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WESTERN GROWERS
———— HEALTH

1. Participating Employer Information

Effective Date: Open Enrollment:

GROUP BENEFIT APPLICATION

Renewal Date:

Legal Business Name:

Employer Identification Number (EIN):

Group Name (if different):

Group Number(s) if known:

Mailing Address: City: State: Zip Code:
Telephone Number: Fax Number:
Street Address (if different from mailing address): City: State: Zip Code:

Legal Entity Type (Choose One):

|:| Partnership or LP

|:| S-Corp |:| C-Corp

|:| Non-profit

|:| Sole Proprietorship

|:| Other (specify):

NAICS Code:

Nature of Business:

2. Number of Employees and Enrollment Size

A: Employer size:

|:| Large (101 or more employees) |:| Small (20 - 100 employees) |:| Small (2 - 19 employees)

B: Availability of Kaiser benefits:
Is Kaiser offered as an option in addition to your Western Growers Health
benefit plans?

|:| Yes |:| No

C: Total number of full-time employees: Count all full-time employees,
regardless of eligibility for coverage, including owners and officers.

*To qualify, Western Growers Health requires that full-time employees must work at least 30 hours per week and part-time employees must work at least 20
hours per week, unless otherwise approved by Western Growers Health's underwriting department. The actual number of hours required is determined by
the participating employer. If an employer submits a Census or Electronic Enrollment, the employer is responsible for capturing all elections and waivers.

D: Eligible full-time employees:

E: Eligible part-time employees:

F: Total number of Valid waivers:

1. Kaiser waivers:

2. Other waivers:

G: Total number of Invalid waivers:

H: Total number of waivers:

I: Total Participation Percentage:

J: Eligible COBRA participants (add to census/enrollment form)

K: Do you have employees who reside in states
other than California or Arizona?
If yes, which states?

|:| Yes |:| No
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3. Employee Eligibility

New Hire — Orientation Period — Do you impose a one-month orientation period? |:| Yes |:| No
Rehire — Orientation Period — (for EEs hired after a period over 13 consecutive weeks) Do you impose
a one-month orientation period? |:| Yes |:| No

Rehired Employees
(There are ACA Guidelines that apply to rehires hired back before 13 weeks)

|:| No waiting period, 1% of the |:| 30 days |:| 60 days |:| No waiting period, 1%t of |:| 30 days |:| 60 days

month following date of hire. the month following date of hire.

New Hires

Look Back Rules — Do you use the Affordable Care Act’s Look Back Rules to determine health plan eligibility? |:| Yes |:| No

If yes, what is the length of your Measurement Period?

If yes, what is the length of your Stability Period?

I yes, explain how your company tracks the Look Back Rules

|:| Yes |:| No

|:| Yes, but conditioned on the spouse not having access to other
employer-sponsored coverage

Dependent Spouse Eligibility — Do you offer Spousal Coverage?

Dependent Child Eligibility — Do you offer coverage for dependent
children? |:| Yes |:| No

Unregistered Domestic Partnerships — Do you allow employees to
cover unregistered domestic partners as eligible dependents?

**All employees seeking to enroll an unregistered domestic partner |:| Yes |:| No
must complete an affidavit and provide proof of relationship to enroll.

4. Leave of Absence

Medical Leave — Health Benefits Covered During Medical Leave: |:| Yes |:| No

Applicable federal and state laws require employers to maintain health benefits coverage during certain types of leave. For example, the California Family
Rights Act (CFRA) provides 12 weeks, the federal Family Medical Leave Act (FMLA) provides 12 weeks and the California Pregnancy Disability Leave Act
provides 17 and 1/3 weeks.

Each company’s policy dictates whether, and for how long, coverage is continued while an employee is on leave for a work-related injury.

Each Participating Employer has a duty to inform Western Growers Health when an employee’s eligibility expires due to exhaustion of leave. When
leave-protected coverage is exhausted, the individual may then elect applicable continuation coverage. Failure to comply with this provision may
result in the employer’s legal liability for any incurred claims due to misrepresentation of eligibility and a lack of access to care for your employee or

former employee.

By signing below, | acknowledge and affirm that the employer understands and agrees to provide accurate and up-to-date eligibility information and to
terminate ineligible individuals when leave is exhausted.

If you have fewer than 5 employees and are not subject to federal and state leave mandates, please attach a copy of your leave policy.

Personal Leave — How many weeks are employees eligible to continue group health benefits coverage during an employer-approved temporary personal
leave of absence?

|:| None |:| 4 weeks |:| 8 weeks |:| 12 weeks |:| Other
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5. Employee Monthly Contributions (This section details the amount the employee contributes to the Health Plan.)

Does the Employee share in the cost of the Health Plan? |:| Yes |:| No

Plan 1 Total Contribution for Family (%)
Employee (%) — Spouse (%) Children (%)

Plan 2 Total Contribution for Family (%)
Employee (%) — Spouse (%) Children (%)

Plan 3 Total Contribution for Family (%)
Employee (%) — Spouse (%) Children (%)

Employers must contribute at least 50% of the total cost of the employee-only contribution amount. If the employer pays 100% of the
contribution, all eligible employees must enroll.

For spouses and dependents, no employer contribution is required, but the employer may pay up to 100% of dependent coverage.

6. Employer Funding

Does the Participating Employer fund any part of the employee’s cost sharing (e.g., deductibles, copays,
or out-of-pocket) directly or through an employer-owned account? |:| Yes |:| No

If so, describe how the employer funds employee cost sharing:

7. Electronic Delivery

Does the Participating Employer agree to electronic (email) receipt of materials related to Western Growers

Health? Electronic materials include updates to the Declaration of Trust, Participation Agreement, Group Benefit

Application, or other documents related to the provision and administration of benefits under the Western Growers |:| Yes |:| No
Health plan.

If yes, please provide the email address:

8. Participating Employer Contact Information

Name: Title:
Primary Employer Contact
MRy Phone Number: Email:
Name: Title:
Authorized Eligibility Contact
(if different) Phone Number: Email:
Name: Title:
Authorized Billing Contact
(if different) Phone Number: Email:

9. Common Ownership: Affiliated Companies and Subsidiaries

Does the Participating Employer have affiliated companies or subsidiaries that are commonly owned and controlled
such that the group of employers is considered one employer under the Internal Revenue Code? |:| Yes |:| No

If yes, and groups will be separated by work location or by entity, the Multiple Employer Group Form must be completed.
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10. Electronic Access to Western Growers Employer Resource Center (WERC) https://werc.wga.com

Register authorized users for online access to view, manage, download electronic invoices and make payments online.

WERC Options:

Review Only: Review employee/dependent eligibility, order identification cards, provider lookup and online forms.

Review and Change: Review options listed directly above, employee (dependent) additions, update and terminations, and group census.
Electronic Invoice: Ability to download an electronic invoice directly from WERC. Option to receive invoices by paper only, electronic only, or both.
Online Payments: Ability to pay the invoice(s) directly from WERC via ACH. (Automatic payments are not offered)

Please indicate options for the user(s)

User's Name Work Title Email Telephone Review Review and Invoice Online
Only Change Payments

D Paper

|:| |:| D Electronic |:|
I:’ Both

I:l aper
|:| |:| D :Iepctronic |:|
D Both
I:’ Paper
|:| |:| D Electronic |:|
L O []

D Both
I:’ Paper
I:’ Electronic
I:’ Both

11. Membership

Membership Type |:| Regular |:| Non-Fresh |:|Associate |:| Associate (1) WG Membership Number

|

12. ID Card Mailing

ID Cards Mailed to: |:| Group |:| Employee’s Home Address |:| Other:

13. Products
Medical Plan #1
Medical Plan Core/Buy Up Pharmacy Dental Vision Life/AD&D Dependent Life

Medical Plan #2
Medical Plan Core/Buy Up Pharmacy Dental Vision Life/AD&D Dependent Life

Medical Plan #3
Medical Plan Core/Buy Up Pharmacy Dental Vision Life/AD&D Dependent Life

Rates are incorporated by reference, subject to a separate agreement between Western Growers Health and the participating employer/broker. If more
than three plans are offered, complete the Medical Plan Addendum.

14. Workers' Compensation

Workers’ Compensation Carrier Name (or reason for no coverage)

Names of Owners/Officers not covered by Workers” Compensation coverage:

***The Workers’ Compensation information is REQUIRED if the Owner/Officer/Director has waived WC coverage AND s currently enrolled in a
Cedar/Bronze Level Spectrum Plan
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Broker Information and Certification (Needs to be completed only if changes are being made)

Broker information — Do you have an insurance broker? |:| |:|
Yes No

Broker Name(s):

Mailing Address:

Telephone Number:

Broker License # Broker Commission % Western Growers Health Broker Agent #

Broker Certification

I am the broker for the employer named above (the “applicant”), and | hereby attest to the following:

* The information contained in this application is complete and accurate.

e | explained to the applicant the risk of providing inaccurate information. The explanation was given in clear and easy-to-understand language, and the
applicant understood the explanation.

* | have advised the applicant to maintain existing coverage until receiving written notification from Western Growers Health that the coverage applied for in
this application is accepted.

e | understand that providing material facts that | know to be false will, in addition to applicable penalties under the law, be subject to a civil penalty of up to
ten thousand dollars ($10,000).

Broker Signature Agency Name
Date
Western Growers Health Specialty Representative
Western Growers Health Specialty Representative Agent Code
Western Growers Health Specialty Account Manager Agent Code
SPG Service Fee
Western Growers Health Specialty Representative Signature Date

Employer Signature

| am authorized by the employer (“applicant”) named above to select, in accordance with applicable law, the plans offered to the applicant’s employees,
and hereby apply for the coverages indicated above. | agree that the applicant will be bound by the terms and conditions above and in the Participation
Agreement and | represent that all information in this application is accurate and complete. | understand that providing this information does not guarantee
coverage, and the coverage will not be in effect until the contribution has been presented and accepted, medical underwriting completed and approved

(if applicable), and the contribution received and applied to the applicant’s account.

Signature Signer's Name (Please Print)

Title Date
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