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HR USE ONLY:
Annual Salary:
O New Hire INSTRUCTIONS:
U Full-Time (32 + hours/week) 1. Employee must complete all parts of this form.
Q Part-Time (25<32 hours/week) : : 2. Please print & complete in ink.
O Part-Time (20<25 hours/week) Child Developmen'l' Services 3. Form must be signed & dated for coverage to
Q Family Status Change: Benefit Plan Enrollment Form be effective.
Event: 4. You must initial where indicated when
Date: July 1, 2008 Plan Year waiving coverage.
Social Security #: Date of Birth: Date of Hire:
Last Name: First Name: MI:
Address: Sex: 01 Male U Female
City, State, Zip: Marital Status: a Single U Married
Telephone: 4 Divorced
Location:
PART I: MEDICAL COVERAGE - HEALTH PLANS INC Premium Deduction- O Pre-Tax O Post-Tax

(Premiums for Domestic Partners are not eligible for Pre-Tax Benefits)

U Employee & Domestic Partner (Post Tax)
U Employee/Domestic Partner/Child(ren)
Note: Premiums for Domestic Partners
Must be Post-Tax

U Employee Only

U Employee & Child(ren)

O Employee & Spouse
Initials Q Family

QO | elect Medical Coverage for:

O 1 do not want Medical Coverage

OTHER INSURANCE INFORMATION

Do you have other Medical insurance? QO Yes U No  Does your Spouse/Domestic Partner or Child(ren)? O Yes O No

If Yes: Name, address, & telephone number of Medical Insurance Company :

Name, address & telephone number of Policy holder

Effective Date of Coverage: End Date Policy Number

EMPLOYEE AND DEPENDENT INFORMATION - MEDICAL

_ ) Social Primary Current | RELATIONSHIP:
List Dependents SEX | Date of Birth Security Care Patient | h- husbhand
To be Covered: M/F | MO/DAJYR Number Provider Yes/No |w- wife
i S -son
(Gptional) d - daughter

y— dom part /male
X— dom part /female

01 Legal Spouse/Domestic Partner: (Circle One)
T - - H/W/Y /X

02 Child: T - - S/D

03 Child: T - - S/D

04 Child: T - - S/D

05 Child: / / - - S/D

If an over age 19 dependent is a full-time student please obtain and submit to Health Plans Inc. a letter from the registrar at the school.

Note Please provide address of any Dependent if different from Employee: Dependent Name:
Address: City: State: Zip:

Premium Deduction- O Pre-Tax O Post-Tax
(Premiums for Domestic Partners are not eligible for Pre-Tax Benefits)

PART Il: DENTAL COVERAGE - AMERITAS

Note: Premiums for Domestic Partners
Must be Post-Tax

4 Employee Only

U Employee + 1

O Employee + 2 or more
O 1 do notwant Dental Coverage Initials

QO 1 elect Dental Coverage for:
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EMPLOYEE AND DEPENDENT INFORMATION - DENTAL

Social RELATIONSHIP:
List Dependents SEX Date of Birth Security h- husband
To be Covered: M/F MO/DA/YR Number w- wife
S -son
d - daughter

y— dom part /male
X— dom part /female

01 Legal Spouse/Domestic Partner: (Circle One)
/ / - - H/WI/Y /X
02 Child: / / - - S/D
03 Child: / / - - S/D
04 Child: / / - - S/D
05 Child: / / - - S/D

If an over age 19 dependent is a full-time student please obtain and submit to Health Plans Inc. a letter from the registrar at the school.

Note Please provide address of any Dependent if different from Employee: Dependent Name:
Address: City: State: Zip:

PART IlI: LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT (AD&D) INSURANCE - Sun Life Financial

A) CORE LIFE AND AD&D: Paid for by the Employer
All employees working 20 hours per week: 1 X’s Salary rounded up to the next $1,000 to a maximum of $50,000.

B) SUPPLEMENTAL LIFE AND AD&D: Paid for by Employee on a Post Tax basis. (Note: If coverage is not elected within 30 days of
becoming eligible, you will be considered a late entrant and future applications will require Proof of Good Health).

Please Check Coverage Amount Below: Increments of $10,000 to a maximum of the lesser of 4x earnings or $500,000.
*Guaranteed Issue amount for first time eligible enrollees is $100,000. Any amount over this will require Proof of Good Health form.

O | elect Supplemental Life and AD&D QO 10,000 d 40,000 Q 70,000 O 100,000*
a 20,000 4 50,000 a 80,000 O Other
a 30,000 a 60,000 a 90,000

O I do not want Supplemental Life and

AD&D Insurance: Initials

O | elect Spouse Life Insurance a 5,000 d 20,000 a 35,000 Q 50,000
a 10,000 a 25,000 a 40,000
a 15,000 a 30,000 a 45,000

4 | do not want Spouse Life Insurance
Initials

Spouse amount cannot exceed 50% of Employee amount.

Beneficiary Designation: All employees MUST designate a beneficiary. If more than one Beneficiary is named, indicate percentage.

Date of
Name of Beneficiary Relationship | Social Security #| Birth Address %
Primary
Primary
Secondary

C) DEPENDENT LIFE INSURANCE - Paid for by Employee on a Post Tax basis
(The employee will be the beneficiary)

a | elect Child Life Insurance: Qa 2,500 Qa 7,500 4 | do not want Child Life Insurance
O 5,000 O 10,000 Initials

Note: Dependent Child(ren): 14 days to Age 1 year Benefit is limited to $500

PART IV: SHORT TERM DISABILITY - Sun Life Financial

All employees working 20 hours per week are eligible.

Paid for by the Employer, therefore the benefit is taxable to the Employee.
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PART V: OPTIONAL LONG TERM DISABILITY - Sun Life Financial - Paid by Employee on a Post Tax Basis
(Non Taxable Benefit)

U I elect Long Term Disability Insurance
U4 1 do not want Long Term Disability Insurance Initials

Note: If coverage is not elected within 30 days of first becoming eligible, you will be considered a late entrant and future
applications will require Proof of Good Health

PART VI: MEDICAL EXPENSE REIMBURSEMENT ACCOUNT - Administered by HPI Pre-Tax

O I elect to participate in Employer sponsored Medical Care Reimbursement Account Program.
| authorize $ per pay period for a maximum of 24 pay periods to be used for Medical Care Reimbursement.

Annual contribution $

Maximum of $1,000 annually; Minimum of $240 annually (to be pro-rated based on date of hire)
O I do not want to participate in the Medical Care Reimbursement Account Program Initials

Note: Most over the counter medications are eligible for reimbursement. Please see list of eligible items.

PART VII: DEPENDENT CARE REIMBURSEMENT ACCOUNT - Administered by HPI Pre-Tax

O | elect to participate in Employer sponsored Dependent Care Reimbursement Account Program.

| authorize $ per pay period for a maximum of 24 pay periods to be used for Dependent Care Reimbursement.

Annual Contribution $

Maximum of $5,000 or $2,500 if married filing separate returns

O | do not want to participate in the Dependent Care Reimbursement Account Program Initials

PART VIII: AUTHORIZATION

I hereby request coverage for myself and all dependents as indicated on this form and authorize my employer to make necessary

deductions from my earnings unless indicated otherwise. | understand that if 1 do not enroll when first eligible, I will not be able to obtain
coverage in the future except at annual enrollment or within 30 days of a family status change as listed below:

1. Marriage; 2. Divorce or legal separation; 3. Death of a spouse or dependent; 4. Birth or adoption of a child; 5. Termination or
commencement of spouse’s employment; 6. A change in employment status of the employee or his/her spouse from part-time to full-
time, or full-time to part-time; 7. The taking of an unpaid leave of absence by the employee or his/her spouse; 8. A significant change
in the health coverage of the employee or his/her spouse’s employment.

| certify that all the information furnished by me is true and correct. | understand that if | have provided any false, incomplete, or misleading
information, then my coverage under this Plan may result in a denial of all benefits. 1 understand that all benefits are subject to the terms and
conditions stated in the certificates.

Notice: A person commits insurance fraud, if he or she submits an application or claim containing a false or deceptive statement
with intent to defraud (or knowing that he or she is helping to defraud) an insurance company.

I understand that an employee must be actively at work on the effective date for Life and/or Disability coverage to begin. I also understand
that my dependents must not be totally disabled for Dependent Life Coverage to go into effect.

Employee

SIGNATURE DATE

***PLEASE DO NOT FORGET TO SIGN AND DATE THIS FORM ***
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Group Enrollment / Change or Waiver Form COBRA-f the individual is a continuee:

Qualifying Event AM&%MW
Date Of Event 5900 O Street, Lincoln, NE 68510
START HERE  pieast prvr v sack mk MAILING ADDRESS:
PO BOX 81889, LINCOLN, NE 68501
POLICY AND DIV. # 010- CERT# 800-659-2223 / FAX: (402) 465-6133
NAME AND ADDRESS OF EMPLOYER (Policyholder)
170 ENROLL
EMPLOYEE INFORMATION
SOCIAL SECURITY NUMBER DEPT.#
EMPLOYEE'S LAST NAME, FIRST, Ml
DATE OF BIRTH [ MALE [ FEMALE
FULL TIME DATE OF HIRE [J REHIRE - REHIRE DATE
OCCUPATION
HOURS WORKED EACH WEEK ARE YOUR EARNINGS PAID: [JHOURLY OR DSALARlED
STREET ADDRESS CITY STATE ZIP

TYPE OF COVERAGE [ DENTAL [J VISION MARITAL STATUS [J SINGLE [0 MARRIED
ARE YOU COVERED FOR DENTAL INSURANCE UNDER ANOTHER PLAN? EMPLOYEE:LC1YES CINO  DEPENDENTS: L] YES CINO
ARE YOU COVERED FOR VISION INSURANCE UNDER ANOTHER PLAN?  EMPLOYEE:C1YES CINO  DEPENDENTS: (I YES [ NO

DEPENDENTS TO BE INSURED:(0) L1 NONE (1) (0 SPOUSE ONLY (2) [ SPOUSE & CHILDREN (3) CJ CHILD(REN) ONLY- # OF CHILDREN:
DEPENDENT COVERAGE INFORMATION. LIST ALL ELIGIBLE DEPENDENTS TO BE ADDED OR DELETED. (Employee must be enrolled to cover dependents)

PRINT FULL LEGAL NAME (LAST, FIRST, M)

(LIST ALL COVERED DEPENDENTS) ADD | DROP RELATIONSHIP SEX DATE OF BIRTH SOCIAL SECURITY NUMBER
1 ||| SPOUSE

2 | —

3 | [ —

4 ]

PLEASE SIGN (EMPLOYEE / POLICYHOLDER SIGNATURES)

As an employee, | hereby apply for, or waive (if indicated), group insurance, for which | am eligible or may become eligible. If contributions are required, | authorize my employer to deduct premiums
from my salary. THE FOLLOWING APPLIES ONLY TO SECTION 125 FLEXIBLE BENEFITS PLANS: | am signing up for coverage until the next enrollment period except in the case of a change in family status.
This information was explained in the plan’s solicitation materials which | have read and understand. I certify that the information | have provided is complete and accurate. The policyholder certifies
the date of employment, job title, hours worked and salary information are correct according to the Policyholder’s records.

X X

Employee Signature (Do Not Print) Date Policyholder Signature
In several states, we are required to advise you of the following: Any person who knowingly and with intent to defraud provides false, incomplete, or misleading information in an application for
insurance, or who knowingly presents a false or fraudulent claim for payment of a loss or benefit, is guilty of a crime and may be subject to fines and criminal penalties, including imprisonment. In
addition, insurance benefits may be denied if false information provided by an applicant is materially related to a claim. (State-specific statements on back.)

EMPLOYEE LATE ENTRANT DATE Reche Effective Date Class Dep. Code
DEPENDENT LATE ENTRANT DATE

DTOCHANGE h ok Kk ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok khkhkkkkk* K KKK KKK KKK KK K Kk kK

[] NAME CHANGE
NEW NAME OLD NAME REASON EFFECTIVE DATE;
[0 ADD DEPENDENT COVERAGE
IF DUE TO MARRIAGE, WHAT IS THE DATE OF MARRIAGE?

WAS SPOUSE COVERED FOR DENTAL AT HIS / HER PLACE OF EMPLOYMENT PRIOR TO REQUEST TO BE ADDED? LJ YES L NO
IF “YES,” THE FOLLOWING INFORMATION IS NEEDED. LENGTH OF TIME SPOUSE

WAS INSURED UNDER HIS / HER EMPLOYER'S COVERAGE: REASON COVERAGE STOPPED:
DATE COVERAGE STOPPED:
[] DROP DEPENDENT COVERAGE NAME OF DEPENDENT: ReasoN: L] bivorce L peath [ COVERAGE ELSEWHERE*
[_JANNUAL ELECTION PERIOD [_] OTHER: EFFECTIVE DATE:
NUMBER OF DEPENDENTS STILL COVERED: *NAME OF DEPENDENT'S INSURANCE COMPANY
*NAME OF DEPENDENT'S EMPLOYER [] TERMINATION EFFECTIVE DATE
[ ] TO WAIVE * Kk Kk K K K K K K K K K KK KKK KKKKKKKKKKKKKKKKKKKK*KKK*K*K*K*K***

IF'YOU DO NOT WANT COVERAGE, COMPLETE THE WAIVER SECTION. THE WAIVER MAY NOT BE ALLOWED FOR THIS PLAN, CHECK WITH YOUR EMPLOYER.
| have been given an opportunity to apply for Group Insurance offered by my employer, and have decided not to accept the offer for:
O mvself (does not applv to TRUST policies) [T spouse only [ child(ren) only [ spouse and child(ren)
because Name of Insurance Co. & Employer of Dependent
Should | desire to apply for dental insurance in the future, | realize that a “late entrant” penalty may be applied.
GR 875 Rev. 10-00



Note for California Residents: California law prohibits an HIV test from being required or used by health insurance
companies as a condition of obtaining health insurance coverage.

Note for Colorado Residents: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment,
fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who knowingly
provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or
attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall
be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

Note for Florida Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a
statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

Note for New Jersey Residents: Any person who includes any false or misleading information on an application for an
insurance policy is subject to criminal and civil penalties.

Note for Oregon and Virginia Residents: Any person who, with intent to defraud or knowing that he is facilitating a fraud
against insurer, submits an application or files a claim containing a false or deceptive statement may have violated state law.

Note for Pennsylvania Residents: Any person who knowingly and with intent to defraud any insurance company or other
person, files an application for insurance or statement of claim containing any materially false information or conceals for the
purpose of misleading information concerning any fact material thereto commits a fraudulent insurance act, which is a crime
and subjects such person to criminal and civil penalties.

TIPS FOR FILLING OUT THIS FORM
TO ENROLL

Missing, incomplete or illegible information can cause delays in adding new employees to the system and could create errors
in billing. To ensure proper handling of your enrollment forms, please make sure the following areas are completed:

Policy Name and Group Number — to make sure plan members are added to the correct group.

Department/Division Numbers — so plan members are added in the proper locations, and appear in the appropriate section
on the billing if the group has multiple departments or divisions.

Social Security Numbers — the most important identifier for plan members when calling in with claims or administrative
guestions. Please double check to make sure your social security number is accurate and written clearly.

Full-time Employment Date — needed so the correct effective date is calculated for new members.
Class Number — needed when the plan has more than one class of employees.

TO CHANGE

Changing Dependent Codes — \When adding or dropping dependents, please note whether this change is because of a “life
event” or for some other reason. (Examples of life events: marriage, birth of a child, divorce . . . ) Please remember to include
the date of the event. Late entrant status will be applied if a life event is not included. Be specific when changing status so all
dependents who are still eligible will be covered.

IMAGING

In order to provide better service, our administration system utilizes image technology. In the image environment, we scan your
enroliment forms into our system, making them easier and faster to access. Better quality forms help us to process your
enroliments faster. Unfortunately, certain forms are difficult or impossible to scan. The following list of helpful hints will make
your forms easier to scan:

Do:

1) submit clear, legible enrollment forms.

2) underline or circle important information.

3) use blue or black ink.

Don't:

1) submit dark copies as they appear black on imaging.

2) highlight, which blackens the area so it cannot be read.

3) write on the top or bottom margins. This information is not always captured on the image system.



Child Development Services

HealthPlans

A HARVARD PILGRIM COMPANY

Medical Benefits for Group 001AE1  Effective 7/1/07

(]

\

L]

Summary of Benefits m }\

3

IN-NETWORK OUT-OF-NETWORK

Annual Deductible

Single: $0 $750

Family: $0 $1,500
Annual Out-Of-Pocket Maximum (includes deductible)

Single: $2,000 $4,750

Family: $4,000 $9,500
50%
50%
MENTAL AND NERVOUS DISORDER TREATMENT BENEFITS:
In-Patient Treatment/Partial Hospitalization: (60 days lifetime max) 70% 50%
Out-Patient Treatment: (24 visit calendar year maximum) $10 copay then 100% 50%

The following mental illnesses will be paid at the same benefit level provided for medical treatment: psychotic disorders, dissociative disorders, mood
disorders, anxiety disorders, personality disorders, paraphilias disorders, attention deficit disorder, pervasive disorders, tic disorders, eating disorders

and substance abuse disorders.

Other Services

Routine Colonoscopy (Age 50+) 1 per person per cy

Private Duty Nursing

Skilled Nursing Facility (100 day calendar year max)

Home Health Care (100 visit calendar year max)

Hospice Care

Diagnostic X-ray & Lab

Chemo/Radiation Therapy

Physical, Speech & Occupational Therapy (combined maximum
of $3,000 per person per calendar year)

DME ($1,500 calendar year maximum)

Ambulance

Anesthesia

Allergy Injections

Cardiac Rehabilitation

Infertility Diagnosis (Treatment is not covered)

$10 copay then 100%
70%

70%

70%

70%

100%

70%

$10 copay then 100%

100%

70%

70%

$10 copay then 100%
70%

70%

50%
50%
50%
50%
50%
50%
50%
50%

50%

70% deductible waived
50%

50%

50%

50% after deductible

Health Plus Pharmacy Benefits
Prescriptions: 30 day supply
31-90 day supply

$15 Generic/$20 Preferred Brand/$35 Non Preferred Brand
$30 Generic/$40 Preferred Brand/$70 Non Preferred Brand

UTILIZATION REVIEW / HOSPITAL PRE-CERTIFICATION is provided by Care Management Services (CMS). CMS can be contacted at
1-866-325-1550. Precertification must be obtained for all hospital admissions. Failure to precertify may result in a reduction of benefits.

$1,000,000 Lifetime Maximum

NOTE: 1) Deductible and co-insurance are per plan year. 2) Copays do not accumulate towards the out-of-pocket. 3) Definition of a dependent child is
birth to age 19 (25 if full time student). 4) In-network physicians accept the maximum allowable charges and do not balance bill. 5) Out-of network

physicians may require payment up front and may balance bill amounts over reasonable and customary.

This summary does not describe all terms, conditions and limitations.

001ae1_aelmed001/iel
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services

Director’s Office, 146 Statehouse Station, Augusta, Maine 04333, 207.624.6660, 207.624.6661

Employee Procedures for Accessing CDS Wellness Program Benefits

Effective 07/01/2008

Gym Reimbursement Procedures

1. Child Development Services will reimburse employees up to a maximum of $30.00 per month for
attending a gym. If charge is $25, they receive $25, not $30.

2. Employees will need to obtain written verification that they have attended the gym at least 12 times
during the previous month. This must be submitted along with a CDS Wellness claim form to the CDS
State Human Resources Manager at 146 State House Station, Augusta, Maine 04333 for reimbursement.
(This is the only part of the wellness program that must go on a wellness form and cannot be put on an
HPI1 form.)

3. Employees will receive their reimbursements directly from CDS State via the Payroll system. Itis a
taxable reimbursement that appears on a different line on the paycheck noted as such. You must submit
your request for reimbursement on or before the Friday prior to payroll in order to receive your
reimbursement on that payroll.

4. In the event an employee does not meet the necessary attendance requirements in a certain month, s/he will
not be entitled to receive the benefit for that month. However, reimbursement will be considered for any
month when the proper documentation is presented.

Weight Watchers Enrollment/Billing Procedures

1. Inorder to participate in the Weight Watchers Program at a Weight Watchers location, employees will need
to obtain a coupon booklet from CDS State by submitting a CDS Wellness form.

2. If an employee participates in an on-site WW program, s/he will have to pay in advance and submit the
receipt along with an HPI claim form (not a CDS Wellness form) to Health Plans Inc. at PO Box 5199,
Westborough, MA 01581 for reimbursement.

If you sponsor a WW at Work Program at your site (15 or more employees), you may apply for up front
payment for your site attendees. This is accomplished by completing an HPI claim form and submitting the
claim form with a separate sheet of paper listing all attendees by name and with either a social security or
employee id number next to the name. For prepay CDS Site WW at Work Programs ONLY, send the
form and the paper to CDS State IEU HR Manager in Augusta.

3. Proof of attendance will be required so employees must receive a copy of their attendance date and
instructor’s initials noted by the last business day of the month to continue participation. If no HPI Claim
form has been sent to CDS State Human Resources, please send a wellness form with this proof. Faxes and
other digital images are acceptable as long as the instructor’s initials are present.

4. Employees must attend three or more sessions per month to continue to receive this employer sponsored
benefit. Extenuating circumstances and vacations will be given consideration if participation drops below
the required number of sessions. Contact CDS State HR with questions or concerns.

Page 1 of 2
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Director’s Office, 146 Statehouse Station, Augusta, Maine 04333, 207.624.6660, 207.624.6661

Employee Procedures for Accessing CDS Wellness Program Benefits

Effective 07/01/2008

5. If employees are using the coupon program and wish to discontinue participation or fall below the
participation requirements, they must return their unused coupons to HR immediately at the address above.

6. In the event an employee discontinues participation in the program s/he will not be eligible for the benefit
again until the next plan year.

Smoking Cessation Procedures

Available without limits. Can access the benefit until successful. No max program cost for reimbursement.
Covered at 100%. All incurred expenses should be sent to HPI for reimbursement using an HPI claim form, not a
Wellness Claim form.

Acupuncture

$30 copay, then coverage up to 100% with annual limit of 36 visits. Must use a licensed Acupuncturist, but need
not be prescribed by MD. Paid by submission to HPI on claim form or by provider directly using an HPI claim
form, not a Wellness Claim form.

Massage Therapy Procedures

$30 copay, then coverage up to 100% with annual limit of 36 visits. This procedure must be prescribed by a
physician. Without the physicians’ script, reimbursement will not be paid. This claim should be submitted directly
to HPI using an HPI claim form, not a Wellness Claim form.

Page 2 of 2
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services

SECTION 1: MEMBER INFORMATION SECTION 2: Group # 001AE1

Name: BENEFIT REQUESTED
(Please Circle)
Address:
Weight Watchers (Max of $750/Calendar Year)
IS?[# Gym Reimbursement (Max of $30 per Month)
Ite:
Date of Hire:

SECTION 3: SERVICES FILED FOR REIMBURSEMENT

Dates Attended Type of Service Charge Total
Reimbursement

Requested

Authorization for claims payment:

| hereby attest that the above filed claim is in reference to myself or my covered dependent on the CDS Health Plan.

Signature Date

HR Signature Date

EACH CHARGE MUST BE LISTED SEPARATELY. PLEASE ATTACH ALL
RECEIPTS.

Submit this form and supporting documentation to CDS Human Resources Department in Augusta.

Healey & Associates, Inc. July 2007



CHILD DEVELOPMENT SERVICES

Policy No. 29828
Dental Highli

Dental Plan Summary Effective Date: 12/1/2007
Coinsurance

Type 1 100%

Type 2 80-90-100%

Type 3 50%
Deductible $50/Calendar Year Type 2 & 3

Waived Type 1
No Family Maximum

Maximum (per person) $1,000 per calendar year
Allowance 90th U&C
Waiting Period None

Orthodontia Summary - Child Only Coverage

Allowance U&C
Coinsurance 50%
Lifetime Maximum (per person) $1,000
Waiting Period None

Sample Procedure Listing (Current Dental Terminology © American Dental Association.)

Type 1 Type 2 Type 3

e  Routine Exam o  Sealants (age 16 and under) o Inlays

(2 per benefit period) e  Restorative Amalgams e  Onlays
. Bitewing X-rays . Restorative Composites . Crowns

(2 per benefit period) o  Endodontics (nonsurgical) (1 in 5 years)
o Full Mouth/Panoramic X-rays o Endodontics (surgical) o Crown Repair

(1 in 3 years) . Periodontics (nonsurgical) . Implants
o Periapical X-rays o  Periodontics (surgical) o  Prosthodontics (fixed bridge; removable
. Cleaning . Denture Repair complete/partial dentures)

(2 per benefit period) o  Simple Extractions (1 in 5 years)
o  Fluoride for Children 18 and under o  Complex Extractions

(1 per benefit period) e Anesthesia




CHILD DEVELOPMENT SERVICES ﬁ
Policy No. 29828 AMERITAS.
Dental Highli GROUP

Ameritas Information
We're Here to Help
This plan was designed specifically for the associates of CHILD DEVELOPMENT SERVICES. At Ameritas Group, we do more than provide

coverage - we make sure there's always a friendly voice to explain your benefits, listen to your concerns, and answer your questions. Our customer
relations associates will be pleased to assist you 7 a.m. to midnight (Central Time) Monday through Thursday, and 7 a.m. to 6:30 p.m. on Friday. You
can speak to them by calling toll-free: 800-487-5553. For plan information any time, access our automated voice response system or go online to

ameritasgroup.com/member.

Dental Rewards®
Your dental plan lets you qualify to carry over a portion of your unused annual maximum benefit to use toward future covered dental expenses. You
can qualify for this money-saving feature by filing a dental claim during each benefit year and not exceeding your plan threshold listed below.

Plan Threshold $500 The minimum amount of unused maximum in a calendar year in order to
qualify for carryover

Annual Carryover Amount $250 Amount that is added to the following year's maximum

Maximum Carryover $1,000 The highest possible maximum including carryover

Pretreatment

While we don't require a pretreatment authorization form for any procedure, we recommend them for any dental work you consider expensive. Asa
smart consumer, it's best for you to know your share of the cost up front. Simply ask your dentist to submit the information for a pretreatment
estimate to our customer relations department. We'll inform both you and your dentist of the exact amount your insurance will cover and the amount
that you will be responsible for. That way, there won't be any surprises once the work has been completed.

Late Entrant Provision
We strongly encourage you to sign up for coverage when you are initially eligible. If you choose not to sign up during this initial enrollment period,

you will become a late entrant. Late entrants will be eligible for only exams, cleanings, and fluoride applications for the first 12 months they are
covered.

This document is a highlight of plan benefits provided by Ameritas Life Insurance Corp. as selected by your employer.
It is not a certificate of insurance and does not include exclusions and limitations.
For exclusions and limitations, or a complete list of covered procedures, contact your benefits administrator.





our rewards

B Wouldn't it be great if you could

be rewarded for practicing good
oral wellness? With our Dental
Rewards’ you are, automatically.
So keep up the good work.

With Dental Rewards' increasing
annual maximum feature, you can “earn” additional
money toward future years’ annual maximums. That

way, the money Is available when you need it most.

Qualify for rewards by: Rewards will not be
* Submitting at least one Annual maximum for Type 1, 2 & 3 (Preventive, Basic, Major) $ 1,000 earned when:
dental cl fi . i
ental claim per year for Annual dental reward (carryover) toward next benefit year +$ 250 Wouse ot extranr|

a covered procedure. dental claims exceed

S Reepingyouttonl Next benefit year's annual maximum + dental reward $ 1,250 o
paid claims under the e e A et resildImé £ $500 (e g s ot el 15— No dental claims for
plan’s annual benefit applicable. Your annual maximum can increase up to $2,000 total. covered procedures are
threshold limit. submitted during the year.
To earn rewards in subsequent years, follow the same guidelines. If this happens, no rewards are earned and all accumulated rewards
Rewards may be accumulated from one year to the next, up to the from previous years are given up. However, you can continue building
maximum reward accumulation amount. rewards again the very next year.

Check your Dental Rewards benefits online at FIRST
ameritasgroup.com, in New York at firstameritasgroup.com, or AM
call our Customer Relations Department at 800.487.5553. LEEI}QIS-[Q\%CE CORP. ERITAlS{ UP
OF NEW YORK
We're Ameritas. We're for people™
Ameritas Group, a division of Ameritas
designs may not be available in all ar
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B E N E F |_ EX Enrollment Information 2008/2009

HEALTH CARE AND DEPENDENT CARE
REIMBURSEMENT ACCOUNTS

Who Should Enroll?

If you answer *“yes” to any of the questions below, you can probably save money by
participating in the plans explained below. You may enroll by completing the
enrollment form and returning it to your Human Resources Department.

The plan year begins on July 1, 2008. This will be your only opportunity to sign up
for 2008/2009 plan year.

Health Care Reimbursement Account
Do you or someone in your family need new glasses or contacts?

Do you expect to have any medical, dental, orthodontia or hearing expenses not
covered by insurance-including deductibles and co-payments?

Dependent Care Reimbursement Account
Do you pay for a sitter, housekeeper or day care center to care for your child?
Do you pay for an after-school program?

Do you pay for a day care program or nurse to care for an elderly or incapacitated
relative?

How Do The Reimbursement Accounts Work?

These accounts work much like checking accounts. In June of each year, you decide
how much you want to deposit in each account for the following plan year.

The money is automatically deducted from your check each pay period in equal
amounts-before taxes are taken out. This applies to federal, state and local taxes, and
Social Security tax.

When you pay expenses that qualify under the plan, submit a claim form, and you
will be reimbursed in tax-free dollars from your account.
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What is The Pre-Tax Advantage?

To understand the pre-tax advantage, look at the example below of an employee
paying $500.00 in expenses. Assume the employee’s tax rate is 30%.

With Without
Reimbursement Account Reimbursement Account
Paid expense $500 $500
Taxes paid on $500.00 $ 0 $150
Amount employee needs $500 $650
to earn to pay expense
Tax Savings $150 $ 0

What are Some Eligible Health Care Expenses?

You can use your Health Care Reimbursement Account Plan to reimburse yourself
for health care expenses that are not covered by any medical or dental insurance. A
list of eligible expenses is included.

NOTE: If you use the Health Care Reimbursement Account Plan for these expenses,
you cannot take a tax deduction for the same expenses.

What are Eligible Dependent Care Expenses?

You can use the Dependent Care Reimbursement Account Plan to reimburse child or
dependent care expenses that are necessary for you (or if you are married, you and
your spouse) to work outside the home. The maximum deposit for the year is $5,000
per joint or single tax return ($2,500 if married filing separately).

These expenses include the cost of a day care center, babysitter, or a nurse in your
home. You cannot pay one dependent, your teenage daughter, for example, to care for
another dependent.

An eligible dependent for this plan is a dependent under age 13 or a dependent or
spouse of any age who is physically or mentally incapable of self care. For example,
daycare expenses for a parent or a spouse who resides in your home are eligible.
However, expenses for a nursing home are not an eligible expense.

The amount to be reimbursed must not be greater than your income or your spouse’s,
whichever is lower. For example, if you earn $20,000 per year and your spouse earns
$4,000 per year, the maximum you can be reimbursed for dependent care is $4,000.

If you choose to be reimbursed for dependent care expenses under this plan, you
cannot take advantage of the federal dependent care tax credit for the same expenses.
If your adjusted gross income (your total family income less qualifying deductions) is
greater than $24,000, you should consider using the Dependent Care Reimbursement
Account for the first $5,000 of child care expenses. If your adjusted gross income is
less than $24,000, you may be better off using the federal dependent care tax credit
first.
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How and When Do | File a Claim?

An expense is incurred when the service is provided, not when you are billed or when
you pay for it.

You may continue to file claims for eligible expenses incurred during the plan year
after the plan year has ended. You have until September 30th of the following year to
do so. For example, if you incur $600 of eligible health care expenses in 2008/2009,
you may submit your claim for those expenses at any time through September 30,
2009. All requests for reimbursement need to be received at Health Plans, Inc. by
5:00 p.m. on September 30, 2009. However, it is not recommended that you wait this
long.

If you have health care expenses that are covered by any medical or dental plan, you
need to first submit your claims for the expenses to the organizations providing
coverage. If you are not reimbursed in full for your covered expenses, you should
then submit a Reimbursement Account Plan Claim Form.

What Happens if | Leave the Company During the Plan Year?

In the event your employment terminates, an extension under COBRA will be offered
if the remaining benefit available to you under the health FSA is greater than the
balance of your premium for the year. Dependent Care Accounts are not subject to
COBRA.

Health Reimbursement Accounts allow the total annual election amount to be
available to you at all times during your participation in the benefit. This amount will
be reduced by prior reimbursements during the year.

Dependent Care Accounts allow the total amount deposited into the account at the
time you stopped participation to be available to you, less any claims already
reimbursed.

You may continue to submit claim forms for eligible health care and dependent care
expenses incurred prior to the date your participation ceased. You have until
September 30th of the following year in which you cease participation to submit all of
your claims for reimbursement, unless otherwise indicated in your Flexible Spending
Account Summary Plan Description Booklet.
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What Happens if | Have Any Money Left in my Accounts at the
End of the Year?

If you have any money left in your accounts at the end of the year, and you have no
outstanding claims for eligible expenses incurred during the year, (except as
permitted under the grace period, if applicable) IRS rules require that you lose your
unused balance. Unused balances from all participants will be used to offset the
expense of administering the plan.

Planning Your Health Care Reimbursement Account
Using this plan can be tax-effective, but you have to plan carefully. If you have not
participated in the plan in the past, the worksheet below can help you decide on the
amount you decide to contribute.

Add up these health care costs that you expect to pay in 2008/2009

Your share of medical coverage $
(deductibles, co-payments).

Dental & Medical expenses $
that are greater than the plan

maximums.

Health care expenses not covered $

by your medical or dental plan.

TOTAL- Consider depositing this $
amount in your account.

Does the Use It or Lose It Rule still apply?

Yes. The grace period allows active participants 2 ¥ months longer to incur eligible
expenses. Once the grace period ends, on September 15th, any remaining account
balance is no longer available. It will be forfeited. In other words, if you enrolled as
of July 1, 2008 and are an active participant as of June 30, 2008, you have until
September 15, 2009 to incur eligible expenses and to submit those eligible expenses
and all corresponding documentation for reimbursement. After September 15, 2009,
any remaining account balance is no longer available for reimbursement.

Is There Anything Else I Need to Know About The Reimbursement
Accounts?

Your total elected deposits to your reimbursement accounts are for one year only.
They can be used to reimburse you for expenses incurred only in that year (except as
permitted under the grace period, if applicable). Next year you can change the total
amount of your deposit in your accounts, or you can decide not to participate at all.
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You cannot make any changes in your deposits or end your participation during the
year unless you have a change in family status, such as marriage, divorce, death or
birth of a dependent, or termination of employment of your spouse. Any changes in
your participation must be on account of and consistent with the change in family
status.
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The following list, while not intended to be complete,
gives examples of eligible expenses under the plan:

abortions

acupuncture

alcoholism

ambulance hire

artificial limbs

artificial teeth

birth control pills

braces (see orthodontia)

Braille-books and magazines

chiropractors

Christian Science practitioner’s fees

co-insurance

cosmetic surgery for congenital
abnormalities, accidents/
traumas or a disfiguring disease

crutches

deductibles

dental fees

dentures

fees for healing services

hearing devices and batteries

home improvements motivated by
medical consideration

hospital bills

insulin

laboratory fees

lead base paint removal

medical information retention
services

medication (requires a written pre-

scription by a physician for its use)

nurses’ fees

operations

orthodontia (reimbursement equally
over the time period of care)

orthopedic shoes

oxygen

physician fees

physician recommended pools or
spas (medical services only)

physician recommended weight
loss or smoking cessation
(reimbursement if prescribed in
relation to medical illness only)

psychiatric care

psychologist fees

routine physicals

“seeing-eye” dogs and their
upkeep

special education for the blind

sterilization fees

surgical fees

therapy treatments

travel expenses (only for person
seeking treatment)

vitamins by prescription

wheelchairs

wigs

X-ray

Generally not covered
medical expenses:

breast pumps
cosmetic surgery
dietary supplements
health club dues
insurance premiums
massage therapy (unless to treat
an injury or trauma and a
letter
is issued from a physician)
rogaine
teeth whitening
travel expenses for companion
vitamins & medications
beneficial
to general health, prescription
medication for cosmetic use
including but not limited to:

Adipex Tenuate dospan
Phentermine Vaniga
Propecia Xenical

Retin A
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Eligible dependent
care expenses:

after school or extended day
programs
au pair expenses
custodial or elder care expenses
educational expenses (ie.
pre-kindergarten/nursery
school)
summer day-camp
expenses paid to a relative
(unless
relative is a tax dependent of
the participant or child under
age 19)
care for mentally handicapped
child
Please note: all monies paid
to daycare providers must be
claimed on their Income Tax
Return even if that person is
a relative of the participant.

Dependent care
expenses not eligible:

educational expenses for
Kindergarten or above

food expenses

overnight camp (even if cost is
separated between daycare
and overnight care)

registration fees

transportation expenses





Does My Plan Allow for Reimbursement of
Over the Counter Medicine or Drugs?

Your plan does allow for Over The Counter (OTC) medicines and drugs to be eligible health reimbursement
items. An eligible OTC item is a medicine or drug that is used for "medical care" for the diagnosis, cure,
mitigation, treatment, or prevention of disease or for the purpose of affecting any structure or function of the
body. Items that are taken only for an individual's general health and well-being are not reimbursable. The
following is a list of drugs that fall into three categories. The categories are determined by the items main
purpose. These lists are not intended to be exhaustive. Other drugs not listed may fall into the categories
described below.

These items are typically reimbursable with only a proper receipt. No recommendation from a health
care provider is needed.

Allergy Prevention & Treatment Eye Drops for Allergy/Cold Relief
Antacids and Acid Reducers Hemorrhoid Treatments

Anticandial Internal Analgesic /antipyretic
Antihistamines Menstrual Cycle Medications
Antidiarraheal and Laxative Migraine

Anti-fungal Motion Sickness Medication
Anti-itch Lotions & Creams Nicotine Gum or Patches

Cold Sore/Fever Blister Pediculicide

Cough Suppressants Toothache and teething pain relievers

Decongestant/Nasal Decongestant & Cold Remedies
Diaper Rash Ointment

These items would need a health care provider’s note listing diagnosis of a medical condition and
recommendation of OTC drug.

Anti-baldness/hair loss/hair replacement

Medicated shampoo

Dental fluoride treatments, special mouthwashes, or treatments for gingivitis
Fiber supplements

Glucosamine

Herbal supplements

Nose strips

Retin-A

Weight Loss/dietary supplements

These items would not be eligible for reimbursement.

Deodorants

Face creams, moisturizers, eye creams, and wrinkle reducers
Hair removal treatments and waxes

Mouth washes, antiseptics and oral anesthetics

Teeth whitening kits, and powders

Toothpaste

Vitamins
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