HEALTHCARE OVERVIEW

ACTS, Inc.
High Deductible Health Plan
Health Savings Account (HSA)

Medical Provided by Blue Cross/Blue Shield Business Blue

High Deductible Health Plan Network Providers Out of Network
Deductible
Single Coverage ' " | $2,600 $2.,600
Family Coverage $5,200% $5,200*
Coinsurance
After deductible, all covered expenses are
paid follows:
Blue Cross pays: 100% 60%
Employee pays: 0% 40%
Maximum Out of Pocket
Single Coverage , $2,600 ' $ 5,200
Family Coverage $5,200 $10,400
Hospital Admission Copayment $0 $0 .
Maternity Yes Yes
Routine Physical Exam
Limited to $300 per person each benefit period | 100% N/A

Routine Preventative Benefits
Annual Pap smear screéning

Two gymnecological exams 100% N/A
Prostate screening

Routine Mammography Screening , .
Annual screening for any female member age 40 | 100% N/A
or older

Chiropractic Benefits Not Selected

Lifetime Maximum $2,000,000

Dental '

See attached Humana benefits

* Please note that family coverage requires that the $5,200 be met. Doctors visits and pharmacy are
not covered except as noted above, but can be used to meet this deductable.



HEALTHCARE OVERVIEW
ACTS, Inc. & ACTS-SC, Inc.

MEDICAL (provided by Blue Cross Blue Shield of South Caroling) within Preferred

Nerwork:

v' Deductible: Individual - 32,000, family — three times

v Coinsurance: In-network — 70%, Out of network— 50%

v’ Out of Pocket: In-network - $3,000, Out of network - $6,000

v' Physician Visit Copay: $20*

v' Specialist Visit Copay: $40

v Maternity Coverage: Yes

v Prescription Card Co-Pay: Generic 34, Preferred 330, Non-Preferred
860, Specialty prescriptions — 10% to a maximum of
$200 then 100% of allowable charges

v’ Mail Order Drug Co-Pay for 90-day supply

Generic 8, Preferred - 870, Non-preferred - 3140
v Maximum Out of Pocket In-Network - $3,000, Out of Network - $6,000
Life Insuraﬁce: Employee only - 310,000
Accidental Death & Dismemberment: Employee only - $10,000
DENTAL (provided by HumanaDental)

No Preferred Network

Preventive Services: 100%, No deductible
Basic Services: 80%, After $50.00 deductible
Major Services: 50% After $50.00 deductible
Annual Maximum - $1,000

401(k) — Through Principal Financial Group

* OB-GYN, general and family practice physicians, internists, pediatricians, osteopaths are
all now classified as Primary Care Physician.

NOTE: THERE IS A 90-DAY WAITING PERIOD FOR ALL BENEFIT PLANS. (Benefits
will become effective the first of the month, following 90 days of continuous employment.)

Eligibility: Must be a full time employee (minimum of 30 hours per week)



RIEMBERSHIP APPLICATION

BLUE CROSS AND BLUE SHIELD OF S0UTH CAROLINA, An independent licensee of the Blue Gross and Blue Shield Association » COMPARION HEALTHGARE, A wholly-owned subsidiary of Blue Cross and
Blug Shield of South Garolina, An indepencient licensee of the Blue Cross and Blue Shield Association e CBMPANION LIFE INSURARCE COMPANY, A wholly-owned subsidiaty of Blue Cross and Blue Shisld of
South Carolina e PREFERRED HEALTH SYSTEWS, INC., A subsidiary of Blue Cross and Blue Shield of South Carolina. Both are independent ticensees of the Blue Cross and Blue Shield Association.

1. Please indicals reason for Application: [0 New Subseribai(s) {7 Coverage Change [ Ganeel O WMiseetlaneous
0 COBRA: O3 18-mo. [ 29-mo. [ 36-mo. (Block 22 must be completed.) [T Life Coverage [1Yes (3 No [ Transfer Within Your Group From
O Left Employment: {1 No Conversion  [J] Wanis Conversion or Medicare Complementary Info [0 Deceased [ Name Change
1 Department/Payroll Number Change [ Address Change [ Beneficlary Change [J Social Security Number Change From
3 ID Gard Request [J Add Dependents [ Return From Layoff/Medical Leave [ Physician Change [ Other

2. EFFECTIVE DATE OF ACTION REQUESTED: DATE OF HIRE: ELIGIBILITY DATE:

MONTH DAY YEAR MONTH DAY YEAR MONTH DAY YEAR
3. Typs Contract: [J Preferred Blue [ Preferred Blue Select [ HMOBlue [J BLUEPLUS 3 CHOICES O Comprehensive [ Blue Ghoice [ CHC [0 Other_________
IDENTIFICATION
4. Employes — Last Name First Initial Home Telephone No. | 5. Secial Security No.
6. Mailing Address (Street or P.0. Box) (City) (State) {Zip Gode) (County Code - see back)
7. Name of Employer 8. Blue Cross Group Number 9. Dept. No. 10. Payroll No.

LT T T I-L1 -

REASON FOR COVERAGE GHANGE .
11, Check appropriate reason; give occurrence date in Block 13: 12. Name of spouse to be 13. Occurrence Date or

A (1 Birth or Adoption : G [ Divorce F [ Attained Reduction Age excluded from coverage if Left Employment Date

B [ Death (Name: ) D [ Marriage applicable Mo. Day Yr

E [ Other — Explain: .
TYPE MEMBERSHIP AND GOVERAGE INFORMATION -
14. Check fype membership for each coverage desired. (Indicate life coverage deslred, If applicable, in blocks 15 through 19.)
a. b. ¢. REFUSAL OF HEALTH COVERAGE
HEALTH DENTAL 01 [J Other insurance with BCBS of SC 10 [ Planned Administrators Inc.

§ - Single ] () 02 [J Insurance with another company 11 [ Non-federally qualified HMO -
F ~ Family 0 0 03 [ US filitary coverage 12 [ Covered by Medicare
F - Employes/Children O a 04 O Federally qualified HMO 13 [J Covered by CHAMPUS —
8 — Employee/Spouse O | 07 [ My spouse's coverage with this group 05 0O Other — Explain:

08 1 Other third-party administrator

. lF Sponsored Membership, give Sponsor’s Social Security No.

16. Types and Amounts of Life insurance Coverage Desired 17. Earnings (Check One) [ Biweekly 18. Life Class

COlife—— __ Supplemental: $__ [ Howly O Monthly

1 AD&D. [ Life {(Amount) 3 Weekly O Annually

S g% He - 8 GBS‘ Dsze 19. Full Name (Last Name, First, Init.): Relationship

0O LTD ’ Prim'ary Beneﬁcia_n{(ies).'
20. Job title or description: Contingent Beneficiary(ies): . -

*SEE INSTRUCTIONS ON BACK FOR MULTIPLE BENEFICIARY DESIGNATION ‘
21. List All Family Members Covered or Affected By a Change For Contracis That Require Primary Care Physician Selection W%Jf'“
Last Name First initial | sex | yo>oatey, Primary Care Physician Name Provider Number p{};g}g}g;?

YOURSELF: l P l | | | Yes | No
Spouse HIHHI Yes | No
Social Security No. |
Chid LI L] {ves| mo |
Social Security No.
Chid LT 0] fves! no
Social Security No,
chid LT L L ET fves| mo
Social Security No.

OTHER INSURANCE INFORMATION

22. Do you or does any member of your family have other health, dental or drug coverage, Federal Employees’ Program (FEP) or Medicare? OYES [ NO
If Yes: MEDICAREA [ EffectiveDate ______ MEDICAREB [ EffectiveDate
A. Family Member's Name and Sociat Security No.
B. Nams of Insurance Co. Policy No. Effective Date
C. Family Member’s Employer

D. List Names of Covered Persons 1 2 4

3 .
E. Please circle sach iype of serviee coverad by this policy: Hospital, PhysicianfMedical, Prescription Drugs, Dental, Vision

EMPLOYEE CERTIFICATION

23. Employee Certification - Read back for certification statement. Check box if health statement is aftached. O
| HAVE READ AND UNDERSTAND EAGH AND EVERY PART OF THIS ENROLLMENT APPLICATION.

Date: Signature:




-,

N SoutH CAROLINA DENTAL EMPLOYEE APPLICATION Group Number

gg%%ﬁa /ENROLLMENT/CHANGE ForM L j

Dental plans insured by HumanaDental Insurance Company or Humana Insurance Company

Please print using black ink. Attach additional sheets if necessary; sign and date all attachments,
PoEmployer Data - Complete with the name and location of (he cmployer company offering bepefits,
Nams oF EMPLOYER Crry Starz Zr Copg

2 Fmplovee Intormation - Weleome! Please indicate it vou aze a: B New Applicantor B Cureent Insured:Plan Subserther
EmpLoYER/LAST NAME Fmwst NaME MI. Sex SSN Brra Dats
EMPLOYEE STREET ADDRESS HoMe Prone E-MaALL ADDRESS
¢ ) Home
WORK
Crry Star Zp DatE oF FULL-TIME EMPLOYMENT/REHIRE

3 Dependent Tnformation - Please list any dependents to be covered.
NAMERELATIONSHIP (WRITE LAST NAME
IF DIFFERENT FROM EMPLO YEE)

NAMERELATIONSHIP (WRITE LAST NAME

BIRTH DATE IF DIFFERENT FROM EMPLO YEE)

SEX BIRTH DATE SEX

SPOUSE CHILD [} CHECK IF FULL-TIME STUDENT

FM F/M

CHILD[T] CHECK IF FULL-TIME STUDENT Fav | D[] CHECK IF FULL-TRME STUDENT M
Dental Coverage: {J Employee [J Employee & Child(ren) 0 Employee & Spouse L1 Family
If iou have been E’ven a choice of ilans ilease indicate: Dental Plan
1. How many hours per week do you work for this employer? hrsfwk
2. Are yon or any dependent now disabled or unable to perform normal activities? [J NO O YES
Name Since what date?

Reason, .

Within the past 12 monihs, have you or your dependentgs) had any individual or other group DENTAL coverage?
00 NOO YES Orthodontia coverage? 0 NO [1 YE .

Dental Carrier Name: Policy Number:

Address; Phone Number:

Effective date: T Still ia effect? TTNOTTYES

erm date:
Who was/is covered on the policy listed above:
G Wairer - Refusal of Con Crige
ou must compiete the section below only {ouamewaxvmg g) any of the coverage available to you throug
your employer. This is to aclmowledg that I have been given opportunity fo apflg for group coverage available to me
and my dependerits pursuant to state law through the ahove named employer. I hereby waive insurance coverage for:

Myself: [l My Spouse: O Dependent Children: 0
1 decline to apply for group coverage becauseof: [0 Spousal coverage [1 Other
I proclaim that I was not pressured or forced by the employer named above, the wniting agent, or Humana Insurance .
ompany or HumanaDental e Company into waiving (declining) the above no coverage. I understand that in
the event that I should decide to apply for such coverage here: , that such subsequent application shall be subject to
the applicable terms and conditions of the master group contract(s) which may require additional limitations an waiting
eriods. I also understand that I may be re to furnish, at my own expense, evidence of health status satisfactory to
umana Insurance Company or Humana. I understand that Humana Insurance CompanIv and HumanaDenta] Insurance
Company reserves the right to deny coverage with any future application for coverage. I freely and voluntarily waive the
above noted coverage.

Date Employee Signature X

3.

I hereby acknowledge that I have read the above statements or that they have been read to me. I declare and agree that
the answers are, to the best of my knowledge and belief, comtplete and true and, together with any supplements thereto,
shall be the basis for any certificate of coverage/certificate of insurance issued. I understand and agree that neither the
employer nor the agent has the authority to waive a complete answer to any question, pass on insurability, alter any
contract, or waive any of the com%.ny’s other rights or requirements. I hereby agree that no insurance will be
effective until the date specified by the company on the certificate of coverage/certificate of insurance after this
application has been accepted. I understand that any misrepresentation contained herein relied on by the Company
may be used to reduce or deny a claim or void the contract within the contestable period if such misrepresentation
materially affects the acceptance of the risk.

I hereby enroll for benefits for which I am presently e igible, or for which I may become eligible under my employer’s
group contract(s). If any deductions are required for this coverage, I authorize such deductions from my earnings. |
reserve the right to revoke this deduction authorization at any time upon written notice. An Enrollment Form s?lould
not be submitted more than 60 days prior to the effective date. This document will become a part of the certificate if
coverage is approved.

Date Employee Signature X
SC-70124-01 _ Reorder #SC-99922-HD 5/2003




ACTS of South Carolina, Inc.

Dental Health Care Plan Waiver

Employee Name:

Position

I hereby waive the right to all medical health care insurance benefits provided under
ACTS health insurance plan. I understand the advantages of participating in the
group medical health insurance, but I willingly decline enrollment due to the
following reason:

US Military Coverage

My spouse’s coverage under his/her group health insurance plan

My spouse’s coverage with this group

Covered under my retirement plan

Covered by Medicare

Insurance with another company

N N N A

Other - explain

~ Employee Signature

Date:




ACTS-SC. ) InC. ssria contract Technicat services Nucleare DOEe Utilities

Medical Health Care Plan Waiver

Employee Name:

Position

I hereby waive the right to all medical health care insurance benefits provided under
ACTS health insurance plan. I understand the advantages of participating in the group
medical health insurance, but I willingly decline enrollment due to the following reason:
US Military Coverage

My spouse’s coverage under his/her group health insurance plan

My spouse’s coverage with this group

Covered under my retirement plan

Covered by Medicare

Insurance with another company

NN I N Y o

Other - explain

Employee Signature

Date:






