified by the 25th of the month of terminetion, | acknowledge thet funds may still be pulled from my account
and UHA will provide & refund up to two weeks after the funds are deducted.

P Kaine ok Tiie Signatuie [ate

BANK INFORMATION:

ATTACH A COPY OF A VOIDED CHECK IN THIS BOX

{CHECKING ACCOUNTS OMLY - SAVINGS ACCOUNTS ARE NOT ELIGIBLE)

IMPORTANT INFORMAT IOH
TERMS OF &3REEMENT: Electiome bank de pesil @ntnes shall e inbated by UHA e pay for auinenzed preducts and servcesand e entnes shall senstioke iy recaipd T e
Transaeten g, |understad IhaniT ceriechens ol e enly 2@ nedessany, 1wy ivelve an adjustment s iy acesunl. |akse vaderstand Matany died elechions reoeni Wil be
chediied and hatihis precess could ke o160 davs befere compleing s Tnsacien.

| unll be iespenatle forall electiome funds anster charges required by iy Tnancialinstioien.

WEITE: LHA resse rves fhe nghl e iefuse erlemmnak electiome paymenl andion collecien seraces . This ag reeirend s ke e e m etect unlil UHA feomnates i of recerves witien
nedficaten of s e imnanen and Ras sufce nhime eactend.

INSTRUCTIONS:
1] Keep a copy of the completed form for your records.

2) Send this form and attach a voided check {depasit slips are NOT acceptable) in the provided space above, or a signed
canfirmation letter in lizu of a check from your financial institution to: Employer Services Department, UHA, 700 Bishop
Street, Suite 300, Honolulu, HI 96813 or contact your Client Services representative for more information.

[0 Has the group/COBRA member been called directly via the phone number an file to confirm the farm origination?
[ Is there a complete group number? -
O Is the form signed? Reviewer:

[ Is the copy of the check clear and legible?

FIN-0046-052523
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EXHIBITM
Online Employer Access Authorization And Certification Form

Y 70D Bishop Street, Suis 300 m
|' . 'l Honakulu, Hi 968134100
T BOB.532.4007
I I H I:' B0 A5E4B00 Online Employer Access Authorization and Certification Form
F B77.222.3198

HEALTH INSURANCE o= =

Please list authorized Online User(s) after the Authorized Agent Signature
Group Mumber: _ — Group Mame:
Phone Mo _ I Email address:

By signing below, | certify that:

+ | am currently an authorzed agant of the group named above.

+ | pemmit the balow-named Online User to execute on my behalfl submission of Onling Employer ransactons to UHA

o | agnes o accapl full responsibility for the aceuracy of the information subemithed 1o LHA

+ | also certify that | will maintain on file all subscriber signatures and ebgbility related information for transactions processed wough
UHA"s Online Employer Portal, inchuding a signed copy of the UHA enrcliment form completed by the subscriber.

+ | aleo understand that the appointment of the balow-named Online User shall reamain @0 affect untl UHA recaives writlen canceliation
from e o my below-named Onlne Usar.

Authorized Agent's Name (Print): Title:

Authorzed Agent Signature: Dale: __
{Agent must already be a Group Administrator, Owner, or Company Officer)

MEW Online User(s): (Print name of the person(s) being provided Online Emplover access below)

Mame: Tithe:

(] Check if Third Party Administrator Email address: _

Access to Enfire Group: [ Yes ] Mo, only Division Number- _

Indicate Access Level: [ ] Onling Enrollment ] Onling View Bill [ ] Online View Bill with Pay Bill*
[Pleaze chack all thal agply)
"OMLY OME USER MAY HAVE ONLINE VIEW BILL WITH PAY BILL. Contact UHA for a kst of cument users if necessary.

Mame: E— Title:

] Check i Third Party Adminisirator Email address:
Access to Entire Group:  [] Yes [ Mo, only Division Number:
Indicate Access Level: [ ] Online Enroliment  [] Online View Bill ] Online View Bill with Pay Bill*

{Piease chack all that apply)
"OMLY ONE USER MAY HAVE OMLINE VIEW BILL WITH PAY BILL. Contact UHA for a Est of cument users if necessarny.

For questions, contact: Employer Services
$08-532-4007; or toll-free 1-800-458-4600, extension 299
Please submit completed form to: UHA
Attn: Employer Services Depariment Fax: 1-877-222-3198
700 Bishop Street, Suite 300 Email: ES@uhahealth.com

Honolulu, HI 96813-4100
Please allow 1-3 business days for processing.

CLH&5-100720
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11
UHRA

HEALTH INSURANCE

Topa Financial Center

Bishop Street Tower

700 Bishop Street, Suite 300

Honolulu, HI 96813-4100

T 808.532.4000
1.800.458.4600



