Additional Member

Benefit

AIM Optional Rider Benefits

Available when you purchase additional riders.

AIM Rx Card Benefit
AIM Rx has teamed up with one
of the most reliable and reputable
International pharmacies operating
today. We offer access to your
maintenance medications at affordable
prices that will be shipped directly to
your doorstep. Plan Members will save
on average 48% on the cost of their
prescription medications.
- Other Benefits:

* No Formulary

* No Maximum

« No Deductible

* Order up to 90 supply

+ Brand Name & Generics

* On-line Easy Refills

* Refill reminders

* New Prescription needed notification

» Safe Prescription Medication
- Walk-In Pharmacy Discount: Plan
Members will also receive the AIM Rx
Discount Card, which allows you to
shop locally and receive discounts on
your immediate need medications. The
AIM Rx Discount Card is accepted by
over 42,000 pharmacies so you won't
have to look far to save money. No
restrictions or usage limit.
- $5 Generic Plan: As part of our
commitment to lowering health care
costs, AIM Rx offers over 400 prescription
drugs at only $5 per 30 day supply or
$15 for a 90 day supply.
- Maintenance Prescription Benefit:
Plan members save 48% on about 90%
of the 200 most common brand name
prescriptions.
Step 1: Go on-line or call to receive a
drug cost comparison on medications.
Step 2: Submit your order form, doctor’s
prescription and payment method.
Step 3: Receive your medications right
at your doorstep.
- Quality Customer Service: With our
quick and easy on-line checkout process,
it is easy to view your discount savings
prior to ordering your maintenance
medications. Orders can be placed by
fax, phone, mail, or online at
www.aimrxcard.com. You can
contact us at 1-800-758-1751 and
speak with a friendly customer service
representative to learn how you can
save on maintenance medications.

Family Accident Rider Benefit

- Family Accident Medical Insurance:
The plan covers you and your entire
family for medical expenses due to an
accident. After a $100 deductible the
plan pays 100% up to $5,000. This
benefit includes a $10,000 Accidental
Death & Dismemberment Insurance for
the primary applicant only. Ambulance
ride is covered in full. Air Ambulance up
to $4,000. No limit on how many times
an insured can use the policy.

Hospital Confinement Rider Benefit
The plan pays on an indemnity basis
$500 per day in the hospital for 31 days
per calendar year. Plan also pays an
additional $500 per day if the insured
is in ICU or CCU for an additional 31
days per calendar year. These benefits
and amounts are paid in addition to
any other insurance benefits. Pre-
existing conditions are covered after
12 consecutive months of coverage.
HIPAA compliance does not apply to
this rider.

Additional Critical lllness Rider Benefit
The insurance carrier (AlG) will pay an
additional one time benefit of $20,000
for the diagnosis of a critical illness.
Rider covers the primary insured

and spouse. This benefit is paid in
addition to any other insurance. Pre-
existing conditions are covered after
12 consecutive months of coverage.
HIPAA compliance does not apply to
this rider.

- Critical lliness Diagnosis: If an
insured person is diagnosed with

a critical illness by a physician, the
Company will pay the specified benefit.
Once a 100% of the maximum benefit
amount has been paid for an insured
person, coverage terminates.

- The Ten Critical llinesses Covered:

1. Life Threatening Cancer:

Pays benefits if an insured person is first
diagnosed with life threatening cancer, more
than 90 after the person’s effective date of
coverage. The benefit is 10% payment after
30 days and before 90 days.

2. Heart Attack:

Pays benefits if an insured person is first
diagnosed as having suffered a heart
attack more than 30 days after the person’s
effective date of coverage.

3. Kidney (Renal) Failure:

Pays benefits if an insured person is first
diagnosed with kidney (renal) failure more
than 30 days after the person’s effective date
of coverage.

4. Stroke:

Pays benefits if an insured person is first
diagnosed with having suffered a stroke
more than 30 days after the person's
effective date of coverage.

5. Coma:

Pays benefits if an insured person is first
diagnosed as being comatose more than
30 days after the person’s effective date of
coverage.

6. Coronary Artery Bypass Gratft:

Pays 25% of the benefit amount if an insured
person is first diagnosed with a condition that
necessitates a Coronary Artery Bypass Graft
and receives the Coronary Artery Bypass
Graft more than 30 days after the person’s
effective date of coverage. This benefit is
paid once per lifetime.

7. Loss of Sight, Speech or Hearing:
Loss of Sight, Speech or Hearing Pays
benefits if an insured person is first
diagnosed with loss of Sight, speech

or Hearing more than 30 days after the
person's effective date of coverage.

8. Major Organ Transplant:

Pays benefits if an insured person is first
diagnosed with a condition that necessitates
a Major Organ Transplant and receives that
Major Organ Transplant more than 30 days
after the person’s effective date of coverage.
9. Paralysis:

Pays benefits if an insured person is first
diagnosed as being paralyzed more than
30 days after the person’s effective date of
coverage.

10. Severe Burns:

Pays benefits, depending on the severity

of the burn, if an insured person is first
diagnosed with having suffered a Severe
Burn more than 30 days after the person’s
effective date of coverage.

The policies will contain limitations, exclusions and
termination provisions

R R R R R R R R R R )

For More Information Contact:

This product is managed by
Insurance Resource Group
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HealthMax Plus

AIMNY HealthMax Plus
Enrollment Application Kit

Please review the checklist below before you send your Enroliment Application.
PLEASE PRINT CLEARLY AND USE BLACK INK TO COMPLETE APPLICATION.

Applicant must complete Section I (Enroliment Form) and Section Il (Billing Form).
Application must be received by the 10th of prior month to be approved for the 1st of the following month.
Paying via check: Make check payable to Insurance Resource Group.

Paying via EFT: Include copy of a voided check with Enroliment Application.

Monthly invoices are subject to a $10.00 Billing Fee.

No charge for monthly Electronic Fund Transfers (EFT).

Must pay first month's (premium, administration fee, association dues & one time fee).
Paying via check: Mail completed Enroliment Application to:

CNY Financial Group
432 N Franklin Street Ste 50
Syracuse, NY 13204

Paying via EFT: Fax or Email completed Enrollment Application to:

1-888-225-1998 Attn: Enrollment Dept
mpw@cnyfinancialgroup.com

If you need assistance filling out the Enroliment Application, please contact your agent or broker.

A Defined Benefit Health Insurance Plan for AIM Members

Not a Major Medical Health Plan




ENROLLMENT APPLICATION page 1

HealthMax Plus Defined Benefit Health Insurance

SECTION | — Enroliment Form - FORM MUST BE FILLED OUT IN BLACK BALLPOINT INK - PLEASE PRINT CLEARLY

APPLICATION TYPE X OPEN ENROLLMENT 0O ENROLLMENT CHANGE O TERMINATION

(Check Appropriata Box)

LEVEL OF COVERAGE O SINGLE O EE+SPOUSE 0 EE+CHILD(REN) O FAMILY
SELECT MEDICAL PLAN X HealthMax Plus (NYSBA)

{Check Appropriate Box)

PROVIDER NETWORK X MULTIPLAN PPO

(Chack Appropriate Box )
REQUESTED EFFECTIVE DATE
FIRST DAY of (MM/YYYY)
APPUCANT NAME (Last, First. Middle Initial) GENDER [OmMale [ Female BIRTHDATE {mmvddiyyyy) SOCIAL SECURITY NUMBER
STREET ADDRESS cITY STATE 2P CODE
BILUNG ADDRESS / CONTACT / COMPANY {if diferentthan above) EMAIL ADDRESS
HOME TELEPHONE WORK TELEPHONE MARITAL STATUS DATE of EVENT (If Applicable)
Osingle O Maried O Divorced [ Widowed

Note: If you are applying for coverage for your spouse and/or children, please list each one below - see Election of Coverage for eligibility.
Please indicate additional dependents on a duplicate sheet.

LAST NAME FIRST NAME RELATIONSHIP | GENDER SOCIAL SECURITY BIRTHDATE Check f over
NUMBER (mmiddhryyy) 19 & disabled?
SPOUSE O WIFE O Make
[0 HUSBAND [ Female
DEPENDENT O SON O Make
O DAUGHTER | [ Female
DEPENDENT ] SON ] Make
O DAUGHTER | [J Female
DEPENDENT O soN O Make
[ DAUGHTER | [ Female
DEPENDENT [ SON 0O make
[ DAUGHTER | [ Female

ELECTION OF COVERAGE AND AUTHORIZATION

The applicant in consideration of membership in the Association and participation in the plan hereby acknowledges that the Association, its third party
administrator, their agents, owners, successors and assigns assumes no liabilities or obligations other than those specifically identified. | hereby
agree to indemnify them from and against any and all claims, damages, losses, costs or expenses (including, without limitation, attorneys fees and
disbursements) for any claims that may arise by the participation of the plan or membership in the association.

| understand that Limited Medical Plan covered persons are covered by group insurance benefits. These benefits are provided under an Group
Limited Medical insurance policy and are subject to the exclusions, limitations, terms and conditions of coverage as set forth in the insurance
certificate which includes, but is not limited to, limitations for pre-existing conditions. This is not basic health insurance or major medical coverage and
is not designated as a substitute for basic health insurance or major medical coverage. This is a limited medical plan that provides for limitations to the
coverage for each benefit. The limitations are disclosed in the policy and certificate which are made available at the time of enrollment.

| understand that pre-existing conditions will not be covered during the first 12 months of the contract unless | present evidence of prior creditable
coverage. All information provided above is true and complete to the best of my knowledge. 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, shall be subject to
civil penalty not to exceed five thousand dollars and the stated value of the claim for each violation.

Disclaimer [MPORTANT! My signature below indicates that the limitations of the plan have been disclosed & explained to me and that | understand
and accept said plan designs. My signature below also indicates | would like to enroll in the limited medical health plan | selected above. All applicants
must sign below. Any false statement will be cause for immediate cancellation of coverage. It may take one week after your effective date for your
cards and provider books to arrive.

NOTICE: Submission of this application does not initiate coverage. Coverage is subject to approval prior to initiation. Enrollees will be issued policies
and/or certificates of insurance. Your coverage will begin on the first day of the month following receipt of the Enroliment Form. This is a Defined
Benefit policy and is not a substitute for a major medical plan.

APPLICANT SIGNATURE (REQUIRED) DATE

X




ENROLLMENT APPLICATION page 2
SECTION Il — Billing Form

Rep Name Rep Signature Date Telephone Rep Code

AIMnNY HealthMax Plus Plan

Enrollment Worksheet
SELECT MONTHLY PREMIUM SINGLE EE+SPOUSE EE+CHILD(REN) FAMILY
{Check Appropriate Box )
O $277.76 05455.23 0 $507.21 [0%662.51
Step 1. Enter Premium Selected Above: 3
Step 2. One Time Enrollment Fee: $85.00

Step 3. Optional Family Accident Rider  [J Single: $19.00 [J EE+Spouse: $19.00 [ EE+Childiren): $19.00 [IFamily: $19.00 $ Not Available in NY
Step 4. Optional Hospital Rider: [ Single: $38.00 [ EE+Spouse: $58.00 [ EE+Child(ren): $379.00 [ Family:$79.00 $
Step 5. Optional Critical liness Rider: [ Single: $45.00 [ EE+Spouse: $85.00 [ EE+Child{ren): $45.00 [OFamily:$85.00 $
Step 6. Total Contribution at Enrollment — Add Steps 1-5: 3

PAYMENT OPTIONS (Check Appropriate Box Below)

] ELECTRONIC FUNDS TRANSFER (Fill out EFT Authorization Form below)

INITIAL PAYMENT: Please EFT my bank account for first month’'s premium, administration fee, association dues and one time enroliment fee.
This will occur between the 15th & 20th of the month prior to the effective date (voided check is required & must be legible).

MONTHLY PAYMENT: Please EFT my bank account for the monthly premium, administration fee and association dues.
This will occur between the 15th & 20th of the month prior to the next months coverage. (no monthly charge for EFT).
E CHECK OR MONEY ORDER (Make payable to Insurance Resource Group)

INITIAL PAYMENT: | am paying my first month’s premium, administration fee, association dues and one time enroliment fee via check/money order.
I am sending my check or money order with my completed Enroliment Form. There is a $30 insufficient funds fee.

MONTHLY PAYMENT: | would like to receive a montly invoice to pay my monthly premium, administration fee and association dues.
I understand an additional monthly billing fee of $10 will be charged to me to receive a monthly invoice.

APPLICANT SIGNATURE (REQUIRED) PRINT NAME DATE
X
ACCOUNT HOLDER SIGNATURE (REQUIRED if paying via EFT) PRINT NAME DATE
X

EFT AUTHORIZATION FORM

BANK NAME BANK ROUTING NUMBER BANK ACCOUNT NUMBER

Voided check is required and must be legible. No monthly charge for EFT.

PLEASE ATTACH A CHECK MARKED

VOID

TO ENSURE ACCURACY

lunderstand this authonty is to remain in full ferce and effect until the company has received written notification from me of its termination in such time and such manner as to
afford the company and depositor a reasonable opportunity to act onit. | have the right to stop payment of a debit entry (deduction) by notification to IRG three business days or
more before this payment is scheduled to be made. Please be aware that your bank statement will reflect the debit as |.R.G-HEALTH

ACCOUNT HOLDER SIGNATURE (REQUIRED) PRINT NAME DATE

X




AIM HEALTHMAX PLUS ELIGIBILITY

Individuals eligible to apply for coverage:

. Individuals between ages 18 and 64 (If applying as a couple, both you and your spouse must be under 65).
. Dependent children under age 19.

. Unmarried dependent children with proof of full-time student status between the ages 19 and 25.

. Legal resident of United States.

. Individuals not in full-time service of the Armed Forces (military).

. Individuals not eligible for Medicare.

. Individuals not receiving disability benefits or worker's compensation.

. Must not be currently pregnant.
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Pre-existing conditions:

During the first 12 months following your effective date of coverage, no coverage will be provided for the
treatment of a pre-existing condition. A pre-existing condition is defined as a condition, regardless of the cause
of the condition, for which medical advice, diagnosis, care or treatment was recommended or received during
the 12 months before your effective date.

HIPAA Compliance:

The HealthMax Plus Plan is HIPAA compliant. Persons who leave the plan will receive a HIPAA Certificate of
Creditable Coverage. Those who enter the planpresenting a Certificate of Creditable Coverage will receive
credit toward the HealthMax Plus Plan’s pre-existing conditions limitation. HIPAA compliance does not apply to
the Hospital Rider or the Critical lliness Rider.

Terms of coverage:

Coverage remains in effect as long as you pay the required premium charges on time, and as long as you
maintain membership eligibility. Coverage will be terminated if you become ineligible due to any of the following
circumstances:

a) Non-payment of premiums and fees, b) Residency requirements, c¢) For other reasons permissible by law.

AlIM
HealthMax Plus

A Defined Benefit Health Insurance Plan
Not a Major Medical Health Plan

This product is managed for AIM by
Insurance Resource Group



