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 all 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 for $57.00, payable to IRBA; plus check for the first
month’s premium of the plan you select. 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, tolt free, at your

convenience 1-888-SONNY-32 (1-888-766-6932).

P "'S’é'nr;y 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.



# First National Administrators Approved Rates!

Nassau and Suffolk County

Rates effective 1/ 112004 through 12/31/04. This is for comparative purposes cnly.
For further details please see plan summary.

*Rates Approved by the NY State Dept. Of Insurance

Plan #1 MD FLEX AMO-Fiex Provider Netwerk

$20 Office Visit Copay, $125 day/ $500 Maximum per admis- .
sion hospital copay, Prescription - $7 generic/$15 brand/$35 Single 2 Party Family

Non Formulary. Vision -Annual Exam and up to 45% discount 5385.93 snoﬁs 31'084.31

on hardware through Davis Vision. Smart Dent Dental Plan.
Dependent covered to age 23.

Plan#2 MDD “Aex” POS-Fiex Provider Network

$20 Office Visit Copay, $125 day/ $500 Max per admission hospitai

copay(,g%}hog%zorﬂlﬂ S%dlgdib:é% : 5}{1}1}$ ?fO r[l)egavorkt 7?%;’32“/: consur-  Single 2 Party Family
ance ercentile - $5, ,000 out of pocket max,

Prescription-$10 generic!$2)5 brand/50% Non Formugry_. Vision - 354“.60 $1086-24 31,531-12
Annual Exam and up to 45% discount on hardware through Davis

Yision, Smart Dent Dental Plan. Dependent covered to age 23.

Plan #4 MB Flox EMO-Fiex Provider Netwerk . ]
$20 Office Visit Copay. $125 day $500 maximum hospital copay- ~ Single 2 Party Family

ment, Prescription - $7 copay generic/Brand name is Discount

Plan ONLY. Vision - Annual Exam and up to 45% discount on 3335-53 3661-88 5938-86
hardware through Davis Vision. Smart Dent Dental Plan. Dependent

covered to age 23.

Plan #5 MB “Fecus” HMO-Fecus Provider Network

$20 Office Visit Copay, $125 day $500 maximum hospital - -
copayment, PFQSCFEI} tYon - $7 copay ?enerichrand ngme is Single 2 Party Family
a

Discount Plan ONLY, Vision - Annual Exam and up to 45% 3288.63 35"220 3803 10

discount on hardware through Davis Vision. Smart Dent
Dental Pian.Dependent covered fo age 23.

Plan #6 MD “Fecus” BM®-Focus Previder Netwerk

$20 Office Visit Copay, $125 day $500 maximum hospital - .
copayment, Prescr?pt},on - $10 genericf$25 brand/50% Non ~ Single 2 Party Family

F lary, Vision - Annual E d Davis Visi t
oA bt o hardwae. S et Denta Fan Deven. 9928.14  $652.82 $911.55

dent covered to age 23.




INERFFRDENT & RETAIL BLISLMLSS ALSUCLATES, INC

ke Assaciation fior Indeperident Husineses

MEMBERSHIP APPLICATION

SECTION 1 - GENERAL INFORMATION

Name of Business:

Address: L -

Phone Numbeir: L. —_—

Owner/Manager:

Type of Business:

Number of Full-time Employees (at least 20.0 hours/week):

Number of Part-time¢ Employees (less than 20.0 hours/weck): L

SECTION II - IRBA MEMBERSHIP FEES

o Annuai Membership dues per business of $57.00made payable 1o "IRBA”

SECTION I

[ hereby apply for membership in the Independent and Retail Business Associates, Inc., “IRBA”

Date o Signature of-_('jwner!Manager

Print Name

The information provided above is true and correct to the best of my knowledge. 1 understand that
coverage and benefits niay be effected by fuilure to provide complete and accurate information,

2003 Jercho Ternpike = Now Hyde Park, NY 11040 = (510) 352-7000 » Fax 5164 152-3115
45 Muschisol Aveile ® Suite 400« Morristown, NJ 07960« Phone (9731 285 3333 « Fax (970255-3330 « Toll Free (8Kx) 352 7290
Fmpire Stae Building « 350 Sth Avenoe « Suite 32200« New York, NY TOFIR = (2120 947-2200 = Fax (212) 760- {40
E300 N, Congross Avenue » West Padm Beach, FL 33409 « (8003 228-PLAN = (561) 68O-0D48 « Fux (501} RO 3HE
TRIBA Headquarters =4 Adrdine Drive » Suite 202« Albany, NY 12208 « (SI8) 869-36 18 « Fux (518) 864-3048 » Toll Free (800) 28x-4722

[EATE TR LR I I AV S, e e




INDFEFLMG ST S0 TALL BEISINESS ASSUR LA TES. HNC

The Assarryeiiun fra dnedeppslenr Bunio s

GROUP APPLICATION
for MDNY

Company Name:
Address:

Company Phone # Type ol Business _

Contact: o Title:

Total Number of Employces: \ o
Total Number of” F1"s Working 20 hours or more per week: \
Total number of ¢ligible employees: .\

Total number of subscribers enrolling: )
Single: Limployee/Spouse: Employee/Child:  __ Tamily:
Present Insurance Carrier: o

Dates of Coverage:  From: / / ot / i
Requested Effective Date:

GUIDELINES FOR ALL PLANS

I The employer must be a member in good standing of IRBA

2. Al payments are (o be made o National Administrators, Ine iINAT as sdinnisteators ofn IRBAL All
applications that vou submit with a persenal check must be accompanied with proot of business (ex: Schedule
NYS-4. Certilicare of Business, Lite. }

Al member groups must be self employed or have cimployeremployee relationships

~We cannol aceept enrotlments i they are net properly completed. and accompasnied by premium payment,

_ Enrollments, chunges aud cancellations must be in the administrators office al least 20 days prios o eflective date,
See Submission Guidelines for exact date,

6. Your premium must be reccived belore the 1st of the month of coverage w avond termination of coverage

7. Premiwmn includes a $ 16 monthly billing fee for plan administration provided by National Administrators,

8. Members must live or work in the service arca, Service area s Nassaw or Sulfolk Countics

Plan Applied For (check ONE plan)

Plan #1 MD Flex HMO

Plan #2 MD “Flex” POS

Plan #4 MD Flex 1IMO

Plan #5 MD “Focus”™ HMO _ ***Fpeus Network***

Plan #6 MD “Focus” HMO ___ ***Focus Network***

[

A da

All premiums include a $16 administrative fee and must be made pavable to “Nuational
Administrators, Inc.” as administrators for MDNY or check will be returned.

The information provided above is true and corvvect to the best of my knowledge. I undersiand that
coverage and benefits may be effected by fuiture to provide complete and accurate information. I anderstand
all current employes have the option of joining MDNY }gm or it my group’s annual anniversary duate,

AN RN L H E\—r\ AR 0%7__

Signature of Owner/Partner

. Representatiye
I IR W CLS TN
Date Representative’s Phone Number

IS CHE




FRIEPERIIENT & RETALL BLISENLSS ASSOUIATES, INCL
The Assicatin for Indepaerobers Haanweins

PARTICIPATION STATEMENT

Company Name: __

E confirm that the above-numed company ts complying with Independent and Retail Business Associales,

fne. participation requirements. The following employees are regularly emiployed on a full-time basis
working al least 20 hours per week.

EMPLOYEE NAME EMPLOYMENT DATE PRESENT COVIRAGE NEW COVERAGE

[ herehy ropresent and agree that all answers and statenrents in this statement are full, complete and true, to
the best of mn knowledge and befief, and understand thai the said answers and statements from the busis
upon which insurance will he offective. Dinderstand that omissions, miseepreseitafions or isslaicnents

ahott enplovment history could resuldf in deniad of an otherwise valid claim and voiding of insuroace.

Signature of Owner/Partner or Officer Print Name
o ) Title “ Date
N _ Donnag Y nn g
.- Witness Print Name

ST RN TR
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