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
INDIANAPOLLIS, 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 fee! free to call, toll free, at your

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

Sincerely,

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.
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“ Atlantis Health Plan

\

2003 POS Plan One
$20 Office Visit copayment, $ 1,000/S2, 500 de-
ductible, 70%/30%6 coinsurance, $3.000:/7 500
out of pocket maximum®, $250 hospital
copayment, 5(/50% Fckerd Pharmacy Sves. (in
network only) prescription copayments. Atlantis
POS Network.

Emp. Emp./Spouse Family
$307.10 $614.20 $888.54

2003 HMO Plan Two
$20 Office Visil copayment, $250 hospital
copayment, 50/50% LPS (Eckerd Pharmacy
Servicesyprescription benefits. In network cov-
erage only. Atfantis HMO Network.

Emp./Spouse Family
$821.76

Emy.
$284.02 $568.04

2003 POS Plan Three NO RX
$20 Office Visit copayment, $2.000/$4,000 de-
ductible, 70%4/30% coinsurance, $5.000/10,000
out of pocket maximum®, $0 inpaticnt hospstal
copayment, Atlantis POS Network.

Emp. Emp./Spouse Family
$259.37 $518.14 $750.44

2003 POS Plan Four
$20 OMice Visit copayment, $2.000/84,000 de-
ductible, 70%/30% coinsurance. $5.000/10,000
owl of pocket maximum®. $0 Inpatient hospital
copayment, 50/50% bekerd Pharmacy Sves.
tin network only) preseription copuyiments.
Atlantis POS Network.

Emp. Emp./Spouse Family
$295.44 $590.88 $854.80

Network can be accessed at www.atlantishp.com
* Does not include deductible.
ALL Rates and bhenefits are subject to NY State Insurance Department and Carrier approval.

Only available in Five Boroughs - Manhattan,Brooklyn, Queens, Bronx and Staten Island.

Dependent Student covered to age 23 with proof of student status.
RX - The member co-payment is 50% of AHP's contracted rate at retail and mail order.

A $10 monthly billinq fee will he added to your premium and will appear on the first invoice and cach subsequent invoice,
Rates and Benefits are for comparative purposesonly. Aclual rate and benefil information must ceme directly from the insurance carrier.




INITPTNIENT S RETAN DLEINESS ARSLK TATES, BN

The Assncnttiem fur Tnedepurnlont Bunewaes

MEMBERSHIP APPLICATION

SECTION 1 - GENERAL INFORMATION

Name of Business:

Address:

Phone Number:

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/week):

SECTION H - IRBA MEMBERSHIP FEES

o Annual Membership ducs per business of 837.00 made payable 1o " JRBA”

SECTION I

| hereby apply for membership in the Independent and Retail Business Associates, [ne., "IRBA.™

Date Signﬁtﬁre -of.OwnerfM:;r{ager.

Print Name

The information provided above is trae and correct fo the best of my knowledge, 1 understand that
coverage and benefits may be effected by failure to provide complete and accurate information.

2003 Jericho Turnpike » Noew Hyde Pack, XY TR0« (516) 3527000 Fax (5160 352-31 315
Eripare Staie Building = 350 5th Avenue « Suile 32200« New York, NY TOHE « (212) 947-2200 + Fax (2125 - G0
1300 N. Congrress Avenue = West Palin Beach, FL 33309 « (800) 228-PLAN = (561) HRG-O048 « Fax (3611 686-3304
1RBA Headguarters « 4 Adrfme Drive « Suite 202 « Aoy, NY 12208 « (318 RoU-3008 « Fax (318) 8693648 « Toll Frov (R} 2884722
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GROUP APPLICATION
for ATLANTIS

Company Name: I S e
Address:

('umpun} Phone # _ _ | ___:_____Typc ol Business

Contact: . e Mitler
Total Number of Llnploy(,u L 1 L
Total Number ol LLs Working 20 hours or more per week: |_______________ )
Total number of eligible cmployees: |
Tolal nunber of subseribers enrolling:
Single: _ Employee/Spouse:

Present Insurance Carvier: o O
Dates of Coverage: Feom: _ /  / _lo N
Requested ElTective Date:

an]nw:f( hild: Famliy

GUIDELINES FOR ALL PLANS

1. The employer must be o member in good standing ol IRBA

AN payments are to be made to Natiomal Administrators, [ne {NAD as administrators of JRBA. Al
applications that you submit with @ personal check must be accompanied with proofof business (ex: Schedule ¢,
NY5-45, Certificate of Business, 14c. )

3. AN member groups must be settemployed or have employer/employee relationships

4. We cannol aceept enrollments il they are ot properly completed. and accompanied by premium payment,

5. Enrollments, changes and cancellations must be in the adminisizators oflice at least the 25th of the month prior o ¢
etfective date. See Submission Guidelines Tor exact dale,

6. Your premiunt must be reveived before the st of the month of coverage 1o avoid termination ol coverage.

7. Premium rates do not incinde @ $10 monthly billing tee for administoation by National Adminisirtors. Billing fee

will appear on fiest invoice and all subseyguent invorces,

Plan Applied For (check ONE plan)

ATLANTIS

Plan 1 - $20 Copay POS _
Plan 2 - $20 Copay [IMO
Plan 3 - $20 Copay POS NO RX
Plan 4 - $20 Copay POS

AH premiums must be made payable to “National Administraters, Inc.” as
administrators for ATLANTIS or check will be returned.

3]

The information provided above ix true and correct to the best of my knowledge. 1 anderstand that
coverage and benefits may be effected by failure to provide complete and accurare information. 1 anderstand
all current employes have the option of joining Atlantis now, or on my group’s annnal anniversary dare.

% O ey e AaSaSla-N

B Signature of Owner/Partner Representative
S - @ﬁ% MLl -G D 2
Date epresentative’s Phone Number

C L A s T



ATLANTIS HEALTH PLAN:w

Employer Member Enroliment and Physician Selection Application
Mailing Address: 39 Broadway, Suite 1240, New Yorlk, NY 10006. » 866-747-8422

To be Completed by EMPLOYER

Mame ol Graug {Empioyery

Group Mumber

bnployes's Etlective Male af Coyerage I mdividuat Covered Under Cobra?  Yes Mo I Yes, Oualifying Event:

Prouct Salecled: HWG PiIS DPLN ALCESS POS Is Emyplayee Cunrerilly Aclive AF Work?  Yes N On Leave of Ahsence? LU} Ratired?  Yos Mo
Average No. of Hours Worked Per Waek: Déthe of Full Time Empioynient: Empliyer Oecupalion
Empioyee Classificalion: Lnien Hon-Union Employer Signatera: X [kate.

To be Campleted by EMPLOYEE

Doctors make the difference
[Please Printy

ontract Flas
Dalo of Qualilying Evant:

(Pleise Print)

Last Hame: Firs! Name and Middie Initial:

Street Address: Apl. No. Cily: Canntry: State: Zip.

Hame Fhone: | ] Business Fhone. { ] Homee Fas: | ] Business Fax: | i

Socml Securily Numiber: Malc Famale Birlh Pale:

AHP Primary Cane Physicim: AHP Code: Is Lhis a New Physician For You?  Yes Mo
AHF OB/GYN Provider: AHP OB/GYN Ciodler: I5 this a New Physwian g You?  Yes o

Hamalo Marnbars|

ype ol Coverage: Sungle Family ParentfChild tlusbandWito Any Other Health Coveraye |Including Medicaie) Winle Enrollod Wi ALIP? e Ho
If yos, Carriar Name. Sucial Security Number of Palicyhoddar. Coverage Dalejs): 0

Communication Preferred (plaass Rani i Ordar frme 1-4) Mail Fax Phane E-Mail [Addrass)

Prefaned Time/Flace of Contacl: [ay Evening Home [ive Language: English Spansh Aussian Ehineso {{Hiers)

EMPLNYEES Dependent Information

Spousa 5 Last Nane:

First Name and Middle Inilial:

Is this Dependend Nisabed Ve M
Daylime Phone: | ]

Bocial Security Number. Birth Date: Mala Femate  [Dals Marriige:

Spolrse's Emplayer: Spouse's Occupation:
Any Other Health Caverage (Inciuding Medicare) While Epraller With AHP? Yes Ho

Caoverage Dates): 10

If yes, Carrior Name
Lorial Secunly Humis of Policyholos:
AHP Primaiy Care Plysicin: AHP Code:

AHP OBIGYM Provider: AWP OB/GYN Code:
sAnnals MamBbars|

I5 this a New Physician Fal You?  Yes  Ho
Is this a New Physician Far You?  Yes  No

£t Ghild's Lash fane: First Hame and Middle Inittai:

Sacinl Securily Numbire Birth Dale: Mitlg Femala Age: I5 this DRpenkenl Disabled ‘fog Mo
Aty Other Heatin Caverage (Including Medicare! While Enrailed Wil AHP? fes Ko I yos, Carriar Mnme;

Social Securily Number of Policyhobee: Coverage Dateis): 10

AHP Primary Care Physician: AP Code Is this A New Sy Yes Mo

AHP OB/GYN Provider: AHP DB/GYN Code; Is Ihis 7 Nrw Physician For You? s No

tfemale Mernhe sy

Eliginle hild's kst Name: Firs1 Name and Middto Inifial:

Sacial Security Numbar, Barth Date: Mate famale Age: 1% Mus Depandent Disabled ¥ns Ko
Any Other Health Coverage Uncluding Meghcane) While Einolled With ANF? - Yes Ko 1y, Carrer Nama:

Sactal Security Mumber of Policyholder: Coyerage Dalois) 0]

AHP Prinvary Care Physician: AHF Code: Is Whis A Kew Fhysicen Fie You? b L]

AHF ORIGYN Prowider: AHP DB/GYN Code: Is ihis a Naw Physicsan For You? Yes Mo

[Terriale Meriburs)

Eligibie Child's Last Name: Fist Name and Miodle Inikal:
Social Securly Mumber.
Any Olher Heatin Coverage (Incioding Medicare) While Enrollad Wil AHF? Yes Ma
Coverage Datelsh: [ls]

AHP Codde: I5 1% a New Phygician For You®  Yos Mo

Bl Diates: Mailw Famale  Age: I Ihis Dependent Disabled Yes Mo
If s, Ciarrier M '

Social Securily Number ol Posicyhiolder :
AHP Frimary Care Physician®

AHF OB/GYN Provioer:
Mlnale Membersy

AHP OB/GYN Code: I5 this @ New Physician For¥ou?  Yes  Ho

If you have additional dependents, please use other enrolment farm 1o provite the necessary information.
1R order to help us guickly process this form and avoid delays, please make sure all areas are propery flllnd out

authnrize. erdueliong [rom ary eaninsgs 10 any regquiced confributions; and alf hedith professioreads W orovoe Adantis Health Plan™, and s e pri abanrt henkth (inchuding niental fless] Lir s
fratmeed ue supplies provided 9 me o my depencerts eelating tn cnverage b he purpnse of coordinating pasiont care mvaluating and seministeriog s for denefits. and for helfilling Aflants Heatth Plan's ohligalicis unde: siale
ano Tl law, |l disiuss 8ey questions concermd e plan with Atanlis Heatth Plan's memben Services, My signature helow atienes chigitelity lor cuverage. sod all watintarmnation provided is ol conipbede sl e o e best

of my knewledge.

Ay peison wha knrsiely with inteal 4o detraad any insurance Sompaey or other persen lies applcation lor instranee or stalement i clarm conlamng amy materialy ks iskeomalion casceming sy Tacl matednl Hareles ommies 2
o dalent insuianee ok which is a crime srd subjects such persun o Coimiaal ann civil prmatties.

In e ahzence o credialile cuveaye Pre-existing Medical Conditinns mary nnl be covered for 10 menths finn the initial eneoEment date.
EMPLOYEE/APPLICANT SIGNATURE: X Dat:

+ Form AHP/OF/Ravised (202

OME CUPY.ATLANTIS SECOND COPY: EMPLOYERMEMBER THIRD CORY: EMPLUYER



