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2021 Employee Health Application
for Employer’s Group Medical Plan (“Plan”)

SECTION 1: EMPLOYER INFORMATION

Employer Name:

Street Address

City

State Zip

SECTION 2: EMPLOYEE INFORMATION

Employee Full Name (Last name - First name — Middle name)

Hire Date (Required in Enrolling)

Birth Date (mm/dd/yyyy)

Street Address

City

State Zip

Employee Social Security # (Required in Enrolling)

Gender

I:l Male I:l Female

Tobacco Use

I:l Yes

|:|No

D Single

Marital Status:

I:l Divorced

|:| Married

I:l Widowed

Home Phone

Cell Phone

Email Address

Job Title

Hours Worked Per Week (Required in Enrolling)

Spouse’s Employer

Spouse’s Business Phone

SECTION 3: OTHER INSURANCE COVERAGE

Are you, your spouse or dependents currently on COBRA?

|:| Yes

|:|No

If Yes, name of Carrier:

Do you, your spouse or dependents have other health insurance coverage that will continue in addition to this coverage?

D Yes

[]No

Policy Holder’s Name:

Policy #

Effective Date

Name(s) of Covered Dependents:

Section 4: DEPENDENT INFORMATION (Required for all participating dependents. Attach additional sheets if necessary)

First Name Last Name

Relationship

SSN # (Required if Enrolling)

DOB (mm/dd/yyyy)

Age | Gender

Tobacco Use

I:lSpouse Dchild

[Im[lr

DVesDNo

DSpouse I:lchild

[ImCr

I:lYesD No

DSpouse I:lchild

[mLlr

DYesD No

I:lSpouse Dchild

[ImLr

DYesD No

D SpouseD Child

[Im[ e

I:lYesDNo

I:l SpouseDChiId

CIm[ e

DYesDNo

SECTION 5: HEALTH PLAN PARTICIPATION

I:l I elect coverage
I:l | decline coverage

Coverage Level (Choose)

|:| Employee Only

Plan Design Selected
Options provided upon underwriting

[] vA Eligibility

|:| | (we) have no other coverage at this time

|:| Other:

|:| Employee / Spouse approval
D Employee / Children
I:l Family
Reason for Decline:
I:l Spouse’s Employer’s Plan D Individual Plan |:| Medicare |:| Medicaid
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SECTION 6: HEALTH INFORMATION (Please furnish us with the height and weight for you and your spouse)

Self: Height feet inches; Weight Ibs. Spouse: Height feet inches; Weight Ibs.

Please answer the following health questions regarding any medical conditions or medical treatment for you and your family.

1. Have you or any of your dependent(s) been diagnosed or treated for, or has hospitalization or surgery not yet performed been
recommended for, any of the following conditions in the past five (5) years? If so, the Plan requires you to disclose these conditions solely
for underwriting purposes (and you can properly disclose by checking “Yes” for each of the conditions for which you and/or your
dependents have previously received diagnosis, treatment or a recommendation for hospitalization or surgery not yet performed).
Although neither you nor your dependents will be denied coverage because of any previous treatment, diagnosis or recommendation for
hospitalization or surgery not yet performed for any condition, if you fail to disclose any previous treatment, diagnosis, recommendation
of hospitalization or surgery not yet performed for a condition listed below, the Plan will not cover any medical expenses, diagnosis,

treatment, services, supplies, surgeries or hospitalizations for that undisclosed condition related or attributable, to the coverage sought

as part of this ayaplication. NOTE: You are required to disclose any updates to these health questions that may arise prior to the effective date of your coverage.
A Cardiac Disorder D Yes ] No Alcohol / Drug Abuse Yes D No
B  Cancer / Tumor (any form) :I Yes ] No J  Mental / Nervous Disorder ] Yes D No
C Diabetes (If yes, see A1C note below) ] Yes ] No K  Neuromuscular Disorder ] Yes D No
D Kidney Disorder :I Yes ] No L  Stomach / Gastrointestinal ] Yes D No
E  Respiratory Disorder ] Yes D No M Arthritis, Back, Bone, Joint Disorder ] Yes I:I No
F Liver Disorder j Yes I:I No N  Seizures, Convulsions, Epilepsy j Yes D No
G High Blood Pressure ] Yes D No O  Any Other Medical Condition (not listed above) :I Yes D No
H  AIDS / HIV / Immune System Disorder :I Yes D No
Within the past 5 years, have you or any dependent ever had an application for insurance declined, postponed,

2. . see |:| Yes |:| No
rated or otherwise modified?

3 Have you or any of your dependent(s) had any medical conditions in the past 24 months requiring medical care, D Yes |:| No

*  surgery, or hospitalization?

* If Yes, please provide information on who and for what conditions in space provided below

4. Inthe past 24 months, have you or any of your dependent(s) had more than $5,000 in medical expenses? |:| Yes |:| No

* If Yes, please provide information on who and for what medical conditions in space provided below
Are you or any of your dependent(s) anticipating hospitalization or surgery, or had surgery or hospitalization

5. |:| Yes D No
recommended that has not been performed?

*  If Yes, please provide information below

6. Are you or any dependent(s) currently pregnant or suspect you / they may be pregnant? D Yes |:| No

*  If Yes, please provide due date and detail in space provided below

7. Are you or any of your dependent(s) disabled? |:| Yes D No

* If Yes, please provide information below for each disabled family member

8. In the past 12 months, have you or any of your dependent(s) been taking any medications, prescriptions or injections? D Yes D No

*  If Yes, please provide detail in the Prescriptions / Medications section on the next page (Box 10)

IMPORTANT: If you answer “Yes” to any of the questions on page 2, please provide detail in space provided below.

If you answer “Yes” to Question 1.C Diabetes, please indicate the most recent A1C reading for each Diabetic Member” and include the date of
that reading in the space below under “Remaining Symptoms or Problems”.

9 Question Family Member Disease / Disability / Diagnosis / Date of Onset Date Last Seen Remaining Symptoms or
* | Number \ Treatment Month / Year By Physician Problems
(As Necessary, Please Attach Additional Sheets, Signed and Dated by the Employee Subscriber.)
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10. | Prescriptions / Medications — List any medications, prescriptions, or injections taken in the last 12 months
Family Member Name Medication / Rx / Injection Dosage Medical Condition Currently Taking?
|:| Yes |:| No
|:| Yes |:| No
|:| Yes |:| No
|:| Yes |:| No
|:| Yes |:| No
|:| Yes |:| No
|:| Yes D No

(As Necessary, Please Attach Additional Sheets, Signed and Dated by the Employee Subscriber.)

SECTION 7: AGREEMENTS, AUTHORIZATION & ATTESTATION

Agreements

The answers and statements on this Employee Health Application are true and complete. | agree that they shall form a part of the contract of insurance under
which | am applying for coverage. | understand and agree that the insurance applied for shall not take effect until approved by the insurance carrier at its home
office. | have read, or have had read to me, the completed application and | realize that any false statements or misrepresentation in the application may result
in loss of coverage under the contract. | agree to disclose any updates to the answers and statements on this Employee Health Application that may arise prior to
the effective date of my coverage.

Fraud Warning
Any person who knowingly and with intent to defraud an insurer files an application or statement of claim containing false, incomplete or misleading information
may be guilty of insurance fraud which is a crime.

Medical Authorization

| hereby authorize my health plan, healthcare provider, and their applicable business associates to disclose my Protected Health Information (“PHI”) to Medova
Healthcare Financial Group, LLC and Medova’s respective carriers. | authorize Medova Healthcare and Medova’s respective carriers to assist me in obtaining
health care services, payment information, or account resolution. Medova Healthcare and Medova’s respective carriers will not use this information for any
purposes other than underwriting, eligibility, precertification and authorization, utilization management, case management, disease management, and patient
advocacy services. PHI includes the following: enrollment, claims, payment, or managed-care information.

Unless otherwise revoked in writing, this authorization will commence on the date indicated below and will expire twenty-four months from the date below. |
understand that:

. Information disclosed by this authorization, except for Alcohol and Drug Abuse as defined in 42 C.F.R. Part 2, may be subject to re-disclosure by the
recipient and may no longer be protected by the Health Insurance Portability and Accountability Act Privacy Rule (45 C.F.R. Part 164), and the Privacy
Act of 1974 (5 U.S.C. § 552a).

. | may revoke the authorization at any time by giving written notice of the revocation to Medova Healthcare Financial Group, LLC at 8300 E. Thorn
Drive, Suite 300, Wichita, KS 67226. Revocation of this authorization will not affect any action that Medova Healthcare, Medova’s respective carriers,
or any duly authorized representatives, have taken reliance on this authorization before my written notice of revocation was received.

. Medova Healthcare Financial Group LLC provides administrative and informational services for our respective carriers only and does not provide
health insurance or medical services, nor does either recommend or endorse any treatment.

Acknowledgement & Attestation

In the event that | enroll in the Plan under Medova’s Lifestyle Health Plan product, | understand that the aforementioned authorization will remain in force as it
relates to the normal functions and duties of Medova in conducting its administrative, care coordination, member services, and population health duties and
responsibilities. | also hereby agree to abide by the terms and conditions of the summary plan documents which consist of the employee benefit booklet and
schedule of benefits and contain the benefits, limitations, and exclusions applicable to my health and other benefit coverage. | hereby acknowledge that | may
obtain a copy of these documents from my employer directly. Upon request, a customer service representative can explain my benefit coverage options.

Employee Signature: Date:
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SECTION 8: CONSENT TO ELECTRONIC DISCLOSURE OF PLAN MATERIALS

Under the Employee Retirement Income Security Act of 1974 (ERISA) and related regulations, employee consent
must be given in order to receive electronic copies of employee benefits materials in certain situations. Unless | “OPT
OUT,” as described below, | hereby consent to receive:

(i) an electronic version of the Summary Plan Documents, Summary of Benefits and Coverage, HIPAA
Portability Notice, HIPAA Privacy Notice, and other DOL, HHS, or IRS required participant notices and summaries; and

(i) an electronic version of my claims information, including explanation of benefits (EOBs).

| understand and acknowledge that the Plan materials listed above will be available to me (and any dependents
enrolled in the Plan) on the online web portal to which | will need to establish electronic access and, further,
that | will receive electronic notice at the email address provided by me (or any enrolled dependent, as
applicable) whenever such Plan materials become available via the online web portal.

| acknowledge, further, that | have access to email at the address provided by me, as well as access to the
Internet and the ability and the necessary equipment and software to view, read, and print documents in the
Adobe Portable Document Format (.pdf).

| understand that | can request a paper copy of these documents, update my contact information, and/or
withdraw this authorization at any time (all without charge) by contacting Medova (with respect to EOBs and
other claims information) or my employer directly (with respect to all other disclosures listed above).

| understand that | will have the opportunity to “OPT OUT” of receiving the communications described above
in electronic form. (Note, if you do not have access to email, do not have access to the Internet, or do not
have the programs necessary to view .pdf files, you should “opt out” of electronic disclosure when given the
opportunity to do so.)

| have read and understand all of the above conditions, acknowledgements, and declarations and attest to the
above statements.

|:> Employee Signature: Date:

4|Page
V100120 LHP — Employee Health Application



SECTION 9: EMPLOYEE AUTHORIZATION FOR SPECIFIC DISCLOSURE OF PROTECTED HEALTH
INFORMATION

|, the undersigned, hereby authorize the above-referenced Plan and any entities that provide
services to such Plan to disclose certain protected health information about me to Medova
Healthcare Financial Group, LLC (“Medova”).

The Plan or any entities providing services to it are hereby authorized to disclose to
Medova any protected health information from my medical records as is requested by
Medova solely for the purpose of cost analysis, pricing, and/or underwriting.

| understand that this request does not apply to: (1) certain health information that is not
held in the records of the Plan or any entities providing services to it; (2) psychotherapy
notes (i.e., notes documenting or analyzing the contents of a conversation during a
counseling session that are maintained separate from the rest of my medical record); (3)
information compiled in reasonable anticipation of or for litigation; and (4) other health
information not subject to the right of access under HIPAA.

The information may be disclosed to Medova to assist me in obtaining health care services.
Medova will not use this information for any purposes other than cost analysis, pricing
and/or underwriting.

This authorization will expire two (2) years after the date of its execution, unless expressly
revoked by me at an earlier time.

e | understand that the Plan or any entities providing services to it may not condition
treatment, payment, enrollment or eligibility for benefits on whether | sign this
authorization.

e | understand that if my protected health information is disclosed to someone who is
not required to comply with the federal HIPAA regulations, then such information may
be re-disclosed by the recipient and may no longer be protected by HIPAA.

e | understand that | may revoke this authorization at any time by delivering a
revocation in writing to Medova Healthcare Financial Group, LLC at 8300 E. Thorn
Drive, Suite 300, Wichita, KS 67226. If | revoke this authorization, it will have no effect
on actions already taken by the Plan or Medova in reliance on this authorization.

| authorize the disclosure described herein. | have read and understand this authorization. |
am the employee listed on this authorization.

|:> Employee Signature: Date:

Employee Printed Name:

EMPLOYEE OR EMPLOYEE’S REPRESENTATIVE ENTITLED TO RECEIVE A
SIGNED COPY OF THIS AUTHORIZATION UPON REQUEST
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