Large Group New Business Information

Wellmark.

GENERAL INFORMATION

Group’s Legal Name

Group’s Headquarters (Street Address or Suite#)

City State ZIP County
Standard Industry Code (SIC) Agency Name
Please indicate the Group’s 5500 Plan Year
Do any of the following apply to the group?
Union? []Yes [ ]No If yes, please provide the contract expiration date / /
Retiree Plan? []Yes [ ]No
ERISA (Self-Funded) [JYes [ ]No
Benefit Grandfathering []Yes [ ]No

CARRIER HISTORY INFORMATION

Does this group currently have medical insurance coverage?
[]Yes (please provide carrier history below)
[ ]No (please contact Wellmark to determine required information to quote)
Has group been previously enrolled with another carrier that has used reference based pricing?
[]Yes
[ INo
Has group been previously enrolled with Wellmark, Inc. or any of Wellmark'’s subsidiaries under current group name or a different group name?
[]Yes, please provide group name

[ INo

Name of Carrier / Stop Loss Carrier Dates of Coverage Funding Arrangement
[]Fully Insured Levels []Self-Funded Levels
/ / / / Current Pooling: $ Ind. Stop Loss: $
i Agg. Stop Loss: %
Contract Terms:
/ / - / / []Fully Insured []Self-Funded
/ / - / / []Fully Insured []Self-Funded

RATE INFORMATION

Please indicate current and renewal rates on the group’s most popular plan (based on contracts). Fl: actual rates, SF: attachment points

Dates of Coverage Single Family Employee/Spouse Employee/Child(ren)
Current / / - / / $ $ $ $
Renewal / / - / / $ $ $ $

For self-funded, stop loss fees (if applicable): Individual Stop Loss Fee: $

Aggregate Stop Loss Fee: $

ENROLLMENT INFORMATION

Average Number of Employees Employed on Business Days in the Preceding Calendar Year
Number of Enrolled Employees

EVALUATION INFORMATION

For Indian tribe/tribal organizations:
If you are requesting a self-funded health plan, will the plan be funded whole or in part by an Indian tribe or tribal organization?
[]Yes, Wellmark is unable to provide a self-funded quote [ ] No, attestation required

Risk Considerations:
Wellmark Blue Cross and Blue Shield uses an experience-based rating methodology that evaluates claims experience and enroliment

information to determine rates. In addition to a group’s claims experience, medical conditions/information derived from the following questions
will be used to assist the underwriter in evaluating the risk.

Wellmark Blue Cross and Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association.
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Please indicate any individuals (including those not actively at work) who are currently receiving, have received, or are pending medical

management for any of the following conditions or treatments: [[]None/not aware
[ JAIDS/HIV [JHemophilia []Blood Disorders
[ ]High Risk Pregnancy []Neurological Disease []Cardiac/Coronary Disease
[]Immune Deficiency []Respiratory Condition []Chronic Renal Failure
[]Malignant Neoplasm (cancer) [] Disability/Handicapped
[ ]Hospitalization [ Nursing Facility []Surgery
[ ]Home/Facility Confinement []Neonatal Care []Transplant
For each condition/treatment checked above, please indicate the following information:
. . N Total Claims ($)
Age Gender Name of Condition(s) Current Prognosis/Medications Last Treatment
(recent 12 months)
/ /
/ /
/ /
/ /
/ /

DOCUMENTATION FOR QUOTING (SEE ADDITIONAL INFORMATION, BASED ON FUNDING ARRANGEMENT):
e Current Census in Excel Format
¢ Include age, gender, type of coverage, zip code and benefit plan (if more than one offered). See preferred Wellmark Census
Template (N-2328 9/13).
e Claims Experience (medical & pharmacy)
¢ Minimum of 24 months and within 6 months of the requested effective date. Month-by-month or two 12 month time periods.
e |f group is under 100 enrolled, is currently fully insured and claims data is not available: a minimum of 2 years premium history is
required.
¢ Enroliment Matching Claims Experience Periods

¢ Large Claims Matching Claims Experience Periods
¢ Large claimant data ($ minimum) is based on funding arrangement. See table below.
¢ Claims exceeding $100,000 or any medical condition of a catastrophic nature to include one of the following: a) case management
notes, b) detailed claims listing including date of service, diagnosis and procedure codes, or c) APS (Attending Physician
Statement).
e | egal Documentation
e When covering more than one group, proof of common ownership or merger/acquisition documentation is required.

Additional documentation when quoting Additional documentation when quoting
Fully Insured funding arrangement: Self-Funded funding arrangement:
¢ Benefit Summaries or SBC’s Matching Claims Experience e SPD’s or SBC’s
¢ [f benefits have changed in the past 3 years, please attach ¢ [f benefits have changed in the past 3 years, please attach
previous benefits summaries matching claims experience. previous SPD’s or SBC’s matching claims experience. If
¢ Claims exceeding $10,000 Matching Claims Experience group is currently fully insured, SPD is not required.
¢ Need diagnosis, claim(s) amount and enrollment status. e Claims exceeding 50% of individual stop loss deductible (or
current pooling level) matching claims experience
¢ Need diagnosis, claim(s) amount and enroliment status.
e 2-years lag report (if quoting run-in)

By signing this form, we certify that we are authorized to sign on behalf of the above referenced group and that, after this form was completed,
we carefully and fully read it, that the statements and answers set forth are full, true and correct to the best of our knowledge and belief, and
that no information required to be given either expressly or by implication, has been knowingly withheld. We understand Wellmark will rely
upon the completeness and truthfulness of the information given and the statements made, and that if we have made any false statements

or misrepresentations, or have failed to disclose or concealed any material fact, Wellmark will seek redress to the full extent permitted by
applicable law.

Employer Signature: Date / /
Title
Consultant Signature: Date / /
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Required Federal Accessibility and
Nondiscrimination Notice

Discrimination is against the law

Wellmark complies with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin,
age, disability or sex. Wellmark does not exclude people or treat
them differently because of their race, color, national origin, age,
disability or sex.

Wellmark provides:

» Free aids and services to people with disabilities so they may
communicate effectively with us, such as:

» Qualified sign language interpreters

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

» Free language services to people whose primary language is
not English, such as:

* Qualified interpreters
» Information written in other languages
If you need these services, call 800-524-9242.

Welimark. iz

If you believe that Wellmark has failed to provide these services or
discriminated in another way on the basis of race, color, national
origin, age, disability or sex, you can file a grievance with: Wellmark
Civil Rights Coordinator, 1331 Grand Avenue, Station 5W189,
Des Moines, IA 50309-2901, 515-376-4500, TTY 888-781-4262,
Fax 515-376-9073, Email CRC@Wellmark.com. You can file a
grievance in person, by mail, fax or email. If you need help filing
a grievance, the Wellmark Civil Rights Coordinator is available to
help you. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone or fax at: U.S. Department of Health and Human Services,
200 Independence Avenue S.W., Room 509F, HHH Building,
Washington DC 20201, 800-368-1019, 800-537-7697 (TDD).

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

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o al (TTY: 888-781-4262).

AR NREBHEEEE, RINTRBACRMESHERS.
800-524-9242 & (WHEL 4 : 888-781-4262).
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CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro ngdn ngi» mién phi co
sén cho quy vi. Xin hay lién hé 800-524-9242 hoac (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostecena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose
sprachliche Assistenzdienste zur Verfligung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
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ATTENTION : si vous parlez francais, des services d’assistance dans votre
langue sont a votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Wsansu: mnaauya Ine L‘smusm‘ssms;lmaamummﬁ'msmmeﬂ'luﬂﬂ
Alaany finsia 800-524-9242 13 (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).
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BHVMAHME! Ecnu Balu pogHOW A3blk pyCCKUiA, BaM MOTYT ObITb
npegocTasrneHbl 6ecnnartHble nepeBoayeckue yenyru. ObpallanTtecs
800-524-9242 (tenetavin: 888-781-4262).
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HEETINA To a wolwa Fulfulde laabi wallinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

YBATA! AKLLO BV pO3MOBNSiETE YKPAIHCLKOIO MOBOLO, Afs BaC AOCTYMHI
6Ee3KOLUTOBHI MOCNyrM MOBHOI NiATPUMKK. 3aTenedoHyiiTe 3a HOMEPOM
800-524-9242 abo (tenetann: 888-781-4262).

Ge': Diné k’ehji yanitti‘go nika bizaad bee aka’ adoowot, t'aa jiik'é,
naholg. Koji’ hdlne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc., Wellmark Synergy Health, Inc., Wellmark Value Health Plan, Inc.
and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
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