Claims Administrator:
Consociate * Dansig
. . 111 E. Decatur Street, PO. Box 1068
Employer Group Application Decatur, IL 62525

Phone: (888) 242-4357
Fax: (217) 451-9088

www.agchealthplan.com

Employer Information (please type or print)

Business Name:

Group Contact Person:

Street Address: City:

State: Zip:

PO. Box: Zip:

Telephone Number: Fax Number: E-mail Address:
Nature of Business: SIC Code:

Business Type: 0O Sole Prop O Partnership O CCorp  OSCorp  OLLC

Date Business Established:

FEIN # Effective Date:

AGC Chapter (please check one)

O Associated General Contractors of lllinois O Lake County Contractors Association O Northern lllinois Building Contractors Association
O Central lllinois Builders O Associated General Contractors of St. Louis O Mid-West Truckers Association, Inc.

O Associated General Contractors of the Quad Cities O Fox Valley General Contractors Association O Illinois Association of Aggregate Producers

O Southern lllinois Builders Association O Greater Peoria Contractors and Suppliers Association O None

Will this group health plan cover union employees? ONo OYes

Name of Workers’ Compensation Carrier: Renewal date:

Are any employees not covered by Workers’ Compensation? ONo  OYes

List employee(s) Names:

Do you have employees/retirees that reside outside of the state of lllinois? O No OYes If yes, please indicate states:

Proposed Employer Contribution

Medical (circle one) Dental (circle one) Vision (circle one)
Employee % or $ % or $ % or $
Employee & Children % or $ % or $ % or $
Employee & Spouse % or $ % or $ % or $
Family % or $ % or $ % or $
Life/AD&D % or $
Short Term Disability % or $

PLEASE ATTACH A COPY OF YOUR PLAN AND AN ITEMIZED BILL FROM YOUR CURRENT CARRIER
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Claims Administrator:
Consociate * Dansig
111 E. Decatur Street, PO. Box 1068

Employer Group Application Docar L2525
(continued)

Fax: (217) 451-9088

www.agchealthplan.com

Employer Information (please type or print)

Total number of full-time active employees: Total number of eligible employees:
(Including collectively bargained employees) (Number of full-time employees not covered by collective bargaining)

Total number of employees enrolling in AGC Group Health Plan:

Employee Classes for Life Insurance Purposes (give complete description) Eligibility | Waiting Period

Class 1 O1mo O 2mo O3mo O6mo O other
Class 2 O1mo O2mo O3mo O6mo  Oother
Class 3 O1mo O2mo O 3mo O6mo  [Jother
Class 4 O1mo O2mo O3mo O6mo [Oother

Eligibility date is on FIRST DAY of the month following the waiting period.
Waiting period for future employees: 0O 1 month 0O 2months O 3 months O 6 months O Other

The following is to be completed by groups of 20 or more total employees and/or employer providing continuation of coverage in accordance with title X
of COBRA: Is your group subject to COBRA? 5 Yes 7 No

The following question is to be completed by groups of 50 or more total employees and/or employer providing coverage in accordance with the Family

and Medical Leave Act of 1993: Is your group subject to FMLA legislation? O Yes O No

Coverage Section

Select x Reject x

Major medical (see Minimal Enrollment Requirements on next page)  You must choose one plan
X O500 0O1000 01500 O 2000A O 2000B O 2500A [O2500B O HSA1500 O HSA2500
O0/A1500 OO/A11000 OO/A11500 O O/A12000 OO/ANN500 OO/AII1000 OO/AINN1500 O O/A Il 2000

X Life and Accidental Death and Dismemberment (requires 100% participation) $4,000 Minimum Other
Optional Dental Plan (requires 100% participation) w/ Orthodontia
Optional Dental Enhanced Plan (requires 100% participation) w/ Orthodontia
Optional Premiere Plus Dental Plan (requires 100% participation) without Orthodontia
w/ Orthodontia $1,000 $1,500 $2,000
Optional Weekly Income Plan (requires 100% participation) $100 $120 $150
Optional Vision Plan (requires 100% participation) $150 $200

Optional Voluntary Life Insurance Program

Flexible Spending Account Medical Maximum/member $ Bennycard? OYes ONo
Health Saving Account (HSA) Information
HSA Administrator:
HSA Bank? OYes O No If no, local bank name and contact info:

Benny ™ Card Utilization? OYes O No
Minimum Participation Levels Are As Follows

Number of Full-Time Non-Collectively Minimum # Employees Needed to be # of Employees not Covered by AGC
Bargained Employees Covered under AGC Health Plan Health Plan that must have valid major
medical Coverage elsewhere

ONOOA~WN
A phOWWONMDNODN
WD =N -=O0

For nine (9) and above, 70% of all full-time employees must be covered by the Plan or have valid waivers, but in no case shall less than
50% of all eligible full-time (30 hours per week or more) employees be covered on the Plan.
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Claims Administrator:
Consociate * Dansig
111 E. Decatur Street, PO. Box 1068

Employer Group Application Docar L2525
(continued)

Fax: (217) 451-9088

www.agchealthplan.com

Modification of Coverage

The Trustees shall at all times have the absolute and unilateral right to modify or amend this Coverage from time to time; provided, however, that no such modification
or amendment shall be effective until thirty (30) days after written notice has been given to the Covered Employees or the Covered Employees’ employer.

Terms and Conditions of Trust

If accepted, the undersigned Employer acknowledges and agrees to participate in the AGC Health Plan on behalf of all persons to be covered pursuant to this
Employer Group Application and to pay contributions by the 1st of the month for which coverage is in effect. Rates are guaranteed for 12 months after the initial
effective date. The Trust Agreement, provisions of the Trust, or any other written instrument of the Trust, are fully binding on the Employer, and are available for
inspection by the Employer or by an Covered Person during normal business hours at the main office of the AGC Health Plan Administrator.

Payment for coverage is due by the 1st of the month for which coverage is in effect. If payment is delayed, claims will be pended and held for payment upon
receipt of premium. If payment is not received by the 15th of the month, then a lapse notice will be distributed and failure to pay amounts due by the last day of
the month will result in cancellation of coverage. Employers whose coverage is cancelled for non-payment must reapply with complete health applications to the
AGC Health Plan before coverage is reinstated. Furthermore, regardless of whether said Employer withholds funds from Employees, coverage is not in place if
all premiums are not submitted to the AGC Health Plan when due.

Employer shall furnish to the AGC Health Plan any information required through the administration of the AGC Health Plan. The Employer further agrees to make
available for inspection by the Trustees, Trust Administrator, Reinsurer, or their authorized representatives, any records it has which have a bearing on this
Employer Group Application and on any coverage made effective pursuant to the Employer Group Application. These records shall include any pertaining to eli-
gibility, payments, status, etc. The records shall be available while coverage is enforce, or for up to the earlier of three years after termination or final adjustment
and settlement of claims is made. The Employer will have its records available for inspection during the Employer’s normal business hours. The principal duty of
the Trustees is to hold the funds for which coverage is provided pursuant to the Application. The principal duty of the Trust Administrator is to administer and
manage the programs for the Trustees and for Employers who participate in the Trust. The coverage, payment or denial of claims and all other particulars are the
sole obligation of and will be fulfilled by the AGC Health Plan according to the terms of the AGC Health Plan document and according to the standard operating
procedures of the AGC Health Plan or its authorized representative. The Employer understands and agrees to inform each Covered Person of these provisions.
The Employer is deemed to act as an agent for the employee with respect to certifying employee eligibility in an approved class of employees, and with respect
to paying to the AGC Health Plan any employee contributions.

INITIALS:

ERISA Plan

The AGC Health Plan is a self-funded employee benefit plan under the provisions of the Employer Retirement and Income Security Act of 1964, as amended.

Minimum Enroliment Requirements

The participation requirements of the AGC Health Plan have been amended to allow waivers i.e. individuals with valid major medical coverage through another
carrier in the calculation of the participation formula. The Plan will continue to require employers with only two (2) full-time employees to cover both employees
on the Plan, but requirements for groups of three (3) or more employees are as follows:

Number of Full-Time Non-Collectively Minimum # Employees Needed to be # of Employees not Covered by AGC

Bargained Employees Covered under AGC Health Plan Health Plan that must have valid major
medical Coverage elsewhere

ONOOTRWN
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For nine (9) and above, 70% of all full-time employees must be covered by the Plan or have valid waivers, but in no case shall less than 50% of all eligible full-
time (30 hours per week or more) employees be covered on the Plan.
The AGC Health Plan requires 100% of all eligible employees of an Employer to enroll for life insurance. The AGC Health Plan requires the Employer to pay a
minimum of 25% of contributions due for all covered employees in the AGC Group Health Trust. The AGC Health Plan reserves the right to waive or change any
of the above requirements at any time.

INITIALS:

Underwriting Requirements

For Employers with fewer than 100 employees, the AGC Health Plan requires completion of the Employer application, Employee application, including

medical condition questions for all eligible employees and dependents and AGC Group Census Form. For Employers with 100 or employees, the AGC Health Plan
requires either completion of an employee application, including medical condition questions for all eligible employees and dependents or no less than one-year (the
most recent year) claim, premium, and enrolliment experience. Coverage is effective on the date specified by the AGC Health Plan.
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Claims Administrator:
Consociate * Dansig
111 E. Decatur Street, PO. Box 1068

Employer Group Application Docar L2525
(continued)

Fax: (217) 451-9088

www.agchealthplan.com

Termination of Coverage

Employer may cancel one or more types of coverage, except the health or basic life insurance portion, or employee classes subject to written consent from the AGC
Health Plan. Employer may terminate coverages by written notice to the AGC Health Plan Administrator at least 28 days prior to requested termination date. The
AGC Health Plan may terminate coverage for an Employer if EMPLOYER MINIMUM PARTICIPATION REQUIREMENTS are not met, employer does not promptly pro-
vide information about adding or deleting employees from its group AGC Health Plan, (The AGC Health Plan has the right to seek restitution from Employer for any
damages it incurs as result of Employer failure to report), Employer fails to make payment, or Employer fails to provide the AGC Health Plan with any other informa-
tion it needs to administer coverages, within 30 days from date of request. The AGC Health Plan will give Employer minimum of 31 days advance written notice prior
to termination date. Except, in a case of termination for non-payment of premium, coverage will be considered
terminated retroactively back to the due date of the non-paid premium. Cancellation or termination does not prejudice a valid claim existing on termination date.
Employer is solely responsible to notify covered person of termination and return to employees their portion of any contribution made after termination date. Should
an employer terminate their coverage with the AGC Health Plan, they will not be eligible to reapply for coverage for a period of two (2) years.

INITIALS:

Employer Agreement

The undersigned employer acknowledges reading the entire complete application and that the AGC Health Plan representative has explained the coverages,
limitations and exclusions, other details of the coverages applied for, and the underwriting rules and regulations of the AGC Health Plan. Furthermore, the
employer certifies that the information provided in this application is complete and true to the best of the employer’s knowledge and that the Employer is a
member in good standing of one of the sponsoring AGC Associations of the AGC Health Plan. Please be advised that the AGC Health Plan relies on the
information provided in employee health applications as the primary basic for determining the appropriate premium rate level for your group health insurance
program through the AGC. Each application must be completed in full, and signed by the applicant (and spouse if applicable). Should subsequent information
be received at any time during the first year of coverage of the group, including information from claims, which indicates an application or applications were
incomplete or inaccurate, we reserve the right to re-determine the appropriate premium rate level for your group. Further, the correct premium rates for that
recalculated level will be applied retroactively to the original effective date of the group. It is therefore very important that employers and all employees
understand the importance of complete and truthful information on each of their individual application. The Trustees, in their sole discretion, may deny benefits
or terminate coverage of a participant who has made a material misrepresentation, false warranty or omission in his or her individual health application.

Dated:

City: State:

Month, Day, Year:

Legal Business Name:

Signature:

Typed or Printed Signature:

Title:

Coverage is not in effect until the undersigned Employer receives written approval from the AGC Health Plan. No underwriting will take place on behalf of the
Employer until all required information is submitted. This includes a completed AGC Group Census Form, an Employer Group Application, and Employee
Applications with Medical Questions on all eligible employees.

Only the underwriting department of the AGC Health Plan has authority to bind or alter coverage.

Signature of Agent: Date:
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