BlueChoice.
Group Hospitalization and Medical Services, Inc. 840 First Street, NE

840 First Street, NE Washington, DC 20085
Washington, DG 20065

Select Risk Screening Questionnaire

Name of Company Phone Date
Location
Street City State Zip Code
Type of Business SIC Code
Number of full-time Employees actively at work = —— Expected Enrollment
Number of COBRA Extendees — Number of Disabled Employees
Eligible Part-time Employees (20 hrsfwk) — Number of Retirees under 65
Health Risk Assessment
1. To the best of your information and belief, indicate beside each condition the number of eligible persons to be covered who
have been treated, are currently being treated or are expected to be treated for a condition or serious illness such as the
following:
AIDS/HIV+ Birth Defects or Disorders
Cancer Substance Abuse
o Chronic Heart, Kidney or Liver Disease List other conditions or illnesses
—— Existing Pregnancy
Psychiatric Disorders
2. To the best of your information and belief, is there any eligible person who has Yes No

incurred $10,000 or more in medical expenses in the last 12 months or who is
expected to be hospitalized for a serious medical condition.

3. To the best of your information and belief, is there any eligible person to be Yes No
enrolled for group coverage who has been denied coverage by your current
or last health care carrier?

4, Has the company changed health care carriers three (3) times in the past five Yes No
(5) years?

5. Has the company’s coverage been cancelled or is in the process of being Yes No
cancelled by the company’s current carrier?

6. Has the company filed for or in the process of filing for bankruptcy? Yes No

1t is hereby understood and agreed that:
The information provided herein is complete and correct to the best of my information and belief.

Company: By:

Signature of Company Officer
Title: Date:

Representatives’ Review and Signature:

Broker: CareFirst / CareFirst BlueChoice, Inc.:
By: By:

Title: Title:

Date: Date:

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. CareFirst BiueCross BlueShield and CareFirst BlueChuoice, Inc.
are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Gross and Blue Shield Association.
®’ Registered trademark of CareFirst of Maryland, Inc.
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A Maryland Employer Risk
Eagll\i’ﬁpp\l fTH F:anm Appraisal Questionnaire
T Groups 50+ Employees

COVENTRY

? Heolth ond Life Insurance Coampony

2751 Centerville Rd, Suite 400, Wilmington, DE 19808

This questionnaire is designed to provide information specific to your group and will be used by Coventry Health
Care of Delaware, Inc./Coventry Health and Life Insurance Company (CHCDE/CHL) in evaluating the risk
characteristics to more accurately establish rates, benefits, and eligibility rules as part of your application for

coverage. Please choose one company: [ Coventry Health Care of Delaware U Coventry Health and Life
Insurance Company

n GENERAL INFORMATION

Company Name

Company Address

City/State/Zip

Phone Number Requested Effective Date
Nature of Business & SIC Years in Operation

Reason Out to Bid

Please list any employer locations other than noted above.

“ GROUP ELIGIBILITY

Total Employees Total Eligible for Coverage Total Waivers

Full-time Part Time Retiree COBRA

Please see your CHCDE/CHL rate proposal for complete eligibility and quoting policies.
Please identify on census or attach a list of all:

o COBRA: former employees and/or dependents covered or eligible to receive coverage under state or COBRA
continuation. Please list employees’ termination date.

e Retirees: if eligible for coverage with CHCDE/CHL
e Out of Area employees/members applying for coverage with CHCDE/CHL.

Employer Contribution: Employee Dependent

Waiting Period

Are all eligible employees covered by Workers' Compensation? O Yes O No

If no, please explain:

"lf-'f COVERAGE INFORMATION (List all health carriers in the last three years)

Carrier Effective Date | Reason for Change

RATES Employee | EE/Spouse | EE/Child(ren) | Family Plan Description*
Current | $ $ $ $

Renewal | $ $ $ $

*Please attach a current benefit summary(s) for the most recent 2-year period.

Previously covered by CHCDE/CHL? OYes ONo If Yes, date covered:

CHCDE/CHL - 1001.1 —= RAQ 2 3/06



2" HEALTH INFORMATION

Provide the answers to the following questions as they pertain to all eligible employees and/or covered dependents
(including COBRA, any state continuation programs, and eligible retirees).

A. To your knowledge has any person (employee and/or employee’s dependents, or COBRA individuals) to be
covered been diagnosed or treated by a provider for any of the following conditions within the last 5 years?
(Please check Yes or No. If yes, please circle all conditions that apply.)

1. Alcohol or substance abuse OQ Yes Q No No # of people:
2. Arthritis O Yes Q No No # of people: ___
3. Asthma, emphysema, cystic fibrosis, or other lung disease O veg Q No No # of people:
4. Diabsetes: Type (if known) QO Yes O No No # of people:
5. Cancer O Yes a No No # of people:
6. Epilepsy/seizure disorder QO Yes 0O No No # of people:
7. Disorder of the spine, back, joints, bones QO Yes Q No No # of people:
8. High blood pressure Q Yes O No No # of people:
9. Heart disease Q Yes Q2 No No # of people:
10. Stroke, paralysis Q Yes Q No No # of people:
11. Kidney or bladder disease, kidney dialysis QO Yes O No No # of people:
12. Liver disease or hepatitis: Type (if known) Q Yes O No No # of people:
13. Multiple sclerosis, muscular dystrophy, or cerebral palsy Q VYes d No No # of people:
14. Psychological or other mental disorder Q VYes Q No No # of people:
15. Organ transplant (planned or past) O Yes Q@ No No # of people: __
16. HIV/AIDS a Yes Q No No # of people:
17. Tuberculosis O Yes a No No # of people:
18. Colitis or Crohn’s disease O Yes O No No # of people:
19. Any condition or disease not mentioned above, or ’

anticipated surgery U Yes  No No # of people: _

For each item checked “YES,” please explain in section D on the back of this page.

B. Have any employees, dependents, or COBRA individuals who are eligible for coverage incurred claims that
have exceeded $10,000 (medical and/or pharmacy) during the last 12 months?
U Yes U No Please explain in section D.

Are any employees currently disabled or otherwise not actively-at-work? (Give medical details and
date disability started.)
U Yes U No

C. Are any eligible employees or dependents currently pregnant?

U Yes How many? Ages Due Dates U No

CHCDE/CHL - 1001.1 - RAQ 3 3/06



D. Please explain any “YES” answers in this space. Please indicate what question you are answering. If more
space is needed, attach a separate sheet. Please sign and date all attachments.

STATEMENT OF UNDERSTANDING

I understand and do hereby certify that the information contained in this Employer Risk Appraisal Questionnaire is
complete and accurate to the best of my knowledge. | further certify that | hold a position with the company that permits
me to have the information necessary to complete this Employer Risk Appraisal Questionnaire on behalf of the
company or | have conferred with and confirmed my answers with person(s) that hold such position(s) with the
company. It is further understood that CHCDE/CHL reserves the right to re-rate or rescind coverage if any supplied
information is an intentional misrepresentation of a material fact.

I understand that CHCDE/CHL may contact employees and dependents to obtain additional follow-up information. |
agree to inform employees that CHCDE/CHL may contact them in order to obtain additional information or to discuss
information provided on this form. Employer agrees to indemnify CHCDE/CHL for any liability or damages resulting from
any breach of representation made in this form and for claims brought by employees and their dependents regarding
the use of the information disclosed by employer.

Signature: Print Name:
(Company executive or senior Human Resources employee) Title:
Phone Number: - Date Signed:

CHCDE/CHL ~ 1001.1 - RAQ 4 3/06



¥ Aetna

Mid-Atlantic Group Underwriting Questionnaire

Name of Prospect: Date Completed (mwobryy):
Servicing Field Office: Contract State;

Sales Consultant:

Type of Industry: SIC Code; __

Plan information

1) s there a group plan currently in place? [J¥es [INo
2) liyes, is it an Aetna US Healthcare plan? [JYes [ INo If yes, supply group number; _____
3) Please identify the current carrier(s), plan type, current rates and last rate increase:
Carrier Name Plan Type EE Sglalrjep Child g&ﬁ‘, |r';§:a§2t;,
Spouse
3 $ § $ %
H ] 3 $ %
$ 3 3 $ %
4) Please identify employer monthly contributions:
EE: ____ Single Dep or Spouse: Child 8Spouse & Child ______
8) Are employer contributions the same for all employees? []Yes [[1No
if "No", please explain; ____
6) What types of AETNA medical plan options will be offered;
HMO [ QPOS [J_ChoicePOS [ AHF[] PPO [ Indemnity T
Other [J 1f "Other”, please describe
7) {f Aetna will be an option, what other cartiers/plans will be offered?
| Carrier: Plan Type: | [ Carrier; Plan Type: —I
[ Carrier: Plan Type: j ! Carrier: Plan Type: ']

Prospective Group Information

1)
2)
3)
4)
5)

6)

7

Employer Initial:

Total number of efigible Active employees:
How many Active employees are enrolled In the current plan(s)?

How many eligible employees, not on the company sponsored plan, have spousal coverage?
Current number of COBRA Continuees enrolled in current plan:

What classes are eligible for employer coverage? [[] Full Time [] Part Time [ Other, explain:
If Part time are ellglble, are employer contributions the same as full time employees? [JYes [[INo
If No, please provide employer contributions:
EE: Single Dep or Spouse: Child Spouse & Child

Do all eligibl\e emplayees work 25 or more hours per week on a regularly scheduled basis? [JYes [ INo
if "No", please explain:

Are Early Retlrees, <65 eligible for coverage? [JYes [JNo
If yos, how many are covered? Are they offered the same henefits as Full time? [_JYes [JNo
If No, describe benefits:

Are Retirees >65 eligible for coverage? ["JYes [INo
Are they offered the same benefits as Full time? {_JYes [JNo [f No, describe benefits:

Date: _ 10/4/01 Page 1 of 2 8/01 ed.



RAetns Mid-Atlantic Region Group Underwriting Questionnaire (continusd

Medical Profile

l Name of Prospect:

Plan sponsor: Please answer the following questions to the best of your knowledge for all eligible
employees and their dependents (proprietors; parners, corporate officers, employees, spouses, COBRA
employees, and dependent children). Give details to questions answered "Yes" in the space provided,

A. Have any claims greater than $25,000 been paid in the last 12 months?

CYes [INo

B. Within the past 12 months, has any employee or dependent had a serious continuing claim (i.e.,
chronic or ongoing condition likely to cost $10,000 or more per year for treatment) dus to a mentaf or
physical disorder? [JYes [NO
If “Yes," check the appropriate box(es) below.

[JAIDSAimmune Disorders
[JAlcohol Abuse

CJArhritis

{iBack, Neck

CIBlood

{IBane/Joint

OBraln

OCancerTumor

C. Are any employees or dépendents pregnant? [ ]Yes [INo

[OCardiovascular
[IDiabetes

[]Drug/Substance Abuse

[ iEpilepsy
[CJEars/Eyes

[LIEmphysema/Pulmonary

[[IHeart Disease

[IHigh Risk Pregnancles

[ infertility
Cintestines
[JKidney
[Ciiver
[Mtungs
Ciupus
{IMental/Nervous
COvigraines

[INeurological
[Pancreas

[ISkin

[ JStomach
[CIStroke/Paralysis
[Venereal

[CJOther, Detail below

If “Yes," how many?

If you answered "Yes” o question A or B, please provide the following information for each individual with

a likely serious continuing condition. Use additional sheet if necessary.

%!i ;‘r Age Loiiatts!on Nature of Condition T?:;?;:;t M':?i?:gt?;n g l?::%l‘;::ltr:; Prognosis / Gurrent Treatment
$
$
$
$
$
§
$
$
$

The Information on this form is designed to assis! In Aetna US Healthcara's evaluation of your group.

Any person who knowingly and with Intent to defraud any Insurance company oy other parson fllas an application for insurance or
statement of claim contalnlng any materlally false informatlon or conceals for the purpose of misleading, information concerning any
fact material thereto commits a fraudulent insurance act, which Is a crime and subjects auch person to criminal and civil penaltles.

To the best of my knowledge, |, on behalf of the Company/Employer described above, represent that | have truly and accurataly recorded in this
application the Information supplled by the applicant.

Prospective Applicant Name and Title (Please Print)

Prospective Applicant Signature

Date

Agant Signature (Existing [JYes [[INo) Date

Sales Represontative Signature

Date

NOTE: This form must be completed and signed by an officer of the company and is subjact to

review and approval by Underwriting for determination of final offering.

Page 2 of 2
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