SOUTH CENTRAL OHIO INSURANCE CONSORTIUM
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L hiereby request the coverage for which | am eliglole, as elected | Section [ above and authorlze payroII deductlons of the amount requlred td cover my gharé of the contnbullons l
cerlliy that the dependents llsted are my depéndents: Wilhin.the definition contalnedIn the plari documents of my.employer/gioup. |agree to notlly the Plan Admlnlstretor lf/when there ls a
change in ariy depsndents $tatus, |'have slgned and agreé to the "Authorlzatloh for Release of Informellon on the back of-this form. o

I:I I hereby decline medical (] endlor dental I:Icoverage under my employerfgroup health plan for myself I:I andlor my dependents I:I I understand It decllne coverage, | may not
siroll untll he next Open Enrollment Penod or: wlthln thirty (30). days of an event that qualifies as a “Speclal Enrollment” event : ) ‘ )

IMPORTANT NOTE TO NEW ENROLLEES PRE EXISTING CONDITIONS EXCLUSION DISCLOSUHE NOTICE ~ ‘ ' ‘ :
The madical plari contains & Pre- Exlstlng Conditlon Excluslon Period of 12 months, A Covered Person has the right to reduce the. Pre Exlstlng Condrtlon Excluslon Perlod by presenllng a Centllcate of
Creditabl Coverage provided by a prior health-plan, By presenllng a Certiical of Credltablé Coverag, the Pre-Exlsting Condition Exclusion Perlod will barrediicad by the Individual's days of Creditable
lcoverage as of the enrollment date. [: acknowledge by slgnlng this Enrollment Form that | as weIl as any of my dependents enrolled may be sublect tothe Pro Exrstlng Condlllons Excluslon
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Important Note: Withoutproof of Creditable Coverage the Plan wll lmpose a Pre- Exrstrng Conditions Excluslon Penod of |~ Date of event lhat [} the feason:
12 months on all new enroliees: . | for change' -

Warning: If you-or your. family members are’ covered by more than one. health care. plan you may not be- able to. collect benetlts

from both plans. Each plan may require. you to follow its rules or use specmc doctors-and hospitals,-and it may be Impossible to
“comply with both plans at the same time. Before you eniroll in this plan, read all of the rules very oarefully and compare them with
the rules of any other plan that covers you or your family. . : . :
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Salary Red'reCtlon Agreement l. have enrolled tor certam insurance coverage(s) and understand thal my lnsurance premlums and/or Flexible Savlngs
Account(s)(FSA) election amounts will be deducted from my paycheck by my employer or Third Party Payroll Administrator. Untess this agreement Is amended or
terminated, these deductions will be continuous and in an equal amount to the insurance premiums and/or FSA account election amount for each payroll perlod throughout
the plan year. The amount of my required contiibution is set forth on a schadule that has been provided to me. In the event of a rate change, 1 authorize a corresponding
change in the amount deducted from my salary without signing a new Salary Fledirection Agreement. i the rate change is brought on by the third-party carler (insurance
company), the premium Increase or decrease can be deducted pre-tax. "Employer-provided” non-elective benefits (if any) will not be deducted from my paycheck In
addition, pre-tax contributions reduce my compensation for Soclal Security tax purposes, therefore, my Soclal Security benefits could be decreased. I elect to receive tha
foltowing coverage(s) under the FlexIble Benefits Plan as slacled In the pre-tax column. Any previous elaction and Salary Redirection Agreemeni under the Flexible Benefits
Plan relating to the same benefits as selacted below are hareby revoked. My employer's deduction of premlum/contrlbullon amounts hereunder shall evidence acceptance

of this Agreement.

On or after the first day of the plan year, | cannot change or revoke this Salary Redirection Agresment with respect te pre-tax premiurms before the next
anniversary date of the plan unless a “changs In family status™ occurs {(as defined under lhe Internal Revenue Code), and the changs Is caused by and
conslstant with the “change in famlly statug.” | understand that | cannot revoke any pre-tax election based on a Right to Examine pravlsion as may
be contained in any insurance plan or policy issued to me.

- [NTIAL Exegcution of this Salary Redirection Agresment does not bsgin coverage under the component benefit plans or policles, The terms and conditions and
a actuat coverage effactive date of the underlying coverage will be determined under the separate benefit plans or insurance policies, Prior to the anniversary
date each year, | will be offered the opportunity to add, drop or change coverage for the following plan year, if | do fot compiete and return & new Salary
Redirection Agresment form at that time, benefit plans or palicies currently In effect will continua, Electlons under the Medical and Dependent Care FSA
plans will not continue without my completing and submitting a new Salary Redirection Agreement prior to the beginning of each plan year.

In addition to and without limiting in any way my employer. the Plan, theit service provider (AFLAC and FLEX ONE®) and their respective agents,
employees, subcontractors and assigns may have under applicable state or federal law or ragulation, | hareby specifically authorize those parties to use my
personal information {including, but not limited to benefit elections, wages, employment status, number of dependents, marital status and health and
dependent child care information) as is reasonably required to administer the Plan (including evaluatlng and processing requests for payment of claims)
and detecting and preventing fraud or misrepresentalion. | further authorize my employer, the Plan, their service provider {AFLAC and FLEX ONE% and
their respective agents, employees, subcontractors and asslgns to further disclose any such personal Information as is reasonably requlred for such
purposes. | hereby expressly walva and release any claims related to the use, disclosure or release of such information so long as the Informatlon s used In
furtherance of Plan administration or to detect or prevent fraud or mlsrepresentatlon. .

Payling for coverage on a pre-tax basis may cause insurance slaim payments under health and medical coverage to be subject to federal and stale taxes if
claim payments (combining the total from alt health and medical pollcies/plans) are Il excess of medlcal expenses. Paying for disability income policies
with pre-tax premiums will cause the benafils payable thersunder to be taxable. Such coverage may be funded on an after-tax basis 1o preserve the

excludabllity of pclloy benefits,

- AUTHORIZATION FOR RELEASE OF INFORMATION: .

'Pursuant o lhe Health Insurdncs Ponablllty and Ac(xnmtablllty ‘Act of 1908 (HIPAA), Pub.L.No 104-191, and relevanl unenumeraled federal and state etalutes, l hereby aulhorlze ttie.use or
“disclosure of my protected health lnlormallon (PHI) and lndrvidually Idenllf able heallh Ihformation (IHI) as lollows. P . <

| hereby authorize"the release ol any madlcal records’ or lnlormallon. lncludlng PHI and MIH1,: concemlng clalms, condhlans, payment health care operallon or lreatmenl of mysell and any'
dependents listed on thé front.of thls forin,.by any providerof health services, any Inisurer, or other organization or person to the Plan, its. sponsor, of other represemtative.. Such Information
Includes, but is not Ilmlled to-medical ‘records containing PHI; HHI and speciflc medical history, including -sensitive services such.as mental health, ‘substance abuse; reproductive health;
_sexually transmitted or other communlcable dlseeses, and HIV virus or AIDS, conlalned in such records, * The Information that ls used or dlsclosed pursuant lo lhls aulhorlzellon may be- re-
dlsclosed by lhe recelvlng entlty, : . . R X .

This lnforrnallon will be used for purposes reldted to providing wellare Benafit coverage, Includlng, but -not llmlled to the followlng. (%)} processlng ‘this- enrollment/change lorm, (2) detecting or
. preventing fraud or misreprésentation; (3) intgrnal and external audits; {(4) adminlstration of clalms; (6) clalms revlews' (6) pesr revleW' (7) health oare research' (8) publi¢ health reporling. (9)
.affiilatas; (10) coordination of beneme (11) Bubrogation; and (12} dlsease. managemeanreventlon. . . '

_Tundérstand that this lnlovmatlon may also’ be furhished to other entlties providing services on behalf ol the-Plan such as, but not Ilmlted to; (1) claims administrators; (2) phamacy benefit managers,
(3} Insurers; (4) re-insurer; (5) stop-loss carnler; {6) agents; (7) subsidiarles; (8) affillates; (9) govemmental authorities; and (10) In response foa legal order Sugh entities wlll be advised thal the
Information must be kept conlldemlal as requlred by Iaw, and should not be used for any unlawful purpose. . R

My signature below authorizes coverage for myself and my eligible dependents enrolled under lhe Plan, I am actlng as agenl and representatlve ol such dependents For purposes of processlng
thls enrcllmentlohange form, this authorizaticn Is vilid for 30 months fronthe date slgned For ali other purposes this authorlzallon ls valld whita the Plan remalns In eﬂect . .

A photocopy of this authotzation Is valld asthe orlglnall l understand } may request a pholocopy for my own-racords. *

"Signature: N e >~ - Date:




