SONNY A. HENNING INSURANCE

9671 CASTLE WOODS COVE, INDIANAPOLIS, IN 46280 FAX 888-766-8288
TOLL FREE 1-888-SONNY-32 (888-766-6932)

Thank you for your interest in our Health Plans. | have attached a more
detailed description for the quoted program.

Please print the attached file and complete ail application forms per the
instructions. Paperwork and checks must be returned to:

SONNY A. HENNING

SONNY HENNING INSURANCE
9671 CASTLE WOODS COVE
INDIANAPOLIS, IN 46280

Please include a check, payable to the name instructed on the attached and
be sure to include any requested tax documentation. In addition, please
include a check, payable to Sonny Henning Insurance in the
amount of $50.00 as a one time processing and handling fee.

All forms must be received by the 15" of the month for a 1st of the month
effective date.

If you have any questions, please feel free to call, toll free, at your
convenience 1-888-SONNY-32 (1-888-766-6932).

Since

S—

7 Sonny A. Henning

SAH:ms
Attachments

BE SURE TO REMEMBER US FOR ALL YOUR LIFE AND
HEALTH INSURACNE NEEDS, INCLUDING LIFE, HEALTH,
DISABILITY, LONG TERM CARE AND OTHER SENIOR
PRODUCTS.



HOW TO GET STARTED?

JUST FOLLOW THE SIMPLE INSTRUCTION BELOW AND MAIL
ALL PAPERWORK AND CHECKS TO :

SONNY HENNING INSURANCE
9671 CASTLE WOODS COVE
INDIANAPOLIS, IN 46280

HORIZON HEALTH PLAN - EPO
NO GATEKEEPER
NY&NJ

WWW. HORIZONHEALTHCARE.COM
STANDARD HETWORK

. COMPLETE PARTICIPATION STATEMENT

COMPLETE UNITED HEALTH & WELFARE BENEFITS PLAN
FORM

COMPLETE MEMBERSHIP DEDUCTION FORM

MSE AFFILIATION AGREEMENT FORM

COMPLETE HORIZON HEALTH PLAN ENROLLMENT FORM
TAX DOCUMENTATOIN

INLCUDE ONE CHECK FOR THE FIRST MONTH’S PREMIUM
PLUS THE ANNUAL ADMINISTRATION FEE OF $40,
PAYABLE TO “MSE” (MHL SERVICE EMPLOYEES)

PLUS

A ONE TIME PROCESSING FEE OF $50,00, PYABALE TO
SONNY HENNING INSURANCE.



HORIZON HEATLH PLAN - EPO

NO GATEKEEPER

THROUGH UNITED HEALTH & WELFARE FUND

Rates effective 11/1/03 through 10/31/04

SINGLE: $ 392.00
FAMILY: $1,011.00

Plus $40 Annual Administration Fee

TAKE A LOOK AT THESE BENEFITS:

IN NETWORK ONLY

PCP/SPECIALIST - $30 COPAY
$50 - E.R. COPAY
$500 HOSPITAL COPAY
RX - $10/$25/$50 COPAY
$100 RX DEDCUTIBLE PER PERSON

WWW.HORIZONHEALHCARE.COM
STANDARD NETWORK - NY/NJ




PARTICIPATION STATEMENT

COMPANY NAME

1 CONFIRM THAT THE ABOVE NAMED COMPANY IS COMPLYING WITH DIVERSIFIED
EMPLOYEES’ UNION, LOCAL 4 REQUIREMENTS PURSUANT TO ERISA. THE FOLLOWING
EMPLOYEES COVERED BY THE COLLECTIVE BARGAINING AGREEMENT WITH LOCAL 4, ARE
EMPLOYED AS A FULL-TIME BASIS WORKING AT LEAST (30) HOURS PER WEEK.

EMPLOYEE NAME EMPLOYEE NAME
1) 13)
2) 14)
3) 15)
4) 16)
5) 17)
6) 18)
7 19)
8) 20)
9)_ 21)
10) 22)
11) 23)

12) 24) e

e e e e —
I HEREBY REPRESENT AND AGREE THAT ALL ANSWERS AND STATEMENTS IN THIS STATEMENT ARE -
FULL, COMPLETE AND TRUE, TO THE BEST OF MY KNOWLEDGE AND BELIEF. 1 UNDERSTAND THAT
THE SAID ANSWERS AND STATEMENTS FROM THE BASIS UPON WHICH PARTICIPATION WILL BE MADE
EFFECTIVE AND OMISSIONS, MISREPRESENTATIONS OR MISSTATEMENTS ABOUT EMPLOYMENT
HISTORY COULD RESULT IN DENIAL OF PARTICIPATION IN THE DIVERSIFIED EMPLOYEE’S UNION,
LOCAL 4. 1 AFFIRM THAT THE FOREGOING STATEMENTS ARE TRUE UNDER THE PENALTIES OF
PERIJURY.

SIGNATURE OF OWNER PRINT NAME

TITLE: DATE:

WITNESS: ' PRINT NAME:




(631) 499-0008

UNITED HEALTH AND WELFARE BENEFITS PLAN

PLEASE PRINT

NAME (PRINT) SOC. SEC. NO.
(LAST) (FIRST) |
ADDRESS;
DATE OF BIRTH; HOME PHONE #
() MARRIEDR ( )SINGLE NO, OF DEPENDENTS UNDER AGE 18 ( ) INDIVIDUAL ( ) FAMILY

EMPLOYED BY:

EFFECTIVE DATE:

PRIOR CARRIER: FROM: TO:

DEPENDENTS

FIRST NAME DATE OF BIRFH _RELATIONSHIP _ SOCIAL SECURITY #

SIGN HERE:___ DATE:




MEMBERSHIP FEE DEDUCTION AUTHORIZATION

I HEREBY AUTHORIZE AND DIRECT MY EMPLOYER TO DEDUCT FROM MY WAGES
AND PAY OVER TQ DIVERSIFIED EMPLOYEE’S UNION, LOCAL 4, THE AMOUNT OF ($§12.00) PER
MONTH AS AND FOR MEMBERSHIP FEES IN CONNECTION WITH THE UNION'S
REPRESENTATION OF MY INTERESTS. 1 FURTHER AUTHORIZE LOCAL 4, TO REPRESENT ME
WITH MY EMPLOYER.

THIS AUTHORIZATION SHALL NOT BE REVOCABLE FOR A PERIOD OF ONE YEAR
FROM THE DATE HEREOF. IT SHALL THEREAFTER CONTINUE IN FULL FORCE AND EFFECT
FOR SIMILAR PERIODS UNLESS REVOKED BY ME BY NOTICE IN WRITING TO THE UNION
AND TO THE EMPLOYER.

PARTICIPATING PARTICIPATING
EMPLOYEE EMPLOYEE’S SIGNATURE

(PRINT NAME)

SOCIAL SECURITY #:

ADDRESS:

EMPLOYER:

ADDRESS:

DATE: EMPLOYER’S TELEPHONE#:




MSE, LTD. AFFILIATION AGREEMENT

MHL SERVICE EMPLOYEES LIMITED HAS ENTERED INTO A
COLLECTIVE BARGAINING AGREEMENT ON MARCH 1, 2001 WITH
DIVERSIFIED EMPLOYEE’S UNION, LOCAL 4 AFFILIATED WITH
U.C.T.LE.

AS A MEMBER OF MSE, L.TD. THE COMPANY UNDERSTANDS THAT IT
IS BOUND TO THE COLLECTIVE BARGAINING AGREEMENT IN EFFECT
BETWEEN THE MSE AND THE UNION. THE TOTAL REMITTANCES MADE BY
THE COMPANY TO MSE, LTD. ARE AS FOLLOW: CHECKED OFF UNION
DUES, BENEFIT PLAN CONTRIBUTIONS, AND AMINISTRATIVE AND BILLING
FEES.

THE COMPANY UNDERTAKES TO INDEMNIFY MSE, LTD. FROM ANY AND
ALL LIABILITY THAT MIGHT RESULT FROM THE ABOVE SAID
COLLECTIVE BARGAINING AGREEMENT.

MSE, LTD./ UNION AGREEMENT IS ON FILE AT THE
OFFICE OF MSE, LTD. LOCATED AT:

154 COMMACK ROAD
COMMACK, NEW YORK, 11725

BY:

COMPANY

BY:




For Products:

—
Horizon Healthcare GROUP COVERAGE HORIZON EPO

Dept A EMPLOYEE HORIZON PPO
PO Box Bl oen ENROLLMENT APPLICATION AL

PLEASE PRINT CLEARLY, COMPLETE ALL PERTINENT SECTIONS TO AVOID PROCESSING DELAYS.
SUBSCRIBER INFORMATION

1 EMPIDYEF'S LAST NAME FIRST M 2 PHONE-WORK 4. HOME 4 EMPLOYEE NUMBER | & GONTRACT TYPE HEALTH
I t ! [ ’ t | | | I | | | l | 1 | i ( ) ( ) O singls  [2 Famity
t. ADMRESS.STREET CITY. STATE ZIP COUNTY [ HushandWite
O PraeniChild
7. EMPLOYER NAME AND LOCATION (CITY AND STATE] A DATE OF HIAE 9, WOHKING STATUS PRESCRIPTION
O Activa [ Ratirad Os OF [Dew Jreo
10. MARITAL STATUS V1. PROGUGT DENTAL. IF OFFERED
O Singie [.] Widowad O Divoyreend O Married [ Saparatod L1 HORIZON EPO [ HORZONPPO [ yisTa OIWISTAPLUS | (s OF Ouw Oec

ELIGIBLE PERSONS TO BE ENROLLED

12, SELF - LAST NAME FIRST [2]] 13 HELATION 14, SEX 16. BIRTHDATE TI‘H. S0 SREC. NG

[Pt pld] el O e ClFamalo HEEEEEN
DEPEMDENT #1 - LAST NAME FIRST M HELATION SEX GINTHDATE 500 SEC NG

l ‘ J | | | ] I | | | I | | l ‘ I ‘ | [1spouse Llectuld DD omer | £ Male Oramale ‘ | ] | ‘ | J |
DEPENDENT #7 LAST NAME FIRST i HELATIOMN SEX RIRTHDATE KOG, SEC, NO.

! | I i t i | I i i l ' | | r | I | | O spansa Cl child {lowmear| [ Male [1Female i ' 1 | | [ ! |
DEPENDENT #3  LAST NAME FIRST L] RELATION BEX BIHTHNATE S0C. SEC. NO.

i l I l l 1 I | I t | I I I [ ‘ ! | | g Spouse [l crwa [denner | O mate LI Female I I | ! J I | l
DEPEMGENT #4 - [ ART NAME FIRST [X]] RELATION SEX. BIRTHDATE S00C. SEG. NG

] | i ] I | | | I l ] l i [ | 1 i | | O Spovan [ child [lomner _L;] ?Llla O Female | | | } i | l ‘

17 D0 YOL HAVE A& DISANLED GHILD DEPENCENT? [3YES [ Moy
F DEFEMDENT |5 DISABLED, FLEASE ATTACH MENCAL DOCUMENTATION (FHOM EMPLOYER) TO DETERMINE COVERAGE BEYOND YOUR EMPLOYER'S MAXIMUM DEPENDENT AGE.

_ COORDINATION OF BENEFITS ’

YOUR HORIZON HEALTHCARE CONTRACT CONTAINS A COQRDINATION OF BENEFITS (C.0.B.} PROVISION. COORDINATION OF BENEFITS (S IN EFFECT WHEN
MOHE THAN ONE GROUP HEALTHCARE PLAN OR PROGRAM COVERS A FERSON. IF YOU 08 ANY FAMILY MEMBER ARE COVERED BY AMOTHER GROUP
HEALTHCARE PLAN PLEASE COMPLETE THE REVERSE SIDE OF THIS FORM WHEHE APPLICABLL.

SIGNATURE

18. PLEASE READ THE FOLLOWING AND SIGN IN THE SPACE PFROVIDED,

| HEREBY APPLY FOIH HORIZON HEALTHCARE COVERAGE FOR ME AND MY ELIGIBLE DEPENDENTS WHO ARE LISTED ON THIS AFPLICATION. | UNDERSTAND
AN AGHEE THAT OUH COVERAGE WILL BE CONTROLLED BY THE WRITTEN AGREEMENT BETWEEN HORIZON HEALTHCARE OF NEW YORK AND MY EMPLOYER.
{ AUTHORIZE MY EMPLOYER TO MAKE DEDUCTIONS FROM MY EARNINGS, (F REQUIRED, FOR MY HORIZON HEALTHCARE COVERAGE. THE UNDEHSIGNED
HEREBY AUTHORIZE ANY HEALTH CARE FACILITY OR PHOVIDER TO AELEASE TO HORIZON HEALTHCARE ALL INFORMATION RELATING TO PAST, PRESENT,
AND FUTURE HEALTH GARE EXAMINATIONS OR TREATMENTS RECEIVED BY EACH PERSON COVERED BY THIS APPLICATION. | CEATIFY THAT THE INFGHMATION
ON THIS APPLICATION 1S COMPLE TE AND ACCURATE AND THAT EACH PERSON COVERED RY THIS APPLICATION RESIDES WITHIN A HORIZON HEALTHCARE
SERVICE AREA. | UNDERSTAND THAT ANY CLAIM BY ME OR ONE OF MY ELIGIBLE DEPENDENTS MAY BE DENIED AND OUR COVERAGE CANCELLED WITHOUT
WRITTEN NOTICE IF | HAVE USED MATERIALLY FALSE INFORMATION IN THIS APPLIGATION. | ALSO UNDERSTAND THAT SUCH A TERMINATION WILL BE
AETHOACTIVE TO THE EFFECTIVE DATE (F OUH COVERAGE. IF HORIZON HEALTHCARE ADYAMCES PAYMENT TC ANY PROVIDER FCA COVERED SERVICES. |
THE UNDERSIGNED WILL RETURN ANY HEIMBURSEMEMT RECEIVED FOR THESE PREPAID SERVICES TO HORIZON HEALTHCARE.

"ANY PEHSON WHO KNOWINGLY AND WITH INTENT 10 UDEFRAUD ANY INSURANGE COMPANY, HEALTH MAINTENANCE ORGANIZATION OR OTHER FERSCN,
FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF CLAMM CONTAINING ANY MATERIALLY FALSE INFORMATION, CR CONCEALS FOR THE PUHPOSE
OF MISLEADING, INFORMATION CONCERMING ANY FACT MATERIAL THEAETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH |5 A CHIME, AND SHALL ALSO)
8E SUBJECT 1O A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.”

SIGNATURE OF APPLICANT DATE SIGNATURE OF SPOUSE (NOT MANDATORY DATE
SIGNATURE OF DEFENDENT AGE 18 OR OVER (NOT MANDATORY) DATE ‘SIGNATURE OF DEFENDENT AGE 16 OF OVER (NOT MANDATORY]  DAIE
EMPLOYER USE ONLY HORIZON HEALTHCARE USE
RCASON FOR APPLICATION GROUP MUMBER. EFFEGTIVE DATE SALES REP-
D3 NEW HIRE EMPLOYER NAME. EMPLOYER PHONE # FROCESSED By
1 OFEN ENROLLMENT . o
EMPLOYER ADDRESS: DATE:
O REINRE
{1 CcoBRa HMU:
O oTHER
EMPLOVER SIGNATURE: DATE:

Horizen Healthcare Insurence Company of New York
3647 (WOBDTY



Nov=-20-03

11:28am  From=H P AGENCY 914 3472457 T-773 P 0037011 F-4di

HORIZON HEALTHCARE OF NEW YORK 100172002

HORIZON STANDARD BENEFITS
United Health & Welfare Lacal 143 Fund

In-Network - The payment for cligible axpenses when services !
STAMDARD provides benefits for in-netwark cars pnly. Members da aot have to fie cinims. Horizon STANDARD

Physician. Horizon

reimburses at the applicable allowance after any deductible, coinsurascs,

as payment is full.

are provided by & Horizon Hospital ara "fraditional Network

or copay. Network providers accept this atlowance

Qut-oft-Network - No paymoent is miads for out of network soivices, cxcupt for emergency sinsations,

=
InNetwairk
ALL BERVICES
[Beaefit Per o Calendar Year
[Doduetible (Tatal combined per year)

HogpialFacility §500 Pey Admission
Prafesstonsf $300 Per Admission
Supplemental $50D0 Per Admiszion
Family Limit Factor

Coinsuranes *
Hospital/Farility 100%
Professianal 100%
Supplementul 100%

Out of Pocket Maximum (Sexvices are

pirnhursed at 100% giter OOF max

in ceached}
Hospital/Facility None
Professional None
Supyplemental Nane
Fuwmily Limit Facioy

Maximumsy
Bensfit Pecind Unlimited
Lifstime Unlimited

HOSPITAI/FACILIL'Y SERVICES

Room & Board {semi-private room)

T50% afver S50 Por Admismon Charge

\nlensive Care & Other Hospital Scrvices
l therapy/disgnostic scrvicss, bload
admimistration, genorl rusing, opaahng
raom, ete)

100% after $500 Per Admission Charge

Maternity Bancfits

150% after $300 Per Admisgion Charze

100% after $500 Per Admissivn Charge

Child Dependent Maternity

100% aft:r_SSUﬂ Per Admissmn Chacge

s

1
TERTIR U 1 ¥

100%s
Heospital Services (operaring Toom, bload
todministration, generdl narsing, therapy!
g 1004
100%
IMedice]l Emergenoy/ Acoidents) Injury 100% after $50 copay
In the I:'.m:a_l:ancy Room 850 copay applics vy facility chargss
Surgresl Center ]
Skilled Nursing fecility T00%

60 duys per benefit period (ollawing
a 3 or more day prior hospital siay.

Homs Health Care [00%
44 visis por Yenefit weriad !
Birthing Center L00%




Naf-ZU-!JS t1:29am  From-H P AGENCY 914 3472457 =773 P.00A/DIT  F-441
‘ ) _WI_
) PHYSICIAN SERVICES 10/172004
Ianpadent Services
Medical Care {including consyltutions) 100%
Surgical Services (ncluding assistant 100%
%zgggg and ancsthesia)
tetrical SErvices (1.8., normal delivery, 100%
[[cesmrean yection, aboniion) Subject to ennual and Hifctime maximums
Diagnostic/Therapy Services 100%
ergaﬁmﬂﬁutqorl!usgi&il Services :
Otfice Visits (including allergy wsting, '
related disgnwstic/therapy services} when :
redically necessary L00P% after 530 copsy
Medical and Surgical Cwee (Including I
related diagmostic/therppy services) 100% !
Diagnostic X-ray and Lab (00% after $30 copay
OB/Gyn Exam far medicelly necessary
ForVICES 100% after 530 conay
100%

Roytine Annual Pap Smears,
Memmography Screening, and
Prostate Scrooning

I Annua! Pap Smear aver age 18
1 Ruseline Mammography belwsea 35-40
Annupal Maymography over ags 40 .
Progtare screening - | per yoar ovil 85¢ 50

Routine Annual OB/GYN Exam 100%_ "
Maternity Carc 100% after $30 copay
Copay applics to inilial visit ealy !
infertility Strvices 10004 mfter $30 copay
S $10.000 Lifstire combined maximum for employee and spouse - .
Medical Bincrgeney/Accidenta] fojury 10084 after $30 coprry '
Child immunizations/Lesd Testing 106%
@Il Child Carc
hrough chi t loukn 100%
{Routing Annus! Adult Physicals 100%%
fShar Term Therapies; Physical, Speech 160% efter $30 copay
Queypational, Cognitive Rehabilitation, 30 visies for each ihegepy per enelfit period,
|Chiropractic Cars 100% aftex $30 copay

Wutritionel Counseling

M amimtnn OF 3 vigits per benefit period

SUFFLEMENTAL SERVICES _

{Ambulante (Ground and Air Transpori)

100% if deerned medically neposgury, 0% If pot.

Vigion Care

100% alter $30 copuy
One eye exam per year, Hardware
limitod to $50 in a 2 calendar yr. period.

Private Duty Mursing 100%
240 brs per yr., subject o medical necessity
Durable Medical Equipment 100% with 350,000 Lifetime Max
Diabetic Educalion 10 after 530 capay
Dhabeiic Supplies 100% with $30,000 Lifetime Max
(Bloed Cherpoh 10084,
o S In-Network '~
MENTAL HEALTH"
Inpatient Services 100%
30 days maximwn per beuetit period
Ouipationt Sevvices 1004 after $50 copay
3@ visit aximum woe bmelit petiod
ALCOHOL/SUBSTANCE ABUSE *
Tnpatient Services L0D%
30 days inpatient reab/ 7 days detox per yT
Qutpationt Services 100% sfter 350 copay

60 visits {inciudes 20 family visits) per yr.

XA Fagrerfennt Mo faf Health/Swbstance Abuse Cnra yervicey olith & coorodnand :kmgh s‘d’ﬁfﬁm Dehaworal Health




an~2&~03 11:28am From=H P AGENCY 914 3472467 T=-173

P Q08/011  F-44t
PRESCRIPTION DRUG 101
Copayments Retadl: $10425/58; Mafl Order 50/ L00
Deductible 100
Mandatory Generic Mo
Coniraceptives T . In¢luded
Trays Supply Retail: 30 days; Mail Order: 90 days
Enteral Formulds Covered st highest copay with $2,500 maxfmum per caleqdar year _
COST MANAGEMENT
Camtro@ic-aise Managament Included
Pro-Admigsion Review 509, BAne Tt reduction for nancompliante
ELIGIRLITY
Thilgren art covered 10 the ond of the calendar year in which they tucn age 15. Full-time = denty arc covered unnl the end of the

onth they tum 23 orunlil the gad of the month during whivh their full-tine smdeat stz ends, Handicapped dependents art
oyoni the child removal age. if e handleap oceumed priorio 268 1.

Pre-Existing Condition Exclusion

Far the first six months after an ¢ligible person's enroliment under the coniragy, ng bensli will be providod for services insidant

to, esviting, (ram, or relating o 2oy digeaxz, injury, or condition which wag weaed or diagnosed by 4 health carc professional within
the six month period prior to enrallment for that sligible person, Noie: This doss nob apply to children who enroll within 30 daye

of birth or adnption. Employses ed dependents will recoive condit for the iima they weve coversd rader & previows contract if

tho coverage was contivous to < date not mpre thas 63 duys prior tr the enialiment date of this coverags.

Pre-existing condition exnclusion will epply Lo any AW hires aficr the initial group effective date and 1ats antans(those not enrclling
within 3t days of cligibility.

This summary highlights the major fearursy of your henlth beneflt program, 10 is not 2 contraet and same limitstions ond cxclusions
mey apply, Paymeat of benefits is subject soiely w the terms of the contvact. Please refer o your hotklet for mors iwformatina.




