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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 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.

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 Enroliment 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:

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

The Agreement for Group Health Plan is your contract with UHA.

The Medical Benefits Guide (MBG) provides a comprehensive overview of your health plan
benefits. You are required to make this guide available to all of your covered employees. It is
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
Prescription Drug Plan
Vision Plan

Dental Plan

CLIENT SERVICES DEPARTMENT - YOUR EMPLOYER SUPPORT TEAM

INQUIRIES ABOUT DESCRIPTION

Requests for benefit program brochures (medical, prescription

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 4:00 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, etc.

Eligibility Status Subscriber, Spouse, 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
statements, late payments

Employer Premium Statement 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-Enrollment 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/page/online-employer-services




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.

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



muHRA Group Information Change Form

HEALTH INSURAMNCE

Comglete this form when making 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 o UHA's Online Employer Seraces Portal by submitting
an Onfine Agreement and Authonzation Form or visit our website: uhahealth.com.

Group Name Group Number

Demographic Changes | Effective Date of Changes:

Physical Address:

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

(Street, City, State, Zip Code)

Phone: ( )] Faoc: ) Email:

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

Action Required (check one): [] Add Ga ] remowve GA [] update GA Info
Name: Position Title:
Mailing Address:

{Street, City, State, Zip Code)

Phone: ( ] Fa: b Email:

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

Mame: Position Title:

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

Phone: [ 1 Fax: )] Email:

{Agent must already be a Group Administrator, Owner, or Company Officer)

Authorized Group Administrator/Company Officer Signature: Date:

Authorized Group Administrator/Company Officer Name:

Please submit completed form te:  HA Health Insurance

Attn: Client Services Department Fax: 1-B66-796-3484
700 Bishop Street, Suite 300 Email: clientservices@uhahealth.com
Hanolulu, HI 96813-4100

EMP_CON-0124-091420




UHA Benefits and Programs

Benefit Comparison Plan

Here is a brief comparison of UHA’s Health plans and what they cover. Complete details can be found
in the respective MBGs.

o By QUESTIONST )
WuHA Rk e

weairh mwsurance  Benefit Plan Summary UHA 3000 and UHA 600 Tk, v B 400

Plan Provisions' UHA 3000 | UHA oo

Dependent Child Coverage Less than 26 years of age Less than 26 years of age:
Annual Deductible: $200 per person; $Soo per family Hone

Anmual Maximam Out-of-Pocket %2.z200 per person; $4, 600 per family %2500 per person; $7.500 per family

Lidetime Maximum® Uniimited Linkimited

You Pay
Medical Services

Parmacipating Ao-parskcpating
Praviden Providar

No co-payment

1% of EC yo% of EC
o co-payment Mo co-payment +0% of EC

2o af EC" 3a% of EC*

No co-payment

412 co-payment 0% af EC” 0% of EC |
Roam & Board [semi-private ream]
o] YEE 20% of EC; .
Ancillary 5 deductible applies 10% af EC 30% of EC
Labaratory & Pathology - bnpat
Emengency Room: Servioes 20% of EC; 1% af EC* 0% af EC
Ambailance (ground or inter-istand air) deduttible applies 20% of B 30% of £C
- $10 co-payment per visit Plan pays up to $2a %10 co-paymeent per visit Plan pays up to 320
Eﬁ. : B Umﬁhl i :;ifﬂm“:‘;I Firsl =21 ol x-rays at 50% of jper wisit %-rays nat First set of 2-rays at 0% of pet visit Z-rays mak
= u E ra 1L H COvere (=] ull ¢! a 5!!:: COVErE| (=1
o EC: full iu d:l'l d §r EC™; full hurFI'u' del d S
'h i = g S500 comt combined i S500 combi combined imum
per calendar year per calendar year per calendar year pet calendar year
e aniee & PR of 2 midical plon Desefits. Please refer 1 the appropriats Meadical Bene I Guids (MEG) for comgkels IRsImation on benefis an
(LT~ this and the e £ B Thay MIBG, this MBG will caoe peeood e
MMMummammmmmmurmmwmm
" Mo anpiial o Wedme madmum.
5 MRS Frrvend Serdoes Tak Fonoe (USPSTF] Aand B eooerers ded Sorenirg sendios 30 ibemind ar 160k, 5 ey i AL al o 3 Caum Aot {ACK].
* 1 3080 anewsl dedeciible does rai
Emwmammummmnwuﬁmm
Mmmmmmumm iz o midwit. care dos not isckiso wlaned sordoes cech 35 NSy CAIG,
F waling, Iﬁﬂtaﬂm Piearsa refer o he s pecci o bemve 5 Sor mone indomanions o those serdoes.

MET-I843- 12800



UHA Programs

UHA offers members the below programs free of charge:

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.

Seasonal Flu Shots

As part of our efforts to increase prevention of the flu, we are offering the flu shot 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 and copayment you owe under this plan will first be subtracted from the benefit
payment. You remain responsible for the deductible and copayment owed under this plan, if any.
Coordinating benefits between insurance carriers can benefit you and affect your claims payments.

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), are eligible for coverage through UHA. Eligible employees have 31 days from the date they
are hired to apply for enrollment. Requests for enrollment at any other time cannot be accommodated.

No retroactive enrollment is accepted.

Qualifying Enroliment Events

Enrollment Events For Employees:

e Annual open enroliment

o 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)

Enrollment 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) *

e Newborn (within 31 days of birth) *

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

e  Stepchild (within 31 days of marriage) *

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

o 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 enrollment 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 may be required to
have Medicare Part A and Part B in addition to their group coverage to avoid paying a 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 enroliment 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.

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 26™ birthday.

2. Member must provide this documentation to UHA within 31 days of the child’s 26t
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:
¢ Have the dependent’s physician complete a Dependent Disability Certification Form
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

10



¢ 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.

11



Print Form
T Bishop Street, Suite 300

""* Honaluiu, HI 968134100

LIHA i Dependent Disability Certification Form

HEALTH INSURANCE  uhaheathoom

Return to: UHA Health Insurance
Attention: Emplover Senvices
700 Bishop Street, Suite 300
Honolulu, HI 26813

This Is to certify that | have examined born on ! { _ and
find said person to be incapable of self-sustaining employment by reason of physial or mental disability which existed before attainment of
age 26. | undzrstand that UHA will require medical records or other dosumentation to support this certffication and | agree to prompthy provide

any records requested to UHA.

1. Mature of dizability

2. Disability has been continucus from

Approximate Date

3. Isthe disablity permanent? O Yes O Mo

If ¥es, please explain:

4. Inyour apinien, will the ind vidual recover
sufficienthy to be capable of selfsustaining
employment? OYes OMNo

B lf"yes" fo# above, by what date

8. Remarks

Signature of Attending Physician

Print Name

Date

Address

TO BE COMPLETED BY UHA SUBSCRIBER

12



Disabled Dependent Enrollment Guidelines
Achild wha is age 26 ar aover may ba enralled as a dependent if he or she is disabled by providing UHA:
1. Written documentation acceplable to UHA demaonstrating that:

a. Thachild is incapable of seli-sustaining support because of a physical ar meantal disability.

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

¢ Thachild relies primarily an parent or lagal guardian, who is a UHA member, for suppart and
maintenance as a result of their disability.

d. The child is enralled with us under this coverage ar anather qualified health insurance coverage, and
has had na break in health insurance caverage since befare the child's 26 birthday.

2. The dosumentation must be provided ta UHA within 31 days of the child's 268 birthday and subsequently at
aur request but nat mare frequently than annually.

To apply for disabled dependent caverage, the subscriber must:

» Have the dependent's physician camplete UHA's Dependent Disability Certification Form. Gne farm far one
tependent.

s Agsist UHA if necessary, in oblaining the medical records ar ather medical documentation from the dependent's
physician.

#  Submit the completed Cependent Disability Certification Form to UHA at least 31 days prior to the dependent’s
Z5th birthday.

s Upon request, pravide proof of legal guardianship, medical power of attarney, federal disability cerification or

identification card such as Social Security disability certification letter ar entification card fram Centers for
Medicare and Medicaid Services, tax filings or continuous coverage.

Onee the completed farm and documentatian is received, LIHA will use the infarmatian submitted ta determine if the child

qualifies as a dsabled dependent under the subscrber's UHA coverage. All informatian is subject to review by LIHA's
Chief Medical Cfficer andfar Medical Directar.

13



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:

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

The Employer Group requests in writing that UHA extend eligibility to Reciprocal
Beneficiaries of its employees

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.

Eligibility requirements for domestic partners are:

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

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

Neither may be married nor have another domestic partner.

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.

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.

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

14



live at the same address, and provide proof of eligibility through one or more of the
following:

o

Joint ownership of property

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 the Group must send UHA a copy of the signed affidavits for Health Plan’s
reference. Refer to the following pages for samples of the UHA Domestic Partnership
Employer Representation and UHA Domestic Partnership Affidavit forms.

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.

15



II“! 700 Bizhop Strest, Suite 300

=" s A UHA DOMESTIC PARTNERSHIP EMPLOYER
l.._l I I F 77 2773108 REPRESENTATION
HEALTH INSURANCE  uhahealh.com

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

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

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

4. Domestic Partnerships will remain eligible 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
Comestic Partnerships will only be effective on the renawal date of the Employer Group.

Employer Group Name Date

Print
President or Officer Signature Name

EMP_ENR-I153-033120

16



Honohal, HI 06813.4100

LUHRA ;f”‘ﬁj;“ UHA DOMESTIC PARTNERSHIP AFFEDAVIT
FaiT2z2 3

HEALTH INSURANLE b ot com

I]I ' ill 700 Bishop Sirest, Suite 200

Al of the statements made in thiz Affidavit are true and will remain true indefinitely.

“Group” herein refers to the entty listed on the UHA Scheduls of Bensfits.
“Health Plan” herein refers to UHA (University Health Afiance).
“We" herein refers to the UHA zubschber and their domestic pariner dependent.

Eligibility Requirements

1) We are both &t least 18 vears of age and mentally competent fo confract

2] We both have the same place of meaidence_snd interd to reside together indefinitely.

31 We are emofionally committed to ach ather_and intend to vemam each other's domestic partner indefinitely.

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

A1 Meither of us would be prevented from masrying one another on account of bocd relationship to each other
under Hawaii law (2. — are not related by blood clozer than would bar marmiage under Hawail law).

6] Both of us agree that we are economically jointly and severally liable to third pariies for the common necessities
of life, defined az food, shelter, and medical care.
] Both agres that thiz shall remain the case for expenses incurred dunng the period that the non-employee

domestic partrer is covered by the Group.

7] Each of us agress to immediately notify Group and Health Plan in writing if thers iz any change of circumstances

aitested to in this Affidavit.

Each of us understands that, if either of us haz made & false statement regarding his or her qualifications as &
domestic partner or has faled to comply with the terms of the Affidawt, and Growp or Health Plan zuffers any loss
thereof, Group or Health Plan may bring civil acfion against either or both of us to recover its lozzes, including
reazonable attomey’s fees and court costs, or may rescind or cancel coverage.

Each of us understands that this Affidawvit shall be terminated upon the death of one of the domestic partners or by &
change in the circumstances attested fo in thiz Affidavit.

Each of us agrees to provide wiitten natics to Group and Health Plan if there iz any change of circumstances attested
to i thiz Affidavit wathim 30 days of the chame by fling a2 Termination of Domestic Parinership®

By executing thiz Affidavit, each of us agrees to be bound by the terms and conditions of coverage as set forth in the
Member Benefit Guide, including the arbitration clause.

Each of us declares under penalty of pesjury under Hawaii lzw that the assertions in the Affidawit ars true and
accurate to the best of our knowledge.

Signatura of Employes Date aof Birth Dita
Gignatura of Mon-Employes Date of Birth Data
Employer Growp Mama Data
Authorizad Signature Print Mame

EMP_ENR-132-091820
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Yy 71 Bishop Street, Sulle 300
I . | Hanolulu, Hi 968134100
T &08. 532 AT
H F' B0D.455 4500 i : .
u F BT7.222 3198 Termination of Domestic Partnership
HEALTH INSURANCE | oopoone o

L DECLARATION

{name), an employee of

{employer name},

group number declare that, as of {date},

| am no longer in a2 domestic parinership with {(domestic partrer)
becausea:

[J ©Ourdomestic partnership no longer meets all the status criteria set forth in our
Declaration of Domestic Partner=hip, or

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

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

1L TERMINATION OF COVERAGE

| understand that termination of coverage of the domestic pariner will be effective upon UHA's receipt
of this Declaration, and continuation of coverage under COERA is not provided for the domestic

partner.

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

Employese Signature Date

EMP_ENR-0163-DE0820
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Enroliment

Employees, other than new hires, can enroll only during your group’s open enrollment 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
Enrollment Form 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 Enrollment Form so we can verify
eligibility.

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 enrollment eligibility updates will
become effective on the first day of the month following notification to UHA. Employee
enrollments received on or after the first day of the month will be eligible in the next month.
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 enroliment, please check to see that all
information is complete and accurate. Please pay special attention to the following information:

Social Security Numbers of Subscriber and Dependents
Eligibility Effective Date

Hire Date

Status Change from Part Time to 20+ hours/week

Birth dates of Subscriber and Dependents

Other Health Plan information

Mailing and Physical Address of the Subscriber

Group and Division Number

Employee Signature

Group Administrator Signature
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*'l'l'l‘l Member Enrollment Form Fage 1002

UHRA [MTTT
WEALTH BSLRANCT Group Name: Group/Division #: | 1 | 3 I | |

@jmsuﬂ FOR ENROLLMENT (00s setection oyl

*THIS INFORMATION IS REQUIRED.
[] Annual Group Open Enrcliment

«5Status Change from
[] Reinstate Subscriber {no break in coverage) Pm-timetu%.m- hoursiweske [ ¥ES [INO
[ Add Dependent{s) / Spouse / Civil Union Partner e Fage 2)
[0 Add a new subscriber {with or without family) et ire: [T 7 [/ [T
G BENEFIT INFORMATION

Plan Type: [ Party []2 Party [] Family Medical Flan: [[JUHA 600 [JUHA 3000

Other Benefits: [ JDrug  [Jvision [JDental [] **Pediatric Dental EfectiveDaver | | [p0170 0 [ | ]
[Firz dlay of thie asth] MM Y

“*FECRATRIC DENTAL CONERAGE FOR SMALL GROUPS ORELY [1 « S0 Esrgpliorpisas)

@SUBSCRIBEH INFORMATION o peovide ol ifermation requested

Snciﬂsacuriry:: | |-| - 1l || Hiﬂhﬂm.e;:.l ! | -"i | Gender: [ Female [T male
vt ] LT T LT LI T L L]
meserames | | [ [ [ ] [T T T T EL LT
Mailing Address:| | [ | | | | | | ) S T O 0 I |
cuy:| [TTTTTTTTT T Jsome[ T ] zwcose [TTTT
pyseataceess] [ [ [ [T T T T T T T I T O TTTTITOITITTTIT]
cny: | [TTT T T T T T T T T Jsmel || zecode] [T |
Cantact Mimber: | 5 [ T T E-mail Address:
Other health plan for you or your family in addition to UHA? [] Yes [ JHe  Other Plan Eier.ﬁr:m::.[_ | ] ,F____ ! .__.l__
Choose name of other plan: (™ HMSA (" Medicare - Part & Policy Holder's Name:
(™ Kaiser (" Medicare - Parl B
™ HMAA (" Medicare - Part ARE [ Other

Copy of other health plan 1D card attached: ]

E;S_;)HEEUIHED SIGNATURES woTe: veifiasio diginal signanaes with date samp and rama of tigeor accepted at wwll 25 cemain sl tnmic Sgnatums.

Uredar i of parpury, | conify that thes Socisl Securicy numbes shomn on this fom s coen e mysell sed my Sepesakns (or | s walting foe & numbes io b e e
i o ey chipsindesitsl | ales Corily That thd infonmation | have prosideed & The mom oeeesl and socurate sloresation.

CONSENT FOA RELEASE OF MEEDICAL RECORDS: | certify by sgnatues bétow that | am 1§ yodrs of age and heney immfmmﬁdn.phm PiECIiliorss,
COUNEEE, Of 1hi= o 10 provids LA o S b foiuner, allinffmatioe pertsning Lo iy Midical cosdition, it ol epsall o iy depandents
whiraia ammhmmmmm brut s Fad liri tied D2, A nLal Bsiadth Conditions, HMWWQMMHNM imfoermation. This coneent shall

b wialiadl foot S eveical il 5 th previod that | e covened by UHA. This conment thall ales isdiude ol nfomation gemainies o daiss incursed dusieg the
COwsrag parid.
Subseriber’s Signature: Dare:
Parent/Guardian Signature: !
f Subrscriber is below age of 18) Date:
Thsi G Mo i oyt oof thin e naimied UHA Mimber Gioup conifies by sgnatune bolow that the above nassed subscribue is 2 bona e amplypes as
dified be i Haiwvak Peipaid Haalthcans Ay UHA indy ' i Toi afvy Pabgibd i i Covil o i bgibiny. I ik Dl Al e
el (] is Mound 10 be bered on Tried ar inbeniosal mi af fial fact by sh oy, i Bt K Mebiririltagi Gt oo aeadifne O arnrolbinas) may Do
urmhuudMUMMMMRWMMMH;MWMWMMwMwmwmhym{umbﬂuﬁdmwwmhoﬂm
b rertuirewid i Bl Do URLA, by the ivsiligibhe @nnolkies) andios the amphoyid. UHA iRl retuen ol geormi paid By dhi L Wl Firpact 1o Thi iFwbgibke enolkeeds) uges
ination of il radeks, of B | rada by UHA. By Ligning Dedow, ther Group Admisistraton also confirms that they hive provided e aboe
Parned Subiberibis wills & Shiry of s Surmmary of Barlits & Cowviriye and Unligem Gy
Group Administrator Signature: Date:
Prepared By: Contact Number:

EMP_EMR-0212-503020
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*'l'l'lll Member Enrollment Form
LIHA Page 2of2

HEALTH BSLRANCE SUBSCRIBER MAME:

Instructions: Complete Sections & & 7 only if enrcdling Spouse, Civil Union Partner andfor Dependent(s).

@ ADD SPOUSE OR CIVIL UNION PARTHNER INFORMATION

Reason to Add: ] Mariage || Givil Union Partnership Date of Reaton: | f| |‘r; | |
Sotial Security: | | B | ] -i | Effective Date: | ,rl |f.
s [T T T T T IT T T T T T TTTTTTTTTTT T
First Narne: T 1 T T i i s e 1
Birth Date: Living outside of Hawaii?
EJNRLENNE
Gender- DM DF Orves [t ;::m
(7)ADD DEPENDENT(S) INFORMATION
Reason to Add: [7] Mewbarn [ court order  [] Ln!-ﬁ_ﬁﬁ‘mh!r Date of Reason:
[ AdoptionsStepchitd  [] Disabled medcdeovinnee BN BN i [
Social Security: | - = | | | Effective Date: | |/ | 0 | | |
wstame: [ [T L VPP TP
R [ [T TTTTTTTTTTTTTTITTTTITTITTITTIN
BithDate: | | f i i il Living cutside of Hewaii?
Gender: [|M [JF [ves [Ine g::aam
Reason to Add: [ ] Mewbarn Dcuurtl:lrd.tr [ Less of ether Dalea!nu.!m.u o
[j Adnption/Stepehild E] Disabled medic sl coverage | | | | |
Soclalsamﬁq-.l - = | | | Effective Date | | | it | | |
wewaene: [ [T TTTTTTTTTTTTTTTTTTITTTTTITTT
FH'SINEI.‘I‘fE':l | | | | | | | | | | | | i) I | [
Birth Date: | _ i-': I ||’ | | | Living outside of Hewail?
Gandear: DM DF D\rﬂ' Dm :;::m
Reason to Add: [] Mewbarn [] court arder  [] Lnl!_ﬂa'l!‘!er Date of Reason:
[] AdaptionStepchild  [] Disabled macicalecvenvys: NN B [ 1]
Sndﬂsxu-iq-.| - e | | | Effective Date: | |.f | ! | J111]
TR 1 I A O
Birth Date: | It |4 | | | Living eutside of Hawail?
Gender: [|M []F [Cves (e g::: o
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|'{|'|'| Member Enrollment Instructions
UHRA

HEALTH INSURAHCE

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

(2} REASON FOR ENROLLMENT: Select a reason for submitting this form (one selection only).
= “"Date 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 Reason" is the applicable date of the reason the member is being added.

(3) BENEFIT INFORMATION: Choose benefit selection and enter the effective date of coverage.

@:} SUBSCRIBER INFORMATIOM: Enter all information requested for the subscriber. In maost
situations, the employee is the subscriber.

(5} REQUIRED SIGNATURES:

Form must be signed and dated by the subscriber of the plan and an authorized group
administrator.

@} SPOUSE or CIVIL UNION PARTNER INFORMATION:
The first row is for entering spouse or civil union partner information. If adding spouse or civil
union partner outside of open enrollment, please attach supporting documenits (i.e, marriage
certificate, loss of coverage letter from other carrier, etc)

@ DEPENDENT INFORMATION:
Enter all information for dependent(s). if additional rows are needed, please attach another sheet.
If adding dependent(s) outside of open enroliment, please attach supporting documents
(i.e., court order, birth certificate, etc.)

To ensure proper processing, all required fields must be completed and proper documeniation submitted.
Mall, fax or email completed forms with necessary documentation to:

UHA Employer Services
700 Bishop Street, Suite 300
Honolulu, Hl 968134100
Toll-free fax: (877)222-3198
Email: ES@uhahealth.com
You can also conveniently submit changes for employee information through

UHA's Online Enroliment Services. Member enroliments take approximately one business day. Please note that
retroactive changes cannot be added through the Online Enroliment Services System.

Ta sign up, complete the Online Employer Access Authorization and Certification Form
{uhahealth comyuploadsforms/form_online_agresmt.pdi) or contact us for more information.

If you have any further guestions contact Employer Services.
Phone: (B08) 532-4007; Toll-free phone: (800} 458=-3600 Ext. 299; ES@uhahealth.com
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Enrolling a New Spouse

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 enrollment 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;

e 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 Enrollment 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 Enroliment Form should be used for the following situations:

New enroliment 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 dependents
Adding Dependents

Reinstating an employee with no break in coverage

21



When to Use the Member Change Form

The UHA Member Change Form should be used for employees already enrolled and who wish to make
the following types of status changes to their enroliment:

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

22



11 Member Change Form

UHRA S il sl
SUBSCRIBER INFORMATION. 1 e e e e e, s
@ Fill i all recuasted inds
sumerars semberios [ TTTTTTTT-| L.astNamE!|||||||||||||||||l||
Firsthame:| | [ [ [T TTTTTTTTTITTT]
TRANSFER TO NEW DIVISION? CHANGE PLAN?
H thias subeorinedd |5 Bl 0o o different divishion, anoer thd o Sfed o divishor: - Eftar tha fei madizal Covinagi:
Q} Old Group/oivisione: | | [ [ 1 ¢ [ 1T [ [ | Y Medical Plan: [JuHaGo0 []UHA 3000
NewGroup/Division#: | [ | | | /[ 1 | [ | Other Benefits: [_| Drug [Jvision [ Joental
Effective Date: [ | J/[ [ 1/ [T [ [ | [JPediatric Dentai

UPDATE SUBSCRIBER INFORMATION?

*Pediarric Duntal covarage dor emall groups anly (L « 50 Employsas)

Chack ona oo Ao Dhoesss o indicate the domation being wpdaced
[OwameE [JADDRESS [ ]EMAIL [ |PHOMES# [|SOCIALSECURITY # [ |GEMDER

@} 5033|5Emril]f#!|:|:|:|‘i:|:|.|:|:|:|:| Gender: [_|Female [ [Male
Last Rarne: bt Sl [ IS S fisteshan S IS S Ee) Sos]ss S s ) SEas s =]
FﬂrstNamE:Ill]llllll|||||||||||J|||||I

Matingadaresst | [ I T 1 [ [ [ [ [ [T 111 T1]1]]

|
|
|
ol LI T ET T TP TR T FET EFET Flsee{ | ]EPC“"ED:D:I:[
|
|

Physical adaress|_ | | | | | [ [ | ||||||||||||||||| [ ]I
[ smeacmatiog City:| | | | | | | L LU T LT L] fseme| | [ZipCode [ ]

Cuntal:thlumhea':' | || | | |' | | | E—rrEliIAl:ldress:I |

UPDATE DEPENDENT INFORMATION?
Cowngliota cedy I spouse, chil union garmie, o degendant child infoena tion needs 1o be updated.

Selectthe bow [ |NAME [ ]|SOCIAL SECURITY CORRECTION [ | GENDER

® Myt 10 LIRS - NN

Su-l:iaiSecurity#:l | | |J:|:|| | [ 1]
pors B EENGNEEEEEENEEEEENNSNEEEENNEE
rirst Mame: I L e e e e = e e
Birth Date:|__| |"l[ | I"Il L1 1] Gender: [_JFemale [ |Male
physicaladdress:| | | [ | T 1T T [ [ T T T T T TTTTTTTTITTTTTI]
[0 smessmesmng oty T T T T T T T T T T T T T 1T 1] statee [T ] i [T T T
—
(5,;'} REQUIRED SIGNATURE
Th: Group AdmntRrator o the Meebsr Group cemifics by signature below that I UHA finds enrolimant of Ennolleesh 1o be baed on Falie 5t for the
e inice matinn pemvidod above is the meet cormont and sccurate information 2nd  Mamber Genup-andior thi: Ereolleefs) may be retenztivel teeminated For fetroactie
e © bt wilh i eligibdicy and inack mmummumammmﬂmtmmmﬂmm
TequITEManTs i the contract batween UHA and Mem b Grousn Eligiiny Aate e et Mamibesr Groug anddor ineligible Enrolles|s) thall ratusen any
regu rerments inchuds 1hat the subsoribss b o bona fide Tregular employed” as senedlt payments made by UHS for the same time perod.
dulingsd by e Hawail Propaid Haafthoase Ac (HRS Chapter 393) and any
dopandan & an Eligitie Depandont of the subicriber, The Geoug Adminmmes Under pealty of perjury, the Group Admnisirabor centifles that the sodal secusity
undizrazands that UHA miay 1eeminate covrage for any iesfigibie Enrcllos uman b showe on this foom |s coerect for the andfor dependent {or thay 2ee
comifirenation al inakgibikcy. waaiting Tor & number 1o b auod).
Group Administrater Signature: Date:
MIDTE: Verifiatibe dhgital signatunes with date samp and name of SGnet SCCeped a5 wol 35 Certan T Cani dgnatares.
Pre{;p::iﬁ Contact Mumiber:

EMP_EMNR-0211-102020
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Mt
LJI'—“IFI Member Change Instructions

HEALTH BMSAIRANCE

@SUBSEHIBER INFORMATION:
Provide the subscriber's member |D and full name.
One subscriber per form.

(Z) TRANSFER TO NEW DIVISION:
Enter the old group/division number.
Provide new group/division number and effective date of change.

(2) CHANGE PLAN:
Check off one or mare items to change pertaining to the subscriber mentioned on this form.
Prowide all information requested.

(4) UPDATE SUBSCRIBER INFORMATION:
Check off one or more items to change pertaining to the subscriber mentioned on this form.
Provide all information requested.

(5} UPDATE DEPENDENT INFORMATION: Check off one or more items to change pertaining
to the spouse, civil union partner, or dependent child mentioned on this form. Provide all
information requested.

(6) 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
between UHA and the Member Group.

To ensure proper processing, all required fields must be completed and proper documentation submitted.
Mail, fax or ernail completed forms with necessary documentation fo:

UHA Employer Services
700 Bishop Street, Sulte 300
Honolulu, HI 96813-4100

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 Online Enrollment

Services System.

To sign up, complete the Online Employer Access Authorization and Certification Form
{uhahealth.com/uploads/formsform_online_agreemt.pdf) or contact us for more information.

If you have any further questions contact Employer Services.
Phone: (BOB) 532-4007; Toll-free phone: (800) 458-4600 Ext, 299; ES@uhahealth.com
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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:

e  The employee no longer is employed with your company

e  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)
e  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 natification 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.

The Member Termination Form is used to terminate all benefit coverage for the employee and his/her
spouse, Civil Union partner, and dependents. 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-enroliment will not be allowed until the next open enroliment period.

o  However, if the employee terminates coverage because coverage was to be provided
through a spouse/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.
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i Member Termination Form
u H H Review Member Termination Instructions on the next page before filling ocut this form.

HEALTH IMSURAHCE ¥ £an sl manage yaur emplopee’s infarmation through UHA'S Orline Enrollment Serdces! See instructions for defolfs.

INSTRUCTIONS: Use this form to terminate benefit plans for subscribers and/or their family members.

Group Mame: Gmnpl’[)msin#:! l |,rl ||
Prepared By: Contact Mumber: PagE:[Zl of —
MEMBERS
= List the membsess that are no longer eligible for benefits. *B‘yﬂmga*hbdbﬂ'upﬂm.tﬂmm&wphnfmhnhﬂlﬁmlb.
T Check ONE: [] Subscriber [] Spouse/Civil Union Parmer [ | Dependent Child
memberio: [T [T T T T [[]-[T7] Hentermoae [T 1]
0 3 A 1 Y 0 O A T 1t I 0 O I
FirstMame: | | | | [ [T PP T PP TP TP TP ELEEETT]
Check ONE: | | Subscriber ©  [] Spouse/Civil Union Partner [ | Dependent Child
memberio: [T [1]-[T7]  Pentemnoate PP ][O
LewtmmlllllI|III |III||III||II||III||
Frstbiomer (70T T R R T T
Check ONE: [] Subscriber [ Spouse/Civil Union Partner [ ] Dependent Child
Member D: | | I JUNRINN - Y o e oe T 7 [ - (BRI
asttiame: | | [ [ [ [T [ I [ [P QT I LEDTTIREL T[]
Firrw«amell|II||III||III||III||II||||I||
Check ONE: [ ] Subseriber =[] Spouse/Civil Union Partner | Dependent Child
Member D: | | | | - e N s
lastbame: | | | [ [ T[T TP [P0 TTRERTTTELIRLTT]
T R ) 5 T 7 ) 10 G 1 i
Tt G A T the I b G Ak By i syt Car L i e i k] ciloiwin 6 O SROST CobiTen L Al agcuirand informaticn shd the nfomaation
mmmmE.umulgulyHmwuaMmmhmum;ummmmwmummummmm
fidde “ragular eemphoyes” at defined by the Hawai Prepaid Healthears Ao (RS Chaptar 3931 and ey dopendan is an Elgioie Degandond of the subsoiber. The Geous Sdein

undizgands that LA may berminats acesmage lor any isligible Enrollae upon comfimation of mnelgility, 1 UHS finds aeeolimess of Enrcllols) 1o fs based on Falia Satessns,

cosarage for thie Mambes Group anddor the Eseolles (5] ey e setsoacively tanmisated. For neneactive temination, DA shall rotum all prermiums paid for thi time period after the
carrmination date sl the M Groun andéee insligible Essollosfu] shall raturs aey bonfit paysens s by UHA foe dhar o tiees: paitiod.

Group Administrator Signature: Date:
NOTE: Venfiable digital signatures with date stamp and name of signor accepted as well as certain electronic signatures.
F ]
mﬁ:ﬂ Contact Nurmber: EMP_ENR-D1B7-102220
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i
L |l| A Member Termination Instructions

NEMLTH INSLRANCE

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

Provide the name of the person preparing this form and contact phone number.
I multiple pages are being submitted, indicate the page number(s).

@ TERMINATION INFORMATION:
One subscriber per row.

For each row, provide a subscriber member 1D and full name.
Select the member that will be terminated from the plan.
» Selecting the subscriber will terminate the plan for the whole family.

» | terminating spouse, civil union partner, or dependent, make the appropriate selection and provide
the member's full name.

Provide the month and year of the termination. Termination will fall on the [ast day of the month selected.

@ GROUP ADMINISTRATOR SIGNATURE:

Form must be signed and dated by an authorized group administrator. Capiltalized words in this section

are defined in the Agreement for Group Health Plan, which is the contract between UHA and the
Member Group.

To ensure proper processing, aff required fields must be completed and proper documentation submitted.
Mail, fax or emall completed forms with necessary documentation to:

UHA Employer Services

700 Bishop Street, Suite 300
Honolulu, Hl 96813-4100

Toll-free fax: (877)222-3198
Email: ES@uhahealth.com
You can also conveniently submit changes for employee information through UHA's Online
Enroliment Services. Termination of employees and dependents takes approximately one business
day. Fleaze note that retroactive terminations cannot be added through the Online Enrollment

Services Systerm,

To sign up, complete the Online Employer Access Authorization and Certification Form
{uhahealth.com/uploadsforms/form_online_agreemt.pdf) or contact us for more information.

If you have any further questions contact Employer Services,
Fhone: (808) 532-4007; Toll-free phone: (800) 458-4600 Ext. 299; ES@uhahealth.com
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Group Terminations Notice Provision

An employer group may cancel its 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

UHA retains the right to rescind or terminate a Group’s 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 Underwriting Rules. The Enrollee and/or Group will
be given a thirty (30) days notice prior to prospective or retrospective termination of coverage.

Eligibility Audits

UHA reserves the right to conduct audits of Member Groups for compliance with the terms of the
Agreement for Group Health Plan, including but not limited to membership eligibility, enroliment and
group participation requirements. Member Group shall promptly provide to UHA within ten (10)
business days, any records requested by UHA to determine compliance with this Agreement.

Member 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 three (3) years following
termination of this Agreement. Such records shall include but not be limited to Member 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.
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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 enroliment, 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

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 hospitals
for Inpatient 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
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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)

Coverage: UHA 3000, VISION, DRUG

RxGrp: NKTA Express Scripts Y
Bin-003858  UHAMembers: ss5-8917978 ||| )1 LI H R
PCN: A4 Pharmacists: 800-922-1557 HEALTH INSURANCE

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

-02 ALOHA, JANE
-03 ALOHA, JOHN JR.
-04 ALOHA, JESSICA
-05 ALOHA, JAMES
-06 ALOHA, JASMINE

Mainland Coverage ONLY: UnitedHealthcare 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)
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.

Claims (non-Hawaii, U.S. provider): B FOR MAINLAND
Submit with 12-digit UHC ID U UnitedHealtheare coyemae ovy

(on front) and PAYER ID: USNO1. Plan Name: UnitedHealthcare Options PPO
UHC Global, PO Box 30526 Group No: 76570129
Salt Lake, UT 84130-0526 Heaith Plan (80840): 911-87601-04

Provider URL: www.usnetworksuhc.com  UHC providers only: 1-800-340-2682

UHA automatically prepares UHA ldentification 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
five (5) business days of receipt of a completed enrollment 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
iliness or injury

e the service must be provided in an appropriate setting and at an appropriate level of care

e 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 prescription 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 ninety (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 one (1) year after the date of service.

Please allow 15 — 20 days for processing.

=
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Third Party Liability (TPL)
Third party liability situations occur when a member is injured or become ill and:

o 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, UHA's Plan will provide benefits only as set forth in the Rules
described 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 twenty (20) hours per
week for four (4) consecutive weeks. Coverage commences after four (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.
Qualified individuals may be required to pay the entire premium for coverage up to 102 percent of the
cost to the plan.
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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.
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.
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For more information about how UHA handles QVCSO’s, please contact Employer Services at 532-
4007 or 1-800-458-4600 ext. 299 when calling from the Neighbor Islands.

Medicare Part D Notice - Notification of Creditable Coverage

If your company offers a group-sponsored drug 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) that currently provide prescription drug coverage to Medicare Part D
eligible individuals must disclose to the Centers for Medicare & Medicaid Services (CMS) whether the
coverage is "creditable prescription drug coverage" (Disclosure Notice). 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.

Online Eligibility Verification

For your convenience, you may check the status of an employee’s eligibility on our website at
uhahealth.com.
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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
Direct Deposit
e Credit Card
Automatic Deduction**
**Written termination must be received by the 25" 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:

e COBRA Continuation Coverage Election Forms
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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:
1. Termination for reasons other than "gross misconduct": 18 months
2. Retirement: 18 months
3. Reduction in hours: 18 months
4, Left Employment: 18 months
5. Leave of absence: 18 months
6. Disability under the Social Security Act: 29 months
7. Divorce/legal separation: 36 months
8. Death of employee (dependents may continue coverage): 36 months
9. Loss of dependent child status under the health plan rules: 36 months
10. 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 with
premium payment is essential. 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 dependents may have;

e Payment is 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.

39



700 Bishop S, Suie 30

1| ‘ |I Hanolulu, HI 96813.4100
T 08 532 4007 g T —— ‘E ELECTION FORN
F‘ kg el COBRA CONTINUATION COVERAGE ELECTION FORM
UuH FETT. 2023108

HEALTH INSURANCE joocoin oo

[ SECTION 1 - Notification [To ba completed by the Designated Employer Represantative) ]

1. Deleof MNotke: 2. UHA Bensfits Termination Date:
3 Neme: 4. Employes Name (if different):

5 Socid Security Mumber:

6 IMPORTANT: Employers MUST have 20 or more emplayees to offer COBRA when an employee's group coverage ends. This form must be completed
and returmed with the enroliee’s first month's premium payment (f electing COBRA coverage) to the Designated Employer Representative at:
0 lzier than I mailed, it must be post-marked no

later than this date. Member will NOT be enrolled untll payment is received by UHA
7. Cualfying COBRA Event (CHECK OME BOX BELOW)

EVENT MAXIMUM LENGTH OF COVERAGE
1 End of Employment C1 Retiroment ] Rechaction in hours of amployment Eighizen (18) Months
g Luaaurdepmrfd:jnmm S ?E:m of SposePareni RE TN
] carified Disabled by the Sockal Secury Act {Nofice of Awerd ksusd by S54 must be atiached) Twenty-hine (29) Manths
& Db of Qualifying Ever: (MoDayfYear) 9. Date COBRA Coverage to Bagin: [MoDeyaar)
10, Cusrentt Monily Rates: Single: § Two Party: § Family: 5,
1. Group Name: 12 LIHA Group | COBRA Division Number:
13, Designated Employer Representative: 14, Designatad Phone #

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

D 1{Wie] elect to continue coverage In the LHA Health Plan as indicated below and will be responsible for paying the full cost of the coverage.
15 List the individusis o ba included in the UHA Heakh Plan continustion coverage:

A B T 1] E F.
RELATIONEHIPTO | GEMDER | LAST NAME FIRST MIDDLE SOCIAL SECLRITY 8 HIRTH CATE CERTFEED
EMPLOYEE {Ma¢ F) ITIAL [MicL Tl DEABLED
BY 534
¥ ar
EMPLOYEE E—I
EROISE H
DEPERDENT
CHLD B E
DEPENDENRT E
CHLD
T &
CHAD

Checis payahle o UHA. See afached UHA COBRA Payment Procedures for instructors. Payment ts due the first of aach month. if payment s not recesved,
coverage will be canceled. The monthly COBRA rates are subject to change based on contracted chamges with the employer's group plan.

| hereby certify fat above information ks accurale and complete. | have read, understand and agres 1o all the provisions listed under "Blection 1o accept COBRA" an
the reversa side of this COBRA Envollment Form. (515N AND RETURN AS STATED [ 28 ABOVE WITH YOUR FIRST MONTH'S PAYMENT).

X
Signaiure of GOBRA Ervoliee (or Guardian) Dale Phane (Hame) Phane (Wark/Other)

Prini Mame and Reliionship fo individu allz) Rsied abowe Wasiling Address
Drdn not wish 1o continue my coverage under the UHA Heatth Plan, far myself andior my dependents, if any. (5154 & RETURN AS STATED IN # ABOVE)

X
Signetse Prire Name s Rstalineestip b e bidusi) listec above Dale

EMF_ENRIZ13-0553
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HOW TO COMPLETE THIS FORM

SECTION 1 - Nalification {Te be completed by the Desigrsted Employer Repressntative]

Nede: The designsted emsployer representative mus! inform the Enrolles of their COBRA slection rights

1. Dabe of Notice: Dale the Ouallied Bersdoary & notified of haher COBRA fghts.

L UHA Bemefits Termination Date: The Dals et the coversd employes andior spouse and dependents wil no longer b= shioibls for coverage under he group's plen for

‘acive subsribers (Momnally e end of B month folowlng T qualiting even).

Name: Mame of the Cuslifed Banefiziary who i sligibls for COBRA coverage.

Employes Rame! If difierent from #3, T rame of the

Social Security Number: The S-8git rumier under which COBRA benefits are jo be faid (For exsmgle, the 535N of @ child wha i curently enrolding under COBRA,

whi may have Been previously coversd under a parent's 33N

Return and complefion imstructions: Returm sddness for the Designated Employer Repeesantative and dale the COBRA Envollies must refuen e UHA COBRA

Contirusation Coverage Electon Fom and first month's preenium peayment (il stecting COBRA coverage) to the Designated Employer Represertalive. The relum date

sheadd be B0 days fom e date of the Duslifyleg event or 60 days rom the Date of Notice, whichever s laer.

7. Oualilying COBRA Event: Chech one. For covered smployess, spouses oF depandal chilien: Teemination of employment for rezaons offes than "gross miscanduet,'
Retirement fom emnployment, Reduction in hows of employment or Cerified daabled by Soctal Security Act [354). For apouses of depandent chiliven: Divoroalegal
Separaion of & spousa from 8 covered employes, Death of  covered employes, Loss of dependent child status or Covesd employes's coverags urder Med s,

5 Dabe of Qusifying Event: Tre Date that the quallying everl ocourmed.

5. Date COBRA Coverage to Bagin: The Diate fhal the covered employes andior spouse and dependents will be sigible 1o recetve COBRA bersfits (COSRA requlaliong
oo ol allow & beeak in coverage. Covernge must and shall Begin immediately follmeing the temingtion from the group’s plan tor aclive subseribars).

10, Cusrent monthly COBRA Rabes: Cumerd monthly COBRA raies provided by UHA, which represents 102% of Me applcatle premium. For indvidoals determined b be
diaabled (See @07 above) the COBRA rate for the addiionsl 11 months of sontirueed COERA coverage may be increased 1o 150% of e applcable premium.

11, Group Mame: Name of B Group of compary.

12 UHA Group | COBRA Division Number: UHA group number and apphcasle COBRA dhision numbes,

13, Designsied Employer Repressntative: Mame of e designaled Emplover Represeniaive completing the UHA COBRA Conliruation Coverage Election Fom.

14. Designated Phone Number: Phore rumber of the designated Emplover Repressntalve comgleing the UHA COBRA Conlinuation Coverage Elsction Fom.

SECTION 2 - Election of COBRA Benefits (To be completed by the Covered Employes andlor Spowse and Dependents)
Election bo acospl COBRA: Check The slecion bax 1o accept corinuation of coversge. This slso indicales that e persen checking the bax accepls = fllowing:
= [Reaponsibiity o pay for B bl cost of e coverags = COBRA mle changes besed upon contracled changes in benefils and rales of the emplper
» Coverage wil be leminated If payment ks nol received oreap plan
» Covverage wil be cancelled if payment Is rod recabved by e first of the month. Coverage will be reiraiaied relreactively i fha beginning of the month onte paymest is
recehved i Bl within the curent mondh, (See COBRA Payment Procedures)
15 Individuals b be enrolled: Wra wil be enrolled in COSRA, Inchuding their A) Relstonship i employes, B) Gender, C) Ful Name, D) Socal Securily Number, E) Sirh
dale, F) Social Security Disabiity
Signasture of COBRA Enrolles: Signature ol the person enrolling in COSRA or thek kagal guardian, induding phone number and maling address.
Election 1o decling COBRA: Check bax if you of your dependenls will not be enmling in COBRA
Signature: Signafure of the person qualified for COBRA o deckne coverage or thelr lessl guandian.
COBRA ENROLLEE: Retum your completed lorm sleng with your first manih's premium paymend (I you are choosing COBRA coverags] lo fe Designsied
Emplayer Represenialive at the address listed on #6 above. Al paymerits after the initisl payment shoold be sent dirscdly 1o UHA {see payment procedure below).
DESIGMATED EMPLOYER REPRESENTATIVE: Please submil compleied form and initial payrmsnt (¥ spplicable] to the addness lisbed on §3 below.

UHA COBRA PAYMENT PROCEDURES

CRLE

MONTHLY PREMIUM PAYMENT
1. The COBRA Enralles is responsible 1o pay lor ther COBRA coversge. They willl ot have sligibility wntil payment for the curment month i received in full. The
COBRA monisly billing rabes, which represents 102% of the group plan's premiur, are subject 1o change upon the farmer employss group’s confracted
renswsl
Z A COBRA monthly biling statement will be mailed o pou 8fer the inlial payment is received. UHA'S COBRA monthly biling statemsnd i senl 8s 8 counssy remindar ol
when payment s due. Payment is due whether or pot a billing stabsment is received,
3. Paymeni siub wilth check made payabie fo UHA should B2 senl o UHA - COBRA
700 Biahap Streel, Suite 300
Honolulw, H 86813
4. Paymenl can also be made by Eleciroric Funds Teansfer (EFT) or Credit card. EFT fomng are availsble on our website, uhaheath.com. Pleass contact UHA Enmiment
Services ol {BO8) S32-4000 exd. 299 for move indermation regarding credit card payments o any ofrer questions. Kotifization b terminale your suiomatic deduction is
required by e 25 of the mond. Should UHA ke notifed ahier this date and payment i deducted, & refurd will be processed which mey (ke u b bwo wesis.
5. Cewerage will be cancelled wntd full payment for the month is received. UHA doss nol accept postdated checks of checks lor an amount less than the
owed.
6 Coversge will be terminaled I an enrolles’s check |5 reaurned and propes paymen i nol receked by the end of e currend moeth (3ee 85 above).
7. Nooverage s carcalied and payment remaing past due beyond the last day of the monds cue, coversde cannal be reirslaied and e aceount will remain cancelled.
BENEFITS
» Bemefils for the COBRA Ercolles will be the same & thoss ofered in the group's plar for befive subseribers. I the groug's plan has any bensdl andior rate changes,
COBRA Enmcliees will b2 alfecied. The group’s plan adminstraton or Deslgneied Employer Representative should notity COBRA Enroliees of ary changes.
CLAMS
= Clams most be submitied using e COBRA GroupDivision number and the COBRA encles's member 10 number. In mos! cases, medical oMo will prepare &
clakvs. on behall of poversd peraons.
TERMINATION
= COBRA eligibiity wil 1eminste for B following feastes;
o Coverage s an employes of & 8 dependent under soy group haalh plan that doss nol conbain sy exdusions of Emitations for any pre-exdaling conditions.
which yiu, your spouss of deperdents may have
Paymeni i rok made on fime,
The COBRA member meet the madmum length of coverage for their qualfying COBRA event;
The group terminales ther group plan;
Cenerage under Medicane (f Medicans becomes eflecive iollowing COBRA ooversge efecive dale).

oooo
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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.

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 I A

This page also provides a summary by plan type (UHA 3000 or UHA 600).
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1]
uHA

HEALTH INSURANCE

Premium Summary Billing Statement

Group Name: SAMPLE BILL il R o
Mailing Address- 700 BISHOP ST #300

Pagmant is dueby:  12/01/2020
HOMNOLULU, H1 96813

Billing Perod:  42001/2020 10 12/31/2020

Group Murmiesr: 012340001
Billimg Summary:

Amounts outstanding from the prior month: £8.060.50
Less: Payments received: £8.060.50
Adjustmeants: $0.00
Oiner Faes: $0.00
Total Unpaid amauni from prior pariods: 20.00
Total Currant Month and Retroactive Charges: {see detail stalemant) £8 B9T 27
Total Amount Due: £8 897 37

+ Imporant® For changes in status, such as {1) new subsorisar, (2) sddiion of dependierts; (3) daledon of subschbers or tependents, please sand
Member Enroliment Form or lemiber Tenminalion Fomm by mai: UHA Employer Senices, 700 Bisnop St Suite 300, Honoluld, HI 96513, email:
esgfbuhohealthocom o fax: (§77) 222-3195. Enrciiments ane changes ore efective on the first of T manth ofer our receipt of nodce. Enrclmens
and cnanges received afer the 15t of T2 monih may not be redected inths biling.

= ¥ou can also conveniendy 20d or terminale employess and updaie employee ang dependent information online through UHA's Online Employer
Bervices. Changes toke approdmaiely one usiness day. To sign ug, compkete the Onling EmpdoyeT Access Authorization and Certificafion
Form {uhahealth. cominplicadsSorm sfemm_online_ogreernt.pof) or conioct us for mone information.

< Late paymenis may result in \eminaticn of your policy. Premiums ore siill due ond payable for Tat perdod.

+ For guestions regarding paymenss, call Billing ot (305) 532-8000, exf 353 from Oarw, of (B00) 4584600, ext. 353 from the neighior islands.

For information and forms. see our web site www uhahealth.com
Detach here and reburn bottom portion with your payment

| Group Mumber: 012340001 Payment is due by:  1201/2020

BILLING STATEMENT

To enswre proper credit to youwr accownt, plesse indicate Group Mumber an check.

Make check payable to:
UHA TOTAL AMOUNT DUE: 8 Ba7 27
P.O. Box 29530
Honolulu, HI 96820-1990 AMOUNT ENCLOSED:

EMP_PBRC-0078-111120

c020k20L000254%0001 2959000048972 Y4

43



Destail Premium Statemenl o

SAMPLE EILL - 3000
Groug and Division #:12340001

Benefits: LIHA 3000

1L
UHA

HEALTH INSURANCE

Premium Invoice

Page 2al 3

Innvoice date: 11042020

Current Biling Period: 4 20042020 1o 1243 1/3020

Ceniract HDS ARF
MemberlD Mame Type hed Dy Wisian Dental Fee Total
UHA 3000 - 1234000103
Gurrent GCharpas
123000001-01 ASINGLE, SUSSCRIBER 5 SR 2T E7.BS 5.40 32 42 0.00 ARA 94
12300000201 BSIMGLE, SUSSCRIEER 5 B3 2T E7.BS .40 32,42 Q.00 4B8.94
12300000301 ATWOPARTY,. SUESCRIBER T 708 D 198.01 10,80 6477 Q.00 g32.70
1Z23000004-01 DASINGLE, SUBSCRIBER =5 AR 2T B7.B5 B.40 3242 .00 4BE.04
1 2300000:5-01 EASINGLE, SUBSCRIBER 5 AR DT E7.BS 5.40 32.42 0.00 488 04
123000006-01 FASINGLE, SUBSCRIBER g ap3 o7 E7.ES 5.40 32,432 0.00 4RE .94
12300000701 GASINGLE, SUBSCRIEER 5 383 57 E7.B5 5.40 33 432 0.00 B8 .04
12300008-01 HASINGLE, SUBSCRIBER 5 RR3.27 E7.B5 5.4 32.42 Q.00 4B .94
Sublotal 341111 &03.88 458640 281.71 Q.00 4.365.28
Rt Adjusiments
12300000:3-01 ISINGLE, SUBSCRIEBER =5 {3B3.27) (E7.BS) {5.40% (32,432 0.00 [4B&.54)
123000010-01 BTWOPAATY SUBSCRIBER - 1,642,749 27742 oo 12054 000 1.971.03
Subiotal 11658.62 20867 15.68 9712 Q.00 1482.03
UHA 3000 - 123400103 Totals: T Single Medcal £4,570.63 HOS Dental 388 B3
i1 Two Party Dy LE13.43 AEF Fea 20.00
0 Family Visian SE4.48
Swmmarny af Cantrac] Types Total Current Morth and Retroactive Charges: £5. 53737
UHA 600 - 1234000106
Current Charges
12300001 1-01 AFAMILY SUBSCRIBER F 1,206,685 .63 1550 8717 Q.00 1,539.85
12300001 2-01 BFAMILY, SUBSCRIBER E 1.200.65 206,93 16.20 97.17 000 1.529.95
Subtotal 241930 A13.88 3240 154,54 0.0 3059.80
UHA B0O - 1234000706 Totals: 0 Singla Mesical £3,470.30 HOS Dental 2104 34
0 Tweo Pasty Dhwg 41588 ALF Fes $0.00
2 Family Wisian $32.40
Swmmary of Contracl Types Total Currenl Month and Retroactive Charges: £3, 059,50
Current Billing 7 Sngle Medical $6,080.63 HDE Diental SSEIAT
Period Totals: 1 Tao Pany Dviag ¥1,227.29 i it
2 Family Wiskn fA R
Swnmary of Contracl Types Total Current Maonth and Aetroactive Charges: &8, 50727

PREMIUM BILL RECONCILIATION
Note: Use this section for corrections to the Cumment Billing Pericd ONLY
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Detail Premium Statement o

SAMPLE EILL - 800
Group and Division #:12340001

Benefits: LHAG00

UHA

HEALTH INSURANCE

Premium Invaice

Page 3al 3

Imnoics date: 11/04/2020

GCurrent Biling Period: 1 2001/2020 ta 13312020

Contract HDS ALF
MembserlD Mams Type Kiad Dvug Yisian Dental Fos Total
Terminations:
Emgployes Namea Wember 1D # Termination Daile Amount

(

!

Total Subtractions: {

Additions: {(Completed Enrollment Forma MUST be attached)

Employee MNamea Etfective Date Amount

Total Subtractions: {

Group Administrator Signatura:

Paymant Amownt Submitied:

Date:

Important: Changes will not be processed without suthorized signature and date
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Submitting Payment

UHA is a prepaid health plan contractor and according to the terms of our 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 Form for Electronic Funds Transfer” 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” which can also be found on our website.
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Y} 700 Bishop Strest, Suite 300 Print Form
[ ‘ | Honcluu, HI 96813 4100

T H)5.552 4000
l I H H B00.4 55 4600 5 i 3

F 77 2225158 Credit Card Authorization Form
HEALTH INSURANCE |~

Fleas2 note: Credit card payments are only accepted as initial payment for NEW or REINSTATING groups.

Group Hame: Group &:

Amount to be charged®: §
*Payment aver $5 000, is subject to anpraval and an additional credit card processing fee. Please contact your Acoount Executive
ar Client Services Liaison/Caardinatar far mare infarmation.

O Waster Card OvIsa O Discover O.JCB

MName as it appears on credit card:

Credit Card Number [LAST4DIGITS ONLYY: .~ 3 Digit Cvv Coder __
(UHA will call cardholder for the full credit sard numbers)

Expiration Date: / Cardholder Phone Number: | } -

Credit Card Billing Address:

Street:

City: State; _ Zip Code:

Email Address (for receipt to be sent tof

Please send completed form:

Via mail: Via Emalil: @uhahealth.com
UHA - Billing Department

700 Bishop Street, Suite 300

Honoeluly, HI 96813

If you have any questions, please contact a Billing Representative at 532-4000, extensicn 353 or toll fres
800-4 58-4600, extension 353.

For UHA Use Cnly:

Name of Authorized Persen (PRINT):
Data: f !

MNotes of Contact:

EMP_PRCH16-07042
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L - . - -
i 'I TTH Bizhop Sireet, Buii= 3
' *l Hoooluka, Hi BEE1 34100

T 208 5324000 8 - -
g Sl Credit Card Authonzation Form
H FI B ASH 4500
I—l F 877 2723485 For COBRA Members

HEALTH INSLURANLE

uh gheaith com

Mambsr Mamea: Mamber 10:

ly initiats corfiemn that | amn the credit card holder and | authorize UHA Health Insurarce o procass monthly
(lifmisl _ recusting charges a5 biled fo my credit cad informabon below:

[ haster Card O ViISA O Discover CIJCE
Mame as it appears on credit card:
Credit Card Number (LAST 4 DIGITS ONLY]: o 3 Diget W Code:

(LPHA will call cardhalder for the full credit card numkbers}

Cartholder Phone Mumber: L } - Expiration Date I

Cradit Card Billing Address:

Street:

Cify: Shate: Zip Code:

Email Address (for recempt to be sent to):

| hawe read and agree bo the fallowing teims and conditioes:
& On the first of 2ack mpath, UHA will sutomatically charge my credit card account for the current monthly premsam
charges.

®  Receipt of paymentis) will be emailed sach month fo the above emal upon enrciment.

o UHA has the nght fo cancel my policy 3t any time with writtsn notice includieg:
o nolice given by clent fo stop automatic chames
o grodp policy termimates or
o clierf coverage pefcd has been met

& UUHA has the might fo refuse services upon receiving nofice for amy credif card problem listed betowr
o credd limit is exceeded
o credd card is repored losi, stolen, o expired
o credi card suthorzation is declimed for ary reaszan

& | may cancel iz senice at any ime with at lk=ast 13-days sdvarce noBics fo UHA by mail or email.

All rights resemed.

Signature Diate: i) 20

Plea== mail or email complsizd form to Employer Services Biling Depardment:

LJHA - Bifng Depariment Via Email. =<Enter POC’s email address=={@uhahealth.com
700 Bishap Strest, Suie 300
Honold, HI 56513

Questione? Speak with an Enroliment Sarvices Rapresantative at: 308-532-4000, extension 289 or Toll frae 1-BO0-438-4500,

axtansion 209 from the naighbor islands.
EMF_EKR-I253-0003T0
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WY T00 Bishap Strest, Suita 200
I”H Honaluly, Hi 058134100
T BB.532.4007 : : —
I I H F' B00.453 4500 Online Employer Access Authorization and Certification Form
FE77. 2223188

HEALTH INSURANCE uhahealth.com

Please list authorized Online User(s) after the Authorized Agent Signature

Group Mumber: Group Name:

Phone No.: Email address:

By signing below, | certify that:

i am eurrantly an aulhomred aganl of tha group named above.

I penmit the bebow-named Onling User bo execule on my behall submession of Online Employer transactions to UHA.

I agrea 1o accept full respansibility for the aceuracy of the information submitted 1o UHA.

[ aleo costify that | will maintan an fle all subseriber signature: and aligibility related information for ransactions procassad threugh

UHA's Onling Ernglayer Portal, including a signed copy of the UHA enrollmant fonm complated by the subscriber.

» [ algo undesstand that the appaintment of the below-mamed Online Lissr shall rerain in effect unll UHA recaives wiillan cancellation
frorn me or my below-named Online Llsar.

Authorized Agent's Name (Print): Tithe:
Authorized Agent Signature: Date:
{Agent must giready be a Group Adminstrator, Owner, or Company Officer)

MNEW Online User(s): (Print name of the personis) being provided Online Emplover access below)
Name: Title:

[ Check if Third Party Administrator Email address:

Access to Entire Group:  [] Yes [] Mo, only Division Mumber:

Indicate Access Levet [ Online Enroiment  [[] Online View Bill [ Online \iew Bill with Pay Bal*
(Please chiack all that apply)

"OMLY ONE USER MAY HAVE ONLINE VIEW BILL WITH PAY BILL. Contact UHA for a kst of curant users |f necessary.

Nama: Tithe:

[C] Check if Third Party Administrator Email address:

Access to Entire Group: [ Yes [[] Mo, only Divisian Mumber:

Indicate Access Levet  [] Onfing Enrollment  [] Ondine View Bll ] Online View Bill with Pay Bill*
{Plaase chisck all that agply)
“OMLY OME USER MAY HAVE ONLINE VIEW BILL WITH PAY BILL. Contact UHA for a kst of curant users If necessary.

For questions, contact: Employer Services
808-532-4007; or toll-free 1-800-458-4600, extension 299
Please submit completed form to: UHA
Attn: Employer Services Department Fax: 1-877-222-3198
700 Bishop Street, Suite 300 Email: ES@uhahealth.com

Henolulu, HI 26813-4100
Please allow 1-3 business days for processing.

CLI-D025-100720
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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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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



