Application for New Jersey CIGNA HealthCare
Small Employer

Health Benefits Policy CiGNA
H POUCY NUMBER (CIGNA use only} REQUESTED EFFECTIVE DATE

Please Print or Type E mﬁfp iy

“SECTION i: POLICYHOLDER INFORMATION A e e SIS S

1. POUCYHOLDER (Full Legal Neme of Company) 13 'I’AXIENTFEAWMJHBER

3. MAINADDRESS (Sveel) (City} {State) @p Code}
MAIUNG ADORESS (Shoo (Cityy {State) @ip Cods)
TELEPHONE FASCMRE
( ) _ ( )

& NAME OF CORRESPONDENT ™TME

5. TYPE OF ORGANIZATION
. 0O Corporation 0O Partnershlp D Proprietorship [ Other (Expfain):
8. NATURE OF BUSINESS (Specily) : SICCOOE |

7. NUMBER OF EUIGIBLE EMPLOYEES iIN YOUR COMPANY 8. NUMBER OF ELIGIBLE EMPLOYEES TO BE INSURED
* Refer 1o the New Jecsey Smed Employer Certification for the delnition of an eligible empioyee. .

9. CLASSOR CLASSES TO BE EXCLUDED/INCUUDED FOR THE DEFINITION OF AN ELIGIBLE EMPLOYEE 10. INSURANCE COVERAGE REQUESTED FOR:
0 Employees Only [0 Employees and Dependents
1, gw%%c&% , O Yes 12. WAITING PERIOD BEFORE EMPLOYEES BECOME INSURED (May Not Exceed 6 Months)
Present Employees ' I New or Rehired Employees
13. WHAT PEACENTAGE OF THE PREMIUM WILL THEEMPLOYERPAY . DEPOSIT _ | PREMUMPAD .
' ' $ OO Monthly O Quartedy

Premium will be due és of the effective date. The premium for the first month of coverage must be attached.

AFFILATES, SUBSIDIARIES OR BRANCHES: {(Must be included for puposes of participation)

NUMBER OF . NUMBER OF .
© ' ELIGIBLE EMPLOYEES ELIGIBLE EMPLOYEES : . :
LEGAL NAME & LOCATION IN THIS COMPANY TO BE INSURED TYPE OF ORGANIZATION NATURE OF BUSINESS

* CIGNA HealthCare means CIGNA HealthCare of New Jersey, Inc. and/or CIGNA HealthCare of Northem New Jetsey. inc. and/or Total Health of New
Jersey (COMED) and/or Connecticut General Life lnsxnnce Ootroany

POINT-OF-SERVICE PLAN oemns (HMO POS)
Plan [0 $10 copay in-network/out-of-network D $5 eopay ln-netwo:k/wtd-network

(70% coinsurance) - (70% coinsurance)
0 $10 copay in-network/out-of-network O $5 copay in-network /out-of-network
(80% coinsurance) (80% coinsurance)
Out-of-network Deductible options [ $250 01 $500 0 $1,000
HMO PLAN OPTIONS RIDERS (Oniy Avallabie for HMO Flans and POS in-Network}
Co-payment Options [0 $5 O $10 O $15 0O $20 Prescription Drug Rider [ Card/Mall Order [ None

NON STANDARD OPTIONAL BENEFIT RIDERS
In-hospital Rider [J Waive In-hospital deductible/admission [J None

509493 Rev.1-99



Application for New Jersey
Small Employer
Health Benefits Policy (Continued)

SECTION Iii: ALL QUESTIONS MUST -BE ANSWERED

1. Is there any Group Healthplan:  Now in force and to be continued? Oves ONo Cm’ently belng appued (oﬂ CI ves [OwNo
i “Yes”, give a description of the ptan and name of insurance carrier(s):

2.  NAME OF PRESENT OR PRIOR GROUP CARRIER EFFECTIVE DATE OF Pﬂm COVERAGE CANCELLATION/ TERMINATION DATE

|

Is the coverage applied for in this application replacing other group insurance? [ Yes [ No  If *Yes®, give reason:

Planbeingreplaces 0O A OB OcC 0Op O 0OHMO 0O HMOPOS [J Dual Contract POS [J Other
3. Has your firm been uninsured for 3 or more months prior to application? Oves 0O No

4.  What forms of insurance are now or were inforce? [J Health Benefits
0O Prescription Drugs (Attach Copies of Booklet/Certificate and Most Recent Billing Statement.)

Are extended benefits provided in case of termination of health benefits? Oves 0O No

6. To the best of your knowledge are there any current or former emplayees or their eligible dependents whose health Insurance is beinq continued?
Ovyes 0O No

Please provide the following information for each current/former employee or dependent on health continuations. If additional space Is needed, attach a
separate sheel, signed and dated.

TYPE OF CONTINUATION ) i' CONTINUATION DATES
STATE/FEDERAL/ REASON FOR TERMINATION “
NAME OF EMPLOYEE/DEPENOENT DATE OF BIRTH EXTENDED BENEFITS DISABHLITY/OTHER START END

7. To the best of your knowledge: _
a. Are any employees or dependents presently incapacitated? Ovyes 0O No
b. Are any dependent children incapable of self-support due to a physical o mental disablluty? CI Yes ' ONo

Additional space to explain if ilems 1, 2 or 3 were answered “Yes". Refer to the question number, and give demlls including names, where appropriate.

SECTION IV: SIGNATURE 7W%%

it is understood that except as provided u'\der app«cable reqdations no lndividual shall booome insured whlle not actlvely at wuk ona lu« time
basis, and only full-time employees are eligible. A full-time employee is one who reguiarly works at least 25 hours per week at his employer's
place of business. it is further understood that no agent has power on behalf of CIGNA HealthCare to make or modify any request or application
for insurance or to bind CIGNA HealthCare by making any promise or representation or by giving or receiving any information.

It Is further understood that no insurance will be effective unless and until the application is accepted In writing by CIGNA HealthCare. No
contract of insurance is to be implied in any way on the basis of the completion and or submission of this application.

Any person wha includes any false or misteading information on an application for an insurance policy Is sub]oct to criminal and civil penalties.

Dated at on .
PRINT NAME OF OFFICER, PARTNER OR PROPRIETOR SIGNATURE OF OFFICER, PARTNER OR PROPRIETOR WITNESS TO SIGNATURE

Note: If there are any modifications to the statements and answers given In this application (i.e. crossed out, whited-out, erased information),
the applicant must attest to the modifications by giving a complete signature in the margin near the modification.
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