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THE HPS ORGANIZATION

BACKGROUND

Health Plan Select (HPS) is a not-for-profit provider sponsored and provider driven
health plan serving the residents of Clarke, and its surrounding counties. HPS offers a full
range of primary/preventive, inpatient and specialty care services through participating
hospitals and physicians. HPS also has providers for home healthcare, durable medical
equipment, pharmacy and other ancillary services.

As a provider sponsored health plan, HPS understands that physician participation is
critical to its success. HPS operates on proven managed care principles; members are
encouraged to select a primary care provider (PCP) who is responsible for managing and
coordinating all aspects of the member’s care. PCPs include family practitioners,
internists, and pediatricians. All physicians, hospitals and ancillary providers are
credentialed by Health Plan Select.

The Health Plan Select Sales and Marketing Department is structured to support the sales
and servicing of client organizations in conjunction with and on behalf of the insurance
agents and brokers in the HPS service area. The HPS products are designed to provide the
highest quality of service through our hospitals and physician networks while offering
value and long term benefits to your clients.



DEPARTMENT FUNCTIONS

The success of Health Plan Select as an organization hinges upon each HPS department
successfully carrying out its core function, communicating and coordinating with other
departments as a team. The Departments of HPS are listed below:

v Sales/Marketing:
The Sales/Marketing department actively cultivates and maintains relationships
with local brokers. This department is also responsible for public promotions and
media programs.

v Member Services:
HPS’ main link is to it’s customer. Education and customer service are the core
functions of this area.

v Provider Relations:
Provider Relations will serve as the customer service function for HPS Providers.
Questions, issues, complaints or comments can be directed to Provider Relations
and will be addressed immediately. Provider Relations will also be responsible for
distributing newsletters and conducting education seminars as appropriate.

v Finance:
The core functions of this area are three-fold. The first is to oversee and manage
the group underwriting process to ensure HPS is receiving adequate premium
revenue to manage the risk. Second is the department bills and collects
premium as well as pays agent commissions. The third is to maintain adequate
financial reserves to ensure the long-term success of HPS.

v Quality/Utilization Management:
This function oversees all clinical aspects of HPS. As such, it is overseen by the
Medical Director with the assistance of the Quality/Utilization Management
Director. Quality Management focuses on all aspects of care and identifying areas
in which HPS might improve care delivery. Utilization Management focuses on
resource utilization of healthcare services.



PLAN MISSION

Health Plan Select has established a long-term plan and a strategy to meet its objectives.
The foundations necessary for this plan are defined and are continuously improving a
state-of-the-art integrated managed care information system; a comprehensive medical
management program; an accountable provider network; and a strong management team
committed to providing high quality care.

Health Plan Select’s ongoing mission is three-fold:

To deliver the highest quality, cost-effective care to its members:

Health Plan Select is committed to delivering high-quality, cost-effective
insurance products that promote healthy behavior. We believe in caring for the
individual needs of our customers and providing them with the most
comprehensive medical network available. Our goal is to continuously improve
the health plan and adhere to the guiding principles set forth by Athens Regional
Health Services, Inc. that seek to improve the overall health of the community.

To be financially strong on a consistent basis:

In order to meet this goal, Health Plan Select is committed to controlling
administrative expenses and working closely with its providers to determine the
most appropriate use of healthcare resources. Providers are encouraged to develop
strong relationships with Health Plan Select’s Quality/Utilization Management
staff in order to monitor and refine practices accordingly.

To become a customer-driven entity:

Customer service is very important. Health Plan Select recognizes agents,
employers, members and providers as customers and seeks to meet the needs of
all groups to develop an integrated healthcare delivery system.




CORPORATE STRUCTURE

HPS is fully owned, not-for-profit subsidiary of Athens Regional Health Services,
independent of the system’s other entities. Being a not-for-profit, the health plan acts as
a community asset serving Clarke and the surrounding counties.

|Athens Regional Health Services, Inc. I

|Athens Regional Medical Center, Inc. || | Health Plan Select, Inc. I

The Health Plan Select Board of Directors serves as the ultimate governing authority for
Health Plan Select. The Board delegates its oversight of the Plan to the officers of the
Plan and to its committees.

Health Plan Select is regulated by the Georgia Department of Insurance and the
Department of Community Health and is accountable to these agencies for quality
assurance and financial viability. Rates, advertising, group, member and provider
contracts are subject to approval by the State Department of Insurance.



PLAN DESIGNS

There are different approaches to managing care, all varying in efficiency, quality and
level of service provided to the members. The approach, which HPS has adopted, is to
provide the participating physicians with enough information and the appropriate tools to
assist them in making decisions regarding the delivery of care.

HPS offers two types of health plans to its members. Both are considered “managed
care”, yet there are differences between the two types.

Health Maintenance Organization (HMO) — The HMO plan requires that its
members utilize the services of the HPS network of participating providers
exclusively. Any HMO member wishing to seek the service of a provider who is
not contracted with HPS must seek written approval from the Medical Director
and be able to demonstrate medical necessity. If the member seeks non-emergent
care from a non-network provider without approval from the Medical Director,
HPS will not reimburse any portion of the provider claim.

Point of Service (POS) — The POS plan allows the member more flexibility in
provider selection with added cost. The member of a POS plan can access care
from a provider who is not an HPS participating provider, but will be required to
pay more than they would at a participating provider.
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STATE OF GEORGIA 010
REQUEST FOR NEW & TERMINATED CERTIFICATE OF AUTHORITY

All questions should be directed to ASI at 1-888-204-6204 between the hours of 8AM and 6PM EST Monday through Friday.
A. This request for New & Terminated Certificate of Authority (appointment) should be submitted by the insurer only.
B. DO NOT REMIT ANY PAYMENT AT THIS TIME. ASI will bill the insurer monthly for all new appointments processed within the previous month.
C. A Certificate of Authority (appointment) will cover all classes of insurance HELD IN COMMON BETWEEN THE INSURER AND THE APPOINTED LICENSEE.
D. There are no fees for Certificate of Authority Termination.
E. Certificates of Authority may not be processed for temporary licenses.
F. This form may be photocopied for future use.
E. Forward request to: GEORGIA INSURANCE DEPARTMENT/ASI, P.O. BOX 2357, SMYRNA, GA 30081-2357

2. NEW/TERMINATED CERTIFICATE OF AUTHORITY INFORMATION

Indicate whether this request is for a new certificate of authority or certificate of authority termination by placing an “X” in the appropriate box and completing the
related section.

[] ADD A NEW CERTIFICATE OF AUTHORITY
Do not remit any payment at this time. Assessment Systems Inc. will bill the insurer monthly for all new appointments processed within the previous month.
A Certificate of Authority (appointment) will cover all classes COMMON BETWEEN THE INSURER AND THE APPOINTED LICENSEE.

L] TERMINATE AN EXISTING CERTIFICATE OF AUTHORITY: Complete the section below. Requests for termination must be submitted within 30 days of
the termination date. There is no fee for a Certificate of Authority termination.

TERMINATION EFFECTIVE DATE: - -

MONTH DAY YEAR

REASON FOR TERMINATION: ASI ONLY

IS THIS A TERMINATION FOR CAUSE? L] YES Ifyes, please attach all supporting documentation with this form. E
] NO

3. AGENT INFORMATION

Print the agent’s name as it appears on the agent’s Georgia insurance license in the boxes provided, one letter in each box. Indicate the prefix by placing
an “X” in the appropriate box and print the six-digit license number in the boxes provided, one number in each box. Print the agent’s SSN in the boxes provided,
one number in each box. The agent must sign and date the document.

AGENT’S LAST NAME FIRST NAME Ml SUFFIX (JR. SR)
AGENT LICENSE PREFIX (SELECT ONE) AGENT LICENSE NUMBER AGENT SSN
[J AGR - Agent Resident . _
[J AGN - Agent Non-resident
[J BLB - Agent Borderline I, the undersigned agent, certify that | am properly licensed in the state of Georgia for the
[J FAR - Fraternal Agent Resident Certificate of Authority for which | am applying. ASI ONLY
D FAN - Fraternal Agent Non-resident

- Fraternal Agent Borderline AGENT SIGNATURE DATE E

. INSURER INFORMATION

Print the insurer’s name as it appears on Georgia’s company records in the boxes provided, one letter in each box. Indicate the company prefix by placing
an “X” in the appropriate box and print the five-digit license number in the boxes provided, one number in each box. Print insurer’s NAIC number in the boxes
provided, one number in each box. The authorized company official must sign and date the document.

INSURER NAME

NOTE: Your weekly Confirmation Report, as well as your monthly invoice for New Certificates of Authority will be sent to the address on file with the Georgia Insurance
Department. If you wish to change this address, you must submit a request in writing to the Agent’s Licensing Section of the Georgia Insurance Department.

COMPANY PREFIX (SELECT ONE)
[J FRC - Fraternal
[J HMO - Health Maintenance Organization
[J COM - All Other Companies

INSURER’S GEORGIA COMPANY CODE INSURER’S NAIC NUMBER

We, the undersigned, have made a diligent inquiry and investigation relative to this applicant’s identity, residence and experience or instruction, including a
character report by an agency not affiliated with this company, as to the classes of insurance to be transacted and are satisfied that the applicant is trustworthy
and qualified to act as our agent and to hold himself out in good faith to the general public as such agent. We desire that he/she represent us in your state. |, the
undersigned officer, certify that the insurer has in its possession of a copy of this applicant’s current and valid license and that the applicant has received a copy of
this request for appointment. Further, we understand that it is a violation of the Georgia Insurance Statutes for any company to accept applications for insurance
from an applicant if the applicant is not properly licensed.

ASI ONLY

SIGNATURE OF AUTHORIZED COMPANY OFFICIAL NAME OF AUTHORIZED COMPANY OFFICIAL (Please print) DATE E

( ) ( )

DAYTIME PHONE NUMBER DAYTIME FAX NUMBER

Clerk’s Initials: Date:

Forward request to: GEORGIA INSURANCE DEPARTMENT/ASI, PO BOX 2357, SMYRNA, GA 30081-2357

ASI 6011-01 1/01 © Copyright 2001 by Assessment Systems, Inc. A Harcourt Company, All Rights Reserved



Form W' 9

(Rev. January 2002)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer

Identification Number and Certification

Give form to the
requester. Do not
send to the IRS.

Name

Business name, if different from above

Individual/
Check appropriate box: I:l

Sole proprietor

I:l Partnership I:l Other »

I:l Corporation

Exempt from backup
withholding

]

Print or type

Address (hnumber, street, and apt. or suite no.)

City, state, and ZIP code

Requester’s name and address (optional)

List account number(s) here (optional)

See Specific Instructions on page 2.

Taxpayer |dentification Number (TIN)

Enter your TIN in the appropriate box. For individuals, this is your social security number (SSN).

However, for a resident alien, sole proprietor, or disregarded entity, see the Part | instructions on
page 2. For other entities, it is your employer identification number (EIN). If you do not have a number,

see How to get a TIN on page 2.

Note: If the account is in more than one name, see the chart on page 2 for guidelines on whose number

to enter.

Social security number

O O

or

Employer identification number

S I

Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal
Revenue Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that | am no longer subject to backup withholding, and

3. lam a U.S. person (including a U.S. resident alien).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN. (See the instructions on page 2.)

Sign
Here

Signature of
U.S. person »

Date »

Purpose of Form

A person who is required to file an information
return with the IRS must get your correct
taxpayer identification number (TIN) to report, for
example, income paid to you, real estate
transactions, mortgage interest you paid,
acquisition or abandonment of secured property,
cancellation of debt, or contributions you made
to an IRA.

Use Form W-9 only if you are a U.S. person
(including a resident alien), to give your correct
TIN to the person requesting it (the requester)
and, when applicable, to:

1. Certify the TIN you are giving is correct (or
you are waiting for a number to be issued),

2. Certify you are not subject to backup
withholding, or

3. Claim exemption from backup withholding if
you are a U.S. exempt payee.

If you are a foreign person, use the
appropriate Form W-8. See Pub. 515,
Withholding of Tax on Nonresident Aliens and
Foreign Entities.

Note: If a requester gives you a form other than
Form W-9 to request your TIN, you must use the
requester’s form if it is substantially similar to this
Form W-9.

What is backup withholding? Persons making
certain payments to you must under certain
conditions withhold and pay to the IRS 30% of
such payments after December 31, 2001 (29%
after December 31, 2003). This is called “backup
withholding.” Payments that may be subject to
backup withholding include interest, dividends,
broker and barter exchange transactions, rents,
royalties, nonemployee pay, and certain
payments from fishing boat operators. Real
estate transactions are not subject to backup
withholding.

You will not be subject to backup withholding
on payments you receive if you give the
requester your correct TIN, make the proper
certifications, and report all your taxable interest
and dividends on your tax return.

Payments you receive will be subject to
backup withholding if:

1. You do not furnish your TIN to the
requester, or

2. You do not certify your TIN when required
(see the Part Il instructions on page 2 for
details), or

3. The IRS tells the requester that you
furnished an incorrect TIN, or

4. The IRS tells you that you are subject to
backup withholding because you did not report
all your interest and dividends on your tax return
(for reportable interest and dividends only), or

5. You do not certify to the requester that you
are not subject to backup withholding under 4
above (for reportable interest and dividend
accounts opened after 1983 only).

Certain payees and payments are exempt
from backup withholding. See the instructions on
page 2 and the separate Instructions for the
Requester of Form W-9.

Penalties

Failure to furnish TIN. If you fail to furnish your
correct TIN to a requester, you are subject to a
penalty of $50 for each such failure unless your
failure is due to reasonable cause and not to
willful neglect.

Civil penalty for false information with respect
to withholding. If you make a false statement
with no reasonable basis that results in no
backup withholding, you are subject to a $500
penalty.

Criminal penalty for falsifying information.
Willfully falsifying certifications or affirmations
may subject you to criminal penalties including
fines and/or imprisonment.

Misuse of TINs. If the requester discloses or
uses TINs in violation of Federal law, the
requester may be subject to civil and criminal
penalties.

Cat. No. 10231X

Form W-9 (Rev. 1-2002)



Form W-9 (Rev. 1-2002)

Page 2

Specific Instructions

Name. If you are an individual, you must
generally enter the name shown on your
social security card. However, if you have
changed your last name, for instance, due to
marriage without informing the Social Security
Administration of the name change, enter
your first name, the last name shown on your
social security card, and your new last name.

If the account is in joint names, list first and
then circle the name of the person or entity
whose number you enter in Part | of the form.

Sole proprietor. Enter your individual
name as shown on your social security card
on the “Name” line. You may enter your
business, trade, or “doing business as (DBA)”
name on the “Business name” line.

Limited liability company (LLC). If you are
a single-member LLC (including a foreign LLC
with a domestic owner) that is disregarded as
an entity separate from its owner under
Treasury regulations section 301.7701-3,
enter the owner’s name on the “Name”
line. Enter the LLC’s name on the “Business
name” line.

Other entities. Enter your business name
as shown on required Federal tax documents
on the “Name” line. This name should match
the name shown on the charter or other legal
document creating the entity. You may enter
any business, trade, or DBA name on the
“Business name” line.

Exempt from backup withholding. If you
are exempt, enter your name as described
above, then check the “Exempt from backup
withholding” box in the line following the
business name, sign and date the form.

Individuals (including sole proprietors) are
not exempt from backup withholding.
Corporations are exempt from backup
withholding for certain payments, such as
interest and dividends. For more information
on exempt payees, see the Instructions for
the Requester of Form W-9.

If you are a nonresident alien or a foreign
entity not subject to backup withholding, give
the requester the appropriate completed
Form W-8.

Note: If you are exempt from backup
withholding, you should still complete this
form to avoid possible erroneous backup
withholding.

Part I—Taxpayer Identification
Number (TIN)

Enter your TIN in the appropriate box.

If you are a resident alien and you do not
have and are not eligible to get an SSN, your
TIN is your IRS individual taxpayer
identification number (ITIN). Enter it in the
social security number box. If you do not
have an ITIN, see How to get a TIN below.

If you are a sole proprietor and you have
an EIN, you may enter either your SSN or
EIN. However, the IRS prefers that you use
your SSN.

If you are an LLC that is disregarded as
an entity separate from its owner (see
Limited liability company (LLC) above), and
are owned by an individual, enter your SSN
(or “pre-LLC” EIN, if desired). If the owner of
a disregarded LLC is a corporation,
partnership, etc., enter the owner’s EIN.
Note: See the chart on this page for further
clarification of name and TIN combinations.
How to get a TIN. If you do not have a TIN,
apply for one immediately. To apply for an
SSN, get Form SS-5, Application for a Social
Security Card, from your local Social Security
Administration office. Get Form W-7,

Application for IRS Individual Taxpayer
Identification Number, to apply for an ITIN, or
Form SS-4, Application for Employer
Identification Number, to apply for an EIN.
You can get Forms W-7 and SS-4 from the
IRS by calling 1-800-TAX-FORM
(1-800-829-3676) or from the IRS Web Site at
WWW.irs.gov.

If you are asked to complete Form W-9 but
do not have a TIN, write “Applied For” in the
space for the TIN, sign and date the form,
and give it to the requester. For interest and
dividend payments, and certain payments
made with respect to readily tradable
instruments, generally you will have 60 days
to get a TIN and give it to the requester
before you are subject to backup withholding
on payments. The 60-day rule does not apply
to other types of payments. You will be
subject to backup withholding on all such
payments until you provide your TIN to the
requester.

Note: Writing “Applied For” means that you
have already applied for a TIN or that you
intend to apply for one soon.

Caution: A disregarded domestic entity that
has a foreign owner must use the appropriate
Form W-8.

Part II—Certification

To establish to the withholding agent that you
are a U.S. person, or resident alien, sign Form
W-9. You may be requested to sign by the
withholding agent even if items 1, 3, and 5
below indicate otherwise.

For a joint account, only the person whose
TIN is shown in Part | should sign (when
required). Exempt recipients, see Exempt
from backup withholding above.

Signature requirements. Complete the
certification as indicated in 1 through 5
below.

1. Interest, dividend, and barter
exchange accounts opened before 1984
and broker accounts considered active
during 1983. You must give your correct TIN,
but you do not have to sign the certification.

2. Interest, dividend, broker, and barter
exchange accounts opened after 1983 and
broker accounts considered inactive during
1983. You must sign the certification or
backup withholding will apply. If you are
subject to backup withholding and you are
merely providing your correct TIN to the
requester, you must cross out item 2 in the
certification before signing the form.

3. Real estate transactions. You must
sign the certification. You may cross out
item 2 of the certification.

4. Other payments. You must give your
correct TIN, but you do not have to sign the
certification unless you have been notified
that you have previously given an incorrect
TIN. “Other payments” include payments
made in the course of the requester’s trade
or business for rents, royalties, goods (other
than bills for merchandise), medical and
health care services (including payments to
corporations), payments to a nonemployee for
services, payments to certain fishing boat
crew members and fishermen, and gross
proceeds paid to attorneys (including
payments to corporations).

5. Mortgage interest paid by you,
acquisition or abandonment of secured
property, cancellation of debt, qualified
tuition program payments (under section
529), IRA or Archer MSA contributions or
distributions, and pension distributions.
You must give your correct TIN, but you do
not have to sign the certification.

®

Privacy Act Notice

Section 6109 of the Internal Revenue Code
requires you to give your correct TIN to
persons who must file information returns
with the IRS to report interest, dividends, and
certain other income paid to you, mortgage
interest you paid, the acquisition or
abandonment of secured property,
cancellation of debt, or contributions you
made to an IRA or Archer MSA. The IRS uses
the numbers for identification purposes and
to help verify the accuracy of your tax return.
The IRS may also provide this information to
the Department of Justice for civil and
criminal litigation, and to cities, states, and
the District of Columbia to carry out their tax
laws.

You must provide your TIN whether or not
you are required to file a tax return. Payers
must generally withhold 30% of taxable
interest, dividend, and certain other payments
to a payee who does not give a TIN to a
payer. Certain penalties may also apply.

What Name and Number To
Give the Requester

For this type of account:

Give name and SSN of:

1. Individual The individual
2. Two or more The actual owner of the
individuals (joint account or, if combined
account) funds, the first individual
on the account *
3. Custodian account of | The minor 2

a minor (Uniform Gift
to Minors Act)

4. a. The usual The grantor-trustee *
revocable savings
trust (grantor is
also trustee)
b. So-called trust The actual owner *
account that is not
a legal or valid trust
under state law
5. Sole proprietorship The owner 3
For this type of account: | Give name and EIN of:
6. Sole proprietorship The owner @
7. A valid trust, estate, or | Legal entity
pension trust
8. Corporate The corporation
9. Association, club, The organization
religious, charitable,
educational, or other
tax-exempt
organization
10. Partnership The partnership
11. A broker or registered | The broker or nominee
nominee
12. Account with the The public entity

Department of
Agriculture in the name
of a public entity (such
as a state or local
government, school
district, or prison) that
receives agricultural
program payments

' List first and circle the name of the person whose
number you furnish. If only one person on a joint
account has an SSN, that person’s number must be
furnished.

% Circle the minor’s name and furnish the minor’s SSN.

®You must show your individual name, but you may
also enter your business or “DBA” name. You may use
either your SSN or EIN (if you have one).

“List first and circle the name of the legal trust, estate,

or pension trust. (Do not furnish the TIN of the personal
representative or trustee unless the legal entity itself is

not designated in the account title.)

Note: If no name is circled when more than
one name is listed, the number will be
considered to be that of the first name listed.



INSURANCE AGENT AGREEMENT

THIS INSURANCE AGENT AGREEMENT is made , 200_ by
and between Athens Area Health Plan Select, Inc. (“AAHPS” or the “Plan”), and
(*Agent”).

RECITALS:

WHEREAS, AAHPS is licensed to operate a Health Maintenance Organization (HMO)
pursuant to Chapter 21 of the Georgia Insurance Code.

WHEREAS, Agent (the term of which includes “Broker(s)” for purposes of this
agreement) is licensed in the State of Georgia as an insurance agent or broker to sell group health
insurance and prepaid healthcare plans on behalf of the Plan.

WHEREAS, AAHPS wishes to contract with Agent to market its healthcare plans on the
terms and conditions provided for herein.

WHEREAS, Agent desires to enter into an Insurance Agent Agreement with AAHPS for
the solicitation of applications from Employer Groups located in the AAHPS service area.

NOW, THEREFORE, in consideration of the mutual promises and covenants herein
stated, and for other good and valuable consideration, the parties hereto agree as follows:

ARTICLE 1. AGENT OBLIGATIONS

1.1 Solicitation of Applications. Agent is authorized to solicit employer group
applications for membership in AAHPS health benefit plans. Agent is only authorized to solicit
and secure memberships in AAHPS’s programs at the membership rate and such other
underwriting criteria currently in effect at the time of the last notification received by Agent from
AAHPS.

1.2 Agent Licensure. Agent represents and warrants as a material term of this
Agreement that Agent has, and will continue to have as long as this Agreement remains in effect,
a currently valid, unrestricted license as an insurance agent or broker in the State of Georgia to
solicit and sell group health benefits and prepaid healthcare plans for health maintenance
organizations. Agent shall immediately notify AAHPS of the institution of any disciplinary
proceedings against or forfeiture of the license held by Agent. Agent shall also provide, upon
AAHPS’s request, all information AAHPS deems necessary to comply with applicable state laws.

1.3 No Prior Disciplinary or Criminal Proceedings. Agent represents and warrants that
he/she has never suffered the loss, suspension or termination of any license issued by any
governmental authority in connection with the sale of any type of insurance, prepaid health care,
hospital or professional benefits agreement, and that he/she has never been convicted of a crime
involving moral turpitude.

Agent shall immediately notify AAHPS in the event of a loss, suspension or termination
of any license issued to such Agent by any governmental authority in connection with the sale of
any type of insurance, prepaid health care, hospital or professional benefits program. Agent shall



also immediately notify AAHPS in the event he or she is indicted of a crime involving moral
turpitude.

14 Submission of Applications. Agent agrees to comply with AAHPS policies and
procedures, as amended from time to time, relating to the completion and submission of
applications.

15 Representations to Employer Groups. Agent agrees that he/she will make no
representation with respect to the nature or scope of the benefits of AAHPS memberships, except
through and by means of the written material prepared and furnished to Agent by AAHPS. Agent
shall have no authority to make any oral or written alteration, modification or waiver of any of the
terms or conditions applicable to AAHPS memberships. Group Health Care Contracts offered by
AAHPS are those approved by the Georgia Department of Insurance.

1.6 Nondiscrimination. Agent shall not differentiate or discriminate in marketing to
employer groups because of race, color, national origin, ancestry, sex, religion, marital status,
sexual orientation, age, health status, or expected or actual claims experience.

1.7 Records. Agent shall maintain such books, records, and information of all
transactions pertaining to memberships submitted and accepted hereunder and any other records
as are required by AAHPS and/or applicable Georgia and Federal law in connection with Agent’s
relationship with AAHPS, its subscribers and the public. Agent shall retain such records for the
time period provided for in applicable statutes or regulations as may be amended from time to
time, or, in the event Agent has been duly notified of an audit or investigation of AAHPS, until
the date such audit or investigation is resolved whichever is later. This obligation shall not
terminate upon termination of this Agreement.

Agent shall retain such records during the term of this Agreement and for seven (7) years
after the termination of this Agreement, or such other time period provided for in applicable
statutes or regulations as may be amended from time to time, or, in the event Agent has been duly
notified of an audit or investigation of AAHPS, until the date such audit or investigation is
resolved, whichever is later.

1.8 Access to Records. Agent shall make all books, records, papers and information
of Agent relating to this Agreement available to AAHPS and the Georgia Department of
Insurance or other governmental authorities with jurisdiction over AAHPS, at all reasonable
times upon demand for inspection, examination and copying at Agent’s principal place of
business or other mutually agreeable locations in Georgia. AAHPS agrees to reimburse Agent for
reasonable expenses incurred for copying documents to comply with this provision.

1.9 Confidentiality. Agent agrees to maintain all information obtained about
Employer Groups or AAHPS in the strictest confidence in accordance with applicable law.

1.10  Promotional Materials. Agent shall display promotional materials provided by
AAHPS within agent’s office. Agent agrees not to employ or make use of any advertisement in
which the name of AAHPS is used without the prior written consent and approval of AAHPS. All
printed matter, applications and sales literature which AAHPS may furnish to the Agent shall
remain the property of AAHPS, subject at all times to its control and shall be returned to AAHPS
upon demand.




1.11  Change of Address/Sale of Business/Transfer of Assets. Agent shall notify
AAHPS in writing of any change of business address at least thirty (30) days prior to the effective
date of such change. If Agent desires to sell, transfer or convey Agent’s business, or any
substantial portion, or all of his/her business assets to another entity, Agent shall so advise
AAHPS at least thirty (30) days prior to the sale, transfer or conveyance date. If this Agreement
will be part of the transfer, conveyance or sale and will be assumed by the new entity, the
acquiring entity shall certify in writing that the acquiring entity will honor and be fully bound by
the terms and conditions of this Agreement. Notwithstanding the above, if AAHPS, in its sole
discretion, is of the opinion this Agreement cannot be satisfactorily performed by the assuming
entity or does not want to do business with that entity for whatever reason, AAHPS may
terminate this Agreement as provided for herein.

1.12  Use of AAHPS’ Trade Secrets by Agent. As part of the consideration for AAHPS
to enter into this Agreement, Agent agrees that he/she shall not use, or divulge to anyone,
AAHPS’ trade secrets. A trade secret is defined by Georgia law at O.C.G.A. §10-1-761(4) and in
addition as used herein means information, including but not limited to, programs, methods,
techniques and processes that have independent economic value from not being generally known
to either the public or the other persons who can obtain economic value for its disclosure or use.
Examples of AAHPS’s trade secrets include but are not limited to, AAHPS customer lists not
obtained from agent, compiled information concerning its employer groups not obtained from
agent, premium rates and operations manuals. This Paragraph shall not be applicable to
information that is already in the public domain or that has been made available to the public by
AAHPS or has been made available to AAHPS by agent.

1.13  Miscellaneous Duties.

A. Agent shall not present an Athens Area Health Plan Select, Inc. Group
Healthcare Contract to an employer for execution unless the employer has at least two (2)
employees who will become members of the Plan and the employer will contribute at least fifty
(50%) percent of the single rate premium for each employee.

B. Agent shall not enroll any employees of an employer until both the employer and
the Plan have signed the Group Healthcare Contract.

C. Agent shall act in a fiduciary capacity for the Plan in regard to all moneys
collected or held by Agent.

D. Agent shall provide the Plan with all information necessary for the Plan to obtain
and maintain any agent’s certificate of authority to represent the Plan as required by the Georgia
Insurance Code or Insurance Department regulations.

ARTICLE 2. AAHPS OBLIGATIONS

2.1 HMO License. AAHPS shall maintain its Georgia HMO license during the term
of this Agreement.

2.2 Actions Against AAHPS. AAHPS shall notify Agent of any legal or
governmental action concerning or related to AAHPS’s licensure as a Health Maintenance
Organization by the State of Georgia that would materially impair the ability of AAHPS to carry
out its duties and obligations as set forth in this Agreement.




2.3 Discontinued or Altered Programs. AAHPS reserves the right to reject any and
all applications submitted by the Agent, and to discontinue writing the Employer Group programs
offered.

ARTICLE 3. INDEMNIFICATION

3.1 Indemnification by AAHPS. AAHPS shall defend, indemnify and hold harmless
Agent, its officers, employees and agents against any claim, legal action for injunctive relief or
damages, and administrative proceeding, by a third party of any type where such claim, legal
action or administrative proceeding arises as a result of acts or omissions of AAHPS, its directors,
officers, employees or agents (other than Agent) under the terms and conditions of this
Agreement to the extent they are not attributable to the actions or failure to act by Agent. Such
defense of Agent by AAHPS shall be solely at AAHPS’ expense by counsel reasonably
acceptable to Agent, and Agent shall have the right, solely within its discretion to take control of
its own defense at any time at its own expense.

3.2 Indemnification by Agent. Agent shall defend and hold harmless AAHPS, its
directors, officers, employees and agents against any legal action, claim, legal action for
injunctive relief or damages, and administrative proceeding, by a third party of any type where
such claim, legal action or administrative proceeding arises as a result of acts or omissions of
Agent, its directors, officers, employees or agents under the terms and conditions of this
Agreement to the extent they are not attributable to the actions or failure to act by AAHPS. Such
defense of AAHPS by Agent shall be solely at Agent’s expense by counsel reasonably acceptable
to AAHPS, and AAHPS shall have the right, solely within its discretion to take control of its own
defense at any time at its own expense.

3.3 Sharing of Information. The parties agree to cooperate in good faith in the
conduct of the defense of any action to which both parties are nhamed defendants; provided that
such cooperation does not impair either party’s ability to prepare and present their individual
defense; and further provided that neither party shall be required to take any action or provide the
other party with information that would jeopardize or result in a waiver of any applicable
privilege or violate any duty of confidentiality.

ARTICLE 4. COMPENSATION

4.1 Compensation. AAHPS shall pay to Agent the Service Fees at the rate set forth
on the Service Fee Schedule attached hereto as Exhibit A, so long as (1) Agent continues to be
actively engaged as a licensed Broker or Agent in the State of Georgia, (2) Agent continues to be
designated by the Employer Group (“Group”) named in the Policy in writing as the Broker or
Agent of record with respect to such Group, (3) this Agreement between Agent and AAHPS is in
full force and effect, and (4) the Group continues to be enrolled with AAHPS. Service Fees will
be paid to the Agent by AAHPS only after the application has been approved and processed in
accordance with AAHPS current underwriting practices and the Group applicant has been
accepted and paid the premiums or subscription charges.

4.2 Service Fee Schedule. Agent agrees that AAHPS shall have the right to modify
the Service Fee Schedule as it deems appropriate. Modifications and amendments to the Service
Fee Schedule shall become effective on the date set forth in any such modification, amendment or
endorsement, or upon the date Agent receives notification of a replacement Service Fee Schedule.
Service fees shall be payable during the calendar month following the month of receipt by
AAHPS of the respective subscription charges on which the service fees are payable. If a




subscription charge adjustment shall be made for any period, then a corresponding adjustment
shall be made in the Agent’s service fees for the period commencing with the adjusted
subscription charges. Notwithstanding the above, modification or amendment of the Service Fee
Schedule shall not apply to commissions payable on subscription charges received by AAHPS for
Group Healthcare Contracts issued or renewed prior to the effective date of the modification or
amendment. Service fees for Group Healthcare Contracts issued prior to the effective date of any
modified or amended Service Fee Schedule shall be governed by the Agent’s Agreement and the
Service Fee Schedule in effect at the time of issuance and shall remain in force until the renewal
of said Group Healthcare Contracts. Subsequent service fees shall be paid in accordance with the
Service Fee Schedule in effect at the time of renewal of said Group Healthcare Contracts. Agent
shall have no claim for commissions except as herein provided.

4.3 Collection of Premiums. Agent shall have no authority, without written
permission of AAHPS to collect or provide receipt for premiums other than the first month’s
premiums; deduct commissions or permissible fees; endorse checks payable to AAHPS; or
perform any other act or duty not specifically authorized. Any and all funds received by Agent for
the account of AAHPS shall at all times be segregated from the assets of the Agent and shall,
within one (1) business day of receipt by Agent, be promptly deposited into a trust account in a
state or federal bank, authorized to do business in Georgia and insured by an appropriate federal
insuring agency. All such funds shall be transmitted to AAHPS by Agent within five (5) business
days after receipt of such funds by Agent.

4.4 Liens on Commissions. Any indebtedness of said Agent to AAHPS shall be a
first lien against any commission due Agent or his/her representative or assigns under this
Agreement and such commission shall be applied to liquidate such indebtedness.

4.5 Other Expenses. Agent shall have no claim or shall not be entitled to
reimbursement for any expenses, unless the incurring of such expenses was authorized in writing
in advance by AAHPS.

4.6 Employer Group Non-liability. Agent shall look solely to AAHPS for
compensation due Agent from AAHPS under this Agreement. Agent shall not attempt to collect
AAHPS’ liability for amounts owed to Agent from Employer Groups, notwithstanding the fact
that AAHPS fails to discharge its liability to Agent.

ARTICLE 5. INSURANCE

51 Agent Liability Insurance. Agent, at its sole cost and expense, shall procure and
maintain such policies of general liability, professional liability, errors and omissions, and other
insurance as shall be necessary to insure Agent and its employees, contractors, agents,
shareholders, directors and officers against any claim or claims for damages arising by reason of
Agent’s performance of or failure to perform any actions hereunder or use of any property
required and provided by Agent hereunder. Agent shall provide AAHPS with not less than thirty
(30) days’ advance written notice of any cancellation, reduction, or other material chance in the
amount or scope of any coverage(s) required hereunder.

ARTICLE 6. TERM AND TERMINATION

6.1 Terms of Agreement. The terms of this Agreement shall commence upon the date
of execution by both parties and shall remain in effect for one (1) year from that date unless
terminated by either party as provided for herein. Thereafter, this Agreement will continue in



effect from year to year, unless terminated pursuant to the terms of this Agreement, provided,
however, that the fees set forth on Exhibit A and any other term may be amended by mutual
agreement or as otherwise provided for herein.

6.2 Termination Without Cause. This Agreement may be terminated without cause
by either party by written notice given to the other party, delivered in person or mail, certified,
return receipt requested, at least thirty (30) days in advance of such termination. In the event of
termination as provided in this paragraph, the commissions heretofore secured by the Agent shall
be continued to be paid to the Agent up to the date of termination.

6.3 Termination for Misconduct by Agent. This Agreement may be terminated
immediately if Agent is indicted or convicted of any criminal act, becomes the subject of any
licensure or disciplinary action by any government agency, becomes the subject of any
investigation for fraud or malfeasance by any government agency, or breaches any material
provision of this Agreement. Such termination shall be effective upon mailing of the notice of
termination by Certified Mail — Return Receipt Requested, to Agent.

ARTICLE 7. GENERAL PROVISIONS

7.1 Amendments. AAHPS may amend this Agreement in whole or in part upon
giving thirty (30) days prior written notice to Agent of such proposed amendment. If the Agent
fails to object within the thirty (30) day period the amendment shall become a part of this
Agreement. Any amendment by Agent must be approved in writing by AAHPS. All such
amendments shall be attached hereto and shall become part of this Agreement.

7.2 Applicable Law. This Agreement and the rights and obligations of the Parties
hereunder shall be construed, interpreted and enforced in accordance with, and governed by, the
laws of the State of Georgia.

7.3 Avrbitration. Any controversy or claim arising out of or relating to this Agreement
including, but not limited to, any controversy or claim arising out of or relating in any way to the
construction, interpretation, or scope of this Agreement or to any claimed breach of any term or
provision of this Agreement, shall be the subject of non-binding mediation. The parties shall
appoint a disinterested mediator (if they cannot agree on a mediator, either party may petition the
Chief Judge of the Clarke County Superior Court to appoint a mediator), whose expenses shall be
shared equally. If the claim or dispute is not resolved by mediation, then either party seeking
arbitration must serve written notice of its intent to arbitrate upon the other within thirty (30) days
of the conclusion of the mediation process. The claims or dispute shall be arbitrated in Athens,
Georgia or such other location mutually agreeable, pursuant to the Rules of Commercial
Avrbitration of the American Arbitration Association. The parties agree to be bound by any final
decision rendered in accordance with said procedure and the decision of the arbitrators may be
entered in any court having jurisdiction thereof. Each party shall pay one half of the arbitrators’
expenses and fees as a condition of its participation in such arbitration. The arbitrators may award
costs and attorneys fees to the prevailing party, but shall not award punitive damages to any party.

7.4 Assignment. Except as provided for herein, this Agreement and the rights,
interests and benefits hereunder shall not be assigned, delegated, or transferred in any way, and
shall not be subject to execution, attachment or similar process without the prior written consent
of both parties. The duties imposed on Agent shall not be subcontracted or delegated without
prior written consent of AAHPS. AAHPS and Agent shall have the right to assign this Agreement
to another subsidiary entity into which AAHPS or Agent is merged or with which AAHPS or



Agent is consolidated, or to a purchaser of all or substantially all of the assets of AAHPS or
Agent or as part of a corporate reorganization.

7.5 Attorneys” Fees. Except as otherwise set forth herein, if any action at law or
equity is necessary to enforce the terms of this Agreement, the prevailing party shall be entitled to
reasonable attorneys’ fees in addition to any other relief to which such party may be entitled.

7.6 Confidentiality of this Agreement. To the extent reasonably possible, each party
agrees to maintain this Agreement as a confidential document and not to disclose the Agreement
or any of its terms without the approval of the other party or Court order.

7.7 Counterparts. This Agreement may be executed simultaneously in two or more
counterparts, each one of which shall be deemed the original, but all of which shall constitute one
and the same instrument.

7.8 Gender. As used herein, the masculine, feminine or neuter gender, and the
singular and plural number or tense, each shall be deemed to include the others whenever the
context so indicates.

7.9 Headings. Paragraph headings are not to be considered part of this Agreement
and are included solely for convenience and reference and are not intended to be full or accurate
descriptions of the content thereof and shall have no force or effect.

7.10  Independent Parties. None of the provisions of this agreement are intended to
create or shall be deemed or construed to create any relationship between the parties hereto other
than that of independent contractors, solely for the purposes of effecting the provision of this
Agreement.

7.11  Integration of Entire Agreement. This Agreement, including all exhibits hereto,
contains all the terms and conditions agreed upon by the parties regarding the subject matter of
this Agreement. Any prior agreements, promises, negotiations or representations of or between
the parties, either oral or written, relating to the subject matter of this Agreement, which are not
expressly set forth in this Agreement, are null and void and of no further force and effect.

7.12  No Third Party Beneficiary. Nothing in this agreement, express or implied, is
intended or shall be construed to confer upon any person, firm or corporation, other than the
parties hereto and their respective successors and assigns, any remedy or claim under or by reason
of this Agreement, or any term, covenant, or condition hereof as third party beneficiaries or
otherwise, and all of the terms, covenants and conditions hereof shall be for the sole and
exclusive benefit of the parties hereto and their successors and assigns.

7.13  Notices. Any notice or other communication required or permitted hereunder
shall be in writing and shall be deemed to have been given if personally delivered; or, if mailed,
upon being placed in the United States mail, certified, postage prepaid, addressed as follows:

If to AAHPS: 295 W. Clayton Street
Athens, Georgia 30601

Attention: CEO



If to Agent: Address Indicated on Signature Page

7.14  Other Agreements. Nothing in this Agreement shall prevent AAHPS and the
Agent form contracting with each other for the provision of services not covered by this
Agreement. This Agreement is not intended to create any exclusive relationship for AAHPS or
Agent.

7.15  Severability. The invalidity or unenforceability of any terms or provisions hereof
will in no way affect the validity or enforceability of any other term or provision.

7.16  Waiver. The waiver by either party of a breach or violation of any provision of
this Agreement shall not operate as to be construed to be a waiver of any subsequent breach
thereof, nor shall such waiver constitute a continuing waiver unless otherwise expressly provided.

IN WITNESS WHEREOF, the undersigned have executed this Agreement in Athens,
Georgia, effective as of the date written above.

AGENT: AAHPS:
Agent: By: By:

Title: Title:
Signature: Signature:

Georgia License No.:

(attach copy of applicable insurance license)

Federal ID No.:

Agent’s Address:

Telephone Number:




Health Plan Select, Inc.
Business Associate Privacy Addendum
To The Service Agreement

This Business Associate Privacy Addendum (hereinafter referred to as “Addendum™) by and between
Athens Area Health Plan Select, Inc. (hereinafter referred to as “HPS”) a Covered Entity under HIPAA,
and INSERT ORG NAME (hereinafter referred to as “Business Associate™), is effective as of the
signature date on the last page.

Whereas, HPS and Business Associate have entered into that certain Services Agreement effective
INSERT DATE;

Whereas, the service provided by Business Associate to HPS causes Business Associate to be considered
a “Business Associate” under privacy regulations including the regulations contained in 45 C.F.R. parts
160 and 164, as amended from time to time (the “HIPAA Privacy Rule”) promulgated under the Health
Insurance Portability and Accountability Act of 1996 (“HIPAA”); and

Whereas, HPS and Business Associate desire to modify the Agreement to include certain provisions
required by the HIPAA Privacy Rule.

Now, Therefore, in consideration of the mutual covenants and conditions contained herein and the
provision of Protected Health Information as defined by the HIPAA Privacy rules (PHI) by HPS to
Business Associate under the Agreement in reliance on this Addendum, the Parties agree as follows:

Recitals

A. HPS wishes to disclose certain information to Business Associate, some of which may constitute
Protected Health Information (“PHI”) (defined below).

B. HPS and Business Associate (collectively “Parties”) intend to protect the privacy and provide for the
security of PHI disclosed to Business Associate in compliance with the Health Insurance Portability
and Accountability Act of 1996, Public Law 104-191 (“HIPAA”) and regulations promulgated there
under.

C. As part of the HIPAA Regulations, the Privacy Rule (defined below) requires HPS, to enter into a
contract with Business Associate containing specific requirements prior to the disclosure of PHI, as
set forth in the Title 45 of the code of Federal Regulations (“CFR”) Parts 160 and 164 as modified
from time to time.

In consideration of the mutual promises below and the exchange of information pursuant to this
Addendum, the parties agree as follows:

Definitions
Unless otherwise indicated below or elsewhere in this Addendum, all capitalized terms will have the
meanings provided in 45 CFR 8§ 160.103 and 164.501. (For convenience, a few of the definitions are
highlighted below.)

“Business Associate” refers to INSERT ORG NAME and will have the meaning given to such term under
the Privacy Rule.

“Compliance Date” shall mean the later of:
A. April 14, 2003; or

B. Such other date by which HPS must enter into an Addendum with Business Associate
pursuant to the requirements of the HIPAA Privacy Rule, no later than April 14, 2004..
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Health Plan Select, Inc.
Business Associate Privacy Addendum
To The Service Agreement
“Covered Entity” will have the meaning given to such term in 45 C.F.R. 164.501 under the Privacy Rule.

“ Data Aggregation” shall mean, with respect to PHI created or received by Business Associate in its
capacity as the Business Associate of HPS, the combining of such PHI by Business Associate with the
PHI received by Business Associate in its capacity as a Business Associate or another Covered Entity, to
permit data analyses that relate to the Health Care Operations (defined below) of the respective
Covered Entities. The meaning of “Data Aggregation” in this Addendum shall be consistent with the
meaning given to that term in the HIPAA Privacy Rule. To the extent, the HIPAA Privacy Rule changes
the meaning of such term, this Addendum shall be modified automatically to correspond to the
meaning given in such rule.

“Designated Record Set” shall mean a group of Records maintained by or for HPS that:

A. Consists of medical records and billing records about individuals maintained by or for HPS;

B. Consist of the enrollment, payment, claims adjudication, and case or medical management
record systems maintained by or for HPS; or

C. Consists of Records used, in whole or part, by or for HPS to make decisions about
individuals. The meaning of “designated record set” in this Addendum shall be consistent
with the meaning given to that term in the HIPAA Privacy Rule. To the extent, the HIPAA
Privacy Rule changes the meaning of such term; this Addendum shall be modified
automatically to correspond to the meaning given in such rule.

“De-ldentify” shall mean to alter the PHI such that the resulting information meets the requirements
described in 45 C.F.R. 164.514 (a) and (b).

“Privacy Rule” will mean the Standards for Privacy of Individually Identifiable Health Information at 45
CFR Parts 160 and 164, Subparts A and E, as they may be modified from time to time.

“Protected Health Information” or “PHI,” means any information, whether oral or recorded in any form
or medium:

A. That relates to the past, present or future physical or mental condition of an individual; the
provision of health care to an individual; or the past, present or future payment for the
provision of health care to an individual; and

B. That identifies the individual or with respect to which there is a reasonable basis to believe
the information can be used to identify the individual, and will have the meaning given to
such term under the Privacy Rule, 45 CFR § 164.501.

“Required by Law” will have the same meaning as set forth in 45 CFR § 164.501.

Addendum

1. Purposes for Which Protected Health Information May be Used or Disclosed. In connection with
the services provided by Business Associate on behalf of HPS. HPS may use or disclose PHI to
Business Associate for the purposes of bill review services.

2. Business Associate Obligations. Business Associate agrees to comply with applicable federal and
state privacy/confidentiality and security laws, including, but not limited to the Privacy Rule,
including without limitation:
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Health Plan Select, Inc.
Business Associate Privacy Addendum
To The Service Agreement

2.1.  Uses of PHI. Business Associate will not use PHI other than permitted by the Addendum or
as Required by Law. Business Associate may use and disclose PHI as reasonably necessary

for:

A.

Except as otherwise provided in this Addendum, Business Associate may use or
disclose PHI as reasonably necessary to provide the services described in the
Addendum, or as other wise permitted or required of Business Associate or as
required by law.

Except as otherwise limited by this Addendum, Business Associate may perform Data
Aggregation services for HPS to the extent such services are authorized or permitted
in the Addendum. However, under no circumstances may Business Associate disclose
PHI obtained from HPS to another provider absent the explicit written permission of
HPS.

2.2 Business Associate Further Agrees:

A.

B.

To use appropriate safeguards to protect the use or disclosure of PHI other than as
provided by this Addendum

To take reasonable steps to ensure that the actions or omission of its employees or
agents do not cause Business Associate to breach the terms of this Addendum

To Provide training to members of its workforce regarding the confidentiality
requirements in the Privacy Rule and this Addendum;

To obtain reasonable assurances from the person to whom the information is
disclosed that it will be held confidential and further used and disclosed only as
Required by Law or for the purpose for which it was disclosed to the person or entity;
To notify HPS of any instances of which it is aware in which PHI is used or disclosed
for a purpose that is not otherwise provided for in this Addendum or for a purpose
not expressly permitted by the Privacy Rule; and

To ensure that all disclosures of PHI are subject to the principle of “minimum
necessary use and disclosure,” i.e., only PHI that is the minimum necessary to
accomplish the intended purpose of the use, disclosure, or request may be disclosed.

2.3 Disclosure to Third Parties

AAHPS 01/29/04

A.

Except as otherwise limited by this Addendum, HPS authorizes Business Associate to
use the PHI in its possession for the proper management and administration of
Business Associate’s business, to carry out its legal responsibilities and to report
violations of law to the appropriate federal and state authorities. Business Associate
may disclose PHI for its proper management and administration provided that:

1. Such disclosures are required by law; or
2. Business Associate obtains, in writing, prior to making any disclosure to a third

party:

a. Reasonable assurance from such third party that the PHI will be held and
kept confidential as provided under this Addendum and used or further
disclosed only as required by law or for the purpose for which it was
disclosed to such third party

b. Reasonable assurance from such third party to notify Business Associate
immediately of any breaches of the confidentiality of the PHI, to the extent
it has knowledge of such breach.
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2.4

2.5

2.6

2.7

2.8

Health Plan Select, Inc.
Business Associate Privacy Addendum
To The Service Agreement

B. Mitigation of Disclosures of PHI. Business Associate shall, mitigate, to the extent
practicable, any harmful effect that is known to Business Associate of any use or
disclosure of PHI by Business Associate or its agents or subcontractor in violation of
the requirement of this Addendum.

C.  Addendums with Agents or Subcontractors. Business Associate shall ensure that any
of its agents or subcontractors that have access to or to which Business Associate
provides PHI agrees in writing to the restrictions and conditions concerning uses and
disclosures of PHI contained herein.

D. Upon request, Business Associate shall make available to HPS any of HPS’ PHI that
Business Associate, or any of its agents or subcontractors have in their possession.

E. In the event that Business Associate is providing services to any Covered Entity that
is an affiliate of HPS, Business Associate shall abide by the terms of this Addendum
with respect to PHI received or created by Business Associate in connection with
services provided to such Covered Entity.

Notification of Breach. Business Associate will notify HPS of any suspected or actual breach
of security or unauthorized use or disclosure of PHI or any actual or suspected use or
disclosure of data in violation of applicable federal or state laws or regulations. Business
Associate will:

A. Take corrective action to cure any such deficiencies, and

B Take any action pertaining to such unauthorized disclosure required by applicable
federal and state laws and regulations.

C.  Agree to report to HPS any such unauthorized use or disclosure within five (5)
business days of becoming aware of such use or disclosure.

Notice of Privacy Practices. Business Associate will abide by the limitations of any Notice of
Privacy Practices published by HPS of which it has knowledge. Any use or disclosure
permitted by this Addendum may be amended by such Notice of Privacy Practices, however,
the amended Notice of Privacy Practices will not affect

permitted uses and disclosures on which Business Associate relied prior to such notice.

Withdrawal of Consent or Authorization. HPS will notify Business Associate if the use or
disclosure of PHI in this Addendum is based upon an individual’'s specific consent or
authorization for the use of his or her PHI, and the individual revokes such consent or
authorization in writing, or the effective date of such authorization has expired, or the
consent or authorization is found to be defective in any manner that renders it invalid.
Business Associate agrees, if it has notice of such revocation or invalidity, to cease the use
and disclosure of any such individual’s PHI except to the extent it has relied on such use or
disclosure, or where an exception under the Privacy Rule applies.

Use or Disclosure that Would Violate HIPAA. Business Associate will not further use or
disclose PHI in a manner that would violate the requirements of the Privacy Rule if the PHI
were used or disclosed by HPS.

Safeguards. Business Associate will maintain appropriate safeguards to ensure that PHI is
not used or disclosed other that as provided by this Addendum or as Required by Law. HPS is
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Health Plan Select, Inc.
Business Associate Privacy Addendum
To The Service Agreement

responsible for using appropriate safeguards to maintain and ensure the confidentiality,
privacy and security of PHI transmitted to Business Associate pursuant to this Addendum.

2.9 Individual Rights Regarding Designated Record Sets. If Business Associate maintains a

Designated Record Set on behalf of HPS, Business Associate agrees as follows:

A.

Correction of PHI. Business Associate agrees that it will provide PHI maintained
by Business Associate to HPS for inspection or copying upon reasonable notice to
enable HPS to fulfill its obligations under the Privacy Rule.

Individual Right to Copy or Inspection. Business Associate agrees that it will
provide PHI maintained by Business Associate to HPS upon reasonable notice to
enable HPS to fulfill its obligations with respect to an individual’s right to inspect
or copy PHI as required under 45 C.F.R. § 164.524.

Individual Right to Amendment. Business Associate agrees that it will provide
PHI maintained by Business Associate to HPS upon reasonable notice to enable
HPS to accommodate an individual’s right to have access to and amend PHI
about the individual in a Designated Record Set as set forth at 45 C.F.R. §
164.526.

2.10 Amendment of PHI.

A.

Upon request and instruction from HPS, Business Associate shall amend PHI or
a Record about an individual in a Designated Record Set that is maintained by, or
otherwise within the possession of, Business Associate as directed by HPS in
accordance with procedures established by 45 C.F.R. 164.526. Business Associate
shall complete any request by HPS to amend such information within fifteen (15)
business days of HPS’ request.

In the event any individual requests that Business Associate amend such
individual’s PHI or Record in a Designated Record Set, Business Associate within
five (5) business days, shall forward such request to HPS. Any amendment of, or
decision not to amend, the PHI or Record as requested by an individual shall be
the sole responsibility of HPS.

2.11 Accounting of Disclosures.

AAHPS 01/29/04

A.

Business Associate shall document any disclosures of PHI made by it, except for
disclosures excepted under 45 C.F.R. 164.528. Business Associate shall also make
available information related to such disclosures as would be required for HPS to
respond to a request for an accounting of disclosures in accordance with 45
C.F.R. 164.528. At minimum, Business Associate shall furnish HPS the following:

1. The date of the disclosure;

2. The name of the entity or person who received PHI, and, if known, the
address of such entity or person.

3. A brief description of the PHI disclosed, and

4. A brief statement of the purpose of the disclosure. Such accounting is
limited to disclosure made in the 6 years prior to the request of an
Individual and shall be provided for as long as Business Associate maintains
the PHI, not including disclosures made prior to the compliance date.

page 5 of 8



3.

Health Plan Select, Inc.
Business Associate Privacy Addendum
To The Service Agreement

5. Such accounting is limited to disclosures made in the six years prior to the
request of the individual, not including disclosures made prior to the
Compliance date, April 14, 2003.

B. Business Associate hereby agrees to implement an appropriate record keeping
system to enable it to comply with the requirements of this Section. Business
Associate agrees to retain such records for a minimum of six (6) years.

C. Business Associate shall furnish to HPS information collected in accordance with this
Section, in the time and manner designated by HPS, to permit HPS to make an
accounting of disclosures as required by 45 C.F.R. 164.528.

D. In the event an individual delivers the request for an accounting directly to Business
Associate, Business Associate shall within five (5) calendar days forward such request
to HPS. HPS shall maintain sole responsibility for preparing and delivering any
accounting requested.

Internal Practices, Books, and Records. Business Associate will make available its internal practices,
books, and records, including policies and procedures and PHI, relating to the use and disclosure of
PHI received from or created or received by Business Associate on behalf of HPS, to the Secretary of
the Department of Health and Human Services (“Secretary”) or its agents or any other health
oversight agency, or to HPS, in a time and manner as designated by HPS or Secretary, for purposes
of determining HPS’ compliance with the Privacy Rule. Notwithstanding the foregoing, prior to any
such disclosure to HHS or any other federal or state agency, Business Associate shall notify HPS
immediately of such request and shall furnish HPS with copies of such request. HPS and Business
Associate agree to work together in responding to such request.

Indemnification. To the extent permitted by law, each party agrees to indemnify and hold harmless
the other party from and against all claims, demands, liabilities, judgments or causes of action of
any nature for any relief, elements of recovery or damages recognized by law (including, without
limitation, attorney’s fees, defense costs, and equitable relief), for any damage or loss incurred by
the indemnified party arising out of, resulting from, or attributable to any negligent acts or other
negligent conduct of the indemnifying party in connection with the performance of the duties under
this Addendum.

4.1 Indemnification Procedure. The indemnified party will have the option, at its sole discretion, to
employ attorneys selected by it to defend any such action, the reasonable costs and expenses of
which will be the responsibility of the indemnifying party. The indemnified party will provide the
indemnifying party with timely notice of the existence of such proceedings and such information,
documents and other cooperation as reasonably necessary to assist the indemnifying party in
establishing a defense to such action. This indemnity will survive termination of this Addendum and
any other Addendums and indemnified party reserves the right, as its option and expense, to
participate in the defense of any suit or proceeding through counsel of its own choosing. In addition
to any indemnification provisions contained in the Addendum, Business Associate shall indemnify
and hold harmless HPS from and against any and all loss, damage, or expense (or claims of damage
or liability) asserted against HPS by third parties and

A. Arising out of PHI provided to Business Associate by HPS or HPS’ Members or
B. Otherwise from or related to this Addendum

Rights of Proprietary Information. HPS retains any and all rights to the proprietary information,
confidential information, and PHI it releases to Business Associate.
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Health Plan Select, Inc.
Business Associate Privacy Addendum
To The Service Agreement

6. Term and Termination.

6.1 Term. The term of this Addendum will be effective as of Effective Date, and will terminate when
all of the PHI provided by HPS to Business Associate, or created or received by Business Associate
on behalf of HPS, is destroyed or returned to HPS, or, if it is infeasible to return or destroy PHI,
protections are extended to such information, in accordance with the termination provisions in the
Section.

6.2 Termination for Cause. Upon HPS’ knowledge of a material breach by Business Associate, HPS
shall either:

A. HPS may terminate immediately this Addendum and the contract

B. Provide an opportunity for Business Associate to cure the breach or end the violation and
terminate this Addendum and any other Addendumes, if Business Associate does not cure the
breach or end the violation to HPS’ satisfaction within thirty (30) days of written notice from
HPS;

C. Immediately terminate this Addendum and any other Addendums; or

D. If neither termination nor cure is feasible, HPS shall report the violation to the Secretary.

6.3 Effect of Termination. Except as provided in the Section 6.3, upon termination of this
Addendum, for any reason, Business Associate will return or destroy all PHI received from HPS, or
created or received by Business Associate on behalf of HPS. This provision shall apply to PHI in the
possession of Business Associate’s agents and subcontractors. Business Associate shall retain no
copies of the PHI. In the event that Business Associate determines that returning or destroying the
PHI is infeasible, upon written

Request from HPS, Business Associate shall provide to HPS notification of the conditions that make
return or destruction infeasible. Upon mutual agreement of the Parties that return or destruction of
PHI is infeasible, Business Associate will extend the protections of this Addendum to such PHI and
limit further uses and disclosures of PHI to those purposes that make the return or destruction
infeasible, for so long as Business Associate maintains such PHI. This section 6.3, shall survive any
termination of this Addendum.

7. Regulatory References. A reference in this Addendum to a section in the Privacy Rule means the
section as in effect or as amended.

8. Amendments Waiver. Except as otherwise provided herein, this Addendum may not be modified,
nor shall any provision be waived or amended, except in writing duly signed by authorized
representatives of the Parties. The Parties agree to modify this Addendum from time to time as
necessary for HPS to comply with the HIPAA Privacy Rule. A waiver with respect to one event shall
not be construed as continuing, or as a bar to or waiver of any right or remedy as to subsequent
events.

9. Interpretation. The provisions of this Addendum will prevail over any provisions in any other
Agreement that may conflict or appear inconsistent with any provision in this Addendum. This
Addendum will be interpreted as broadly as necessary to implement and comply with HIPAA and
the Privacy Rule. The parties agree that any ambiguity in this Addendum will be resolved in favor of
a meaning that complies with and is consistent with HIPAA and the Privacy Rule.
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Health Plan Select, Inc.
Business Associate Privacy Addendum
To The Service Agreement
10. Effect of Addendum.

A. This Addendum is a part of and subject to the terms of the Services Agreement, except that
to the extent any terms of this Addendum conflict with any term of the Services Agreement,
the terms of this Addendum shall govern. In the event of inconsistency between the
provisions of this Addendum and mandatory provisions of the HIPAA Privacy Rule, as
amended, or their interpretation by any court of competent jurisdiction or regulatory
agency, shall control. Where the provisions of this Addendum are different than those
mandated in the HIPAA Privacy Rule but are nonetheless permitted by such rules as
interpreted by courts or agencies, the provisions of this Addendum shall control.

B. Except as expressly stated herein or as provided by law, this Addendum shall not create any
rights in favor of any third party.

11. Notices. All notices, requests and demands or other communications to be given hereunder to a
Party shall be made via first class mail, registered or certified or express courier to such Party’s
address given below, and/or via facsimile to the facsimile telephone numbers listed

If to HPS, to: If to Business Associate, to:
Athens Area Health Plan Select, Inc. INSERT ORG NAME
295 West Clayton St. Address

Athens, GA 30601

Attention: Ray Donovan, Chief Operating Officer ~Attention:
Facsimile number: 706-549-8004 Facsimile Number:

12. Validity of Signature. This Addendum may not be altered, amended or modified at all. Initialed
changes will not be accepted. Any addition to or deletion from the terms of this Addendum will
render this Addendum and the signature of both parties invalid.

IN WITNESS WHEREOF, the parties hereto have duly executed this Addendum as of the Effective
Date.

Business Associate:

Athens Area Health Plan Select, Inc. INSERT ORG NAME
By: By:

Print Name: Raymond Donovan Print Name:

Title: Chief Operating Officer Title:

Date: Date:
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HEALTH PLAN SELECT
Athens Area Health Plan Select Inc,

Affitiated with Athens Regional Medical Center

BROKER BONUS AND COMMISSION SCHEDULE

BROKER COMMISSION SCHEDULE

EMPLOYEES COMMISSION
(9% OF PREMIUM)
2—9 8%
10—19 7%
20— 49 6%
50 — 99 5%
100+ NEGOTIABLE

SMALL GROUPS (20-49 EMPLOYEES) LARGE GROUPS (50+ EMPLOYEES)

1 Case............... $1,500 1 Case............... $1,500
2 Cases............. $2,000 2 Cases............. $3,000
3 Cases............. $2,500 3 Cases............. $6,000
4 Cases............. $5,000 4 Cases............. $10,000
5 Cases............. $7,500 5 Cases............. $15,000

Bonus checks will be issued the month following the effective date. All cases
must remain in effect for a minimum of 12 months, or any unearned bonus will be
charged back to the commission account.

Respectfully,

WW

Jeff Kunkle
Executive Director

F:\sales\all\Agent Info\Commission Schedule.doc
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HEALTH PLAN SELECT
Athens Area Health Plan Select Inc.
Affitiated with Athens Regional Medical Center

EMPLOYER ELIGIBILITY REQUIREMENTS

UNDERWRITING REQUIREMENTS

NUMBER OF ELIGIBLE EMPLOYEES (GROUP SIZE)

REQUIRED INFORMATION <3 4-50 >51
WAGE & TAXFORM YES YES NO
PREMIUM STATEMENT NO YES NO
INDUSTRY TYPE YES YES YES
MEDICAL QUESTIONNAIRE YES YES NO
CLAIM EXPERIENCE NO NO YES
MULTIPLE CARRIER OFFERING NO NO YES
PARTICIPATION LEVEL 100% 75% 5%
ELIGIBILITY REQUIREMENTS 30 HRS. 30 HRS. 30 HRS.
NEW HIRE WAITING PERIOD (MINIMUM) 30 DAYS 30 DAYS 30 DAYS
YEARS IN BUSINESS 1YR. 1YR. 1YR.
MINIMUM EMPLOYER CONTRIBUTION 50% S 50% S 50% S
* YES, IF HPS IS REPLACING PRIOR COVERAGE.

ELIGIBILITY REQUIREMENTS

All businesses must have at least two or more full-time employees, and must be able to corroborate that

with the following documentation: Most recent Quarterly Wage & Tax Statement (DOL-4) or if
business is not required to file a Wage & Tax, HPS needs one of the following to prepare a quote.

“C” Corporation:
“S” Corporation:

Partnership:

Sole Proprietorship:

Limited Liability:

Church:

Articles of Incorporation, Form 1120 (line 13 is wages) and payroll.
Acrticles of Incorporation, Form 1120S (line 8 is wages) and
Payroll (Only shareholders of an S Corporation may collect
dividends as all or part of their wages.)

Partnership Agreement, Form 1065 (line 9 is wages) and payroll
(Only the Partners of a Partnership can take a draw from the
Company and still be considered an eligible employee.)

Form 1040/Schedule C (line 26 is wages) and payroll

(Only the owner of a Sole Proprietorship can take a draw from the
Company and still be considered an eligible employee.)

LLC agreement. Some states allow filing as a C Corporation or

a Partnership (see above for appropriate documentation.)

form 941 (line 2 is wages) and payroll.

Note:  The above noted alternatives to the Quarterly Wage and Tax will not be available until the end of the

calendar year.

The wages on the payroll must equal at least minimum wage, based on full time
employment status.

UNDERWRITING RESERVES THE RIGHT TO REQUEST ADDITIONAL DOCUMENTATION
WHEN DISCREPANCIES ARISE.

F:\sales\al\FORMS\New Case Related\UDW & ELIGIBILITY REQ..doc Rev. 5/4/06



QUOTE REQUEST FORM

DATE.

AGENT:

GROUP NAME:

MAILING ADDRESS:

EMAIL:

CITY:

STATE.

ZIP:

PHONE.:

FAX:

FEDERAL TAX ID #:

INDUSTRY DESCRIPTION:

EFFECTIVE DATE:

NUMBER

ELIGIBLE EMPLOYEE NAME

SEX

AGE

DEPENDENT # OF
CoDE* CHILDREN

COBRA (Y/N)

1

©| Of N| O vlf M W N

25

*EE = SINGLE / ES = EMPLOYEE & SPOUSE / EC = EMPLOYEE & CHILD(REN) / FF = EMPLOYEE, SPOUSE & CHILD(REN)

F:\data\sales\al\FORMS\New Case Related\CENINFO.DOC

Rev. 1/26/06




GROUP RISK QUESTIONNAIRE
(For groups of 26 employees or more)

Name of Business: Renewal Date:
Business Phone #: Fax #:
Type of Business: Years in Business:

CURRENT/PREVIOUS COVERAGE

Current Carrier Name: How Long:

Benefits with Current Carrier: OHMO [0OPPO 0O Indemnity

Deductibles: Coinsurance:

Plan Type Current Carrier Rates Renewal Rates

Employee

Empl. & Spouse

Empl. & Child

Family

If this is replacement of prior coverage, please furnish a copy of your last billing statement with the employer form.

Total # of Employees: Total # of Eligible Employees:

Total # of Eligible Employees Applying for Coverage:
HEALTH QUESTIONS

Answer the following questions to the best of your knowledge for the persons to be insured (proprietors, partners,
employees, spouses, and dependent children). Give details for the persons answering “yes” on the back of this form.

Yes No

1. Has anyone been treated for a serious illness, been hospitalized or had surgery in the past twelve months?

2. Is anyone likely to have a continuing claim from an existing mental of physical disorder?

3. Has anyone been advised to have surgery in the last six months or anticipate hospitalization for any other
reason?

4. Are there any spouses or dependents that are incapacitated or confined in a hospital or treatment facility?

5. Are there any employees who are not actively at work performing duties full time due to illness or injury?

The Prospective Applicant certifies that the above information is complete and true to the best of his/her knowledge.
Final rates subject to change if information does not adequately represent Group’s actual medical history.

Officer of Applicant & Title: Date:

Agent’'s/Account Executive Signature: Date:

NOTE: A copy of this form will be returned to the employer if coverage is issued
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