Tfassachusetts Application for Transitional Individual Producer License

Go to www.state.mna.us/doi for instructions

(Please Print or Type)

'@ Soc Security Number

{f assigned. National Producer Number (INP#)

Number

@ If applicable. NASD tndividual Central Registration Depository (CRD)

Yes D

Ase you affiliated wath a financial nistitution/bank?

NO[Z}

JR /SR et

@Las: Name
Pee Hoschneide

@ First Name @ Middle Name
/SQ J e dio \’\

@ Date of Birth
(month) O | (day) ©T(year) 7

Residence/Home Address (Physical Street)

ch Vourye S -

@PO Box @C:(y
Westborpuanm

@ State

@Zip or Foretgn Country

A

agisx/

Home Phone Numbes @ Gender (Cucle One)
@9 Female

(s03) 898" oyos

Age you a ngzcn of the Unuted States? (Check One)

Yes Z} No D (if No. of which country are you a citizen”?)
(I No, you must supply waork authorization }

@ Employer’s Name

Jed Boadb sthineider
usiness Address (Physical Street) 19) P O Box @ City {) State @Zip or Foreign Country
©q W gorse s"x" ch}‘;oﬁ) mhA oS>
@ Business Phone Number @ Business Fax Number @ Business E-Mail Address @ Bustness Web Site Address
(so?) 280 Gw/l CrINYg o gy
@ Applicant’s Mailing Address 9P O Box 9) City ®S(a£c 1)Zip or Foreign Country
f‘/” L./\),‘{%’\OOK'O mA" OISEI

GG Vourse

List any name under which you are dotng business

Agency or Business Entity Affiliations

Name of Agency

@ List your [nsurance Agency Affiliations (Complete only if the applicant is to be licensed as an active member of the business entity)

FEIN NP #

FEIN NPHE O Nameuof Agency
FEIN NP # Name of Agency
FEIN ~ NP # Name of Agency

Employment History

Account for all time for the past five years Give all employment experience starting with your current employer working back five years. Include full and part-time

work, self-employment. military service. unemployment and full-time education
From To
Mounth Year Month Year Position Held

Name Soo Beedtsthneiger Horfor [ o3

City UU o T4\ ofoug e State 44 A preven b— A’gz/m*[y
Name €y Tecndlogic o L e 1y [e2

G s bHhomuge, State Coshinur Rulations
Name I l [

City State
Name ] J l

City State
Namte I 1 ]

City State
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-
Y.

Jurisdiction and Type of License Requested

@ Next (o the MA junsdicuon. check the license type(s) and line(s) of authonty for which you are applying

SLP - Surplus Lines Producer

Go to www.stale.ma.us/doi for instructions

Licease Types - A - Agent B - Broker P - Producer
Lines of Authoriny V' - Vanable Life/Vanable L - Life H - Accident & Health P - Properry C - Casualty
Annuity or Sickness
PL - Personal Lines CP - Credst Products O - Other  Limuted Line Travel and
. Baggage
License Type Line of Authority
A B p SLp Jurisdic- \Y L H p C PL Ccp o]
tion / i
MA Y |74 ! | |
Page 2 of 4
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Background [nformation

6) The Applicant must read the following very carefully and answer every question All copies of documents must be certified. All wntten

statements submitted by the Applicant must include an onginal signature

1 Have vou ever been convicted of. or are you custently charged with. commutung a cnme, whether or aot adjudication was withheld”

“Crune” wcludes 2 musdemeanor felony or a mulutary offense You inay exclude nusdemeanaor traffic citations and juvenile offenses
‘Convicted” includes. but 1s not lirruted (o, having been found guilty by verdiet of a judge or jury. having entered a plea of guilty or

nolo contendre, or having been given probation. a suspended sentenice or a fine

If vou answer yes. you must attach to thus application
a) a written statement explaming the circumstances of each ncident.
by a cerufied copy of the charging document. and

¢) a certified copy of the official document which demonstrates the resolunion of the charges or any final judgment

Yes  No

No__/

Y Have you of agy bustness in which you are ar were an owner. pasiner. officer or direstor ever been nvolved w an admunistrative proceeding Ves
regarding any professional or occupational license”
“lnvolved” means having a license censured. suspended. revoked. canceled. termunated or bewng assessed a fine. placed on probation
or surrendering a ficense (o resolve an admunistrative action lnvolved  also means bewng named as a pany to an admuustrative of
arbitration proceedung which 15 related to a professional or accupatonal hieense “Involved” also means baving a license apphcation
dented ot the act of withdrawing an application to avoid a demial - You miay exclude temunations due solely to noncomphiance with
contwuing education requirements or farlure to pay a renewal fee
If you answer yes, you must attach to tus application
a)  awntien statement identifying the type of license and explaining the circumstances of each incident,
b) acentified copy of the Notice of Hearing or other document that states the charges and allegations, and
¢)  acertified copy of the official document which demonstrates the resolution of the charges or any final judgment
3 Has any dernand been made or judgment rendered agawnst you for overdue monies by an insurer. insured or producer, of have you ever been Yes No__/
subject to a bankruptcy proceeding”
If you answer yes. submut a statement summanang the detals of the ndebtedness and arrangements for repayment. and/or type and
location of bankruptcy
4 Have you been notified by any junsdiction 1o which you are applying of any delinquenttax obligation thatis not the subject Yes N'o__/
of a repayment agreement?
If you answer yes. tdentfy the yunisdiction(s) =
S Arse you currenlly a party (0. or bave you ever been found hable i, any lawsui or arbitration proceeding nvolving allegauons of fraud Yes NO‘W/
misappropriation or conversion of funds. nusrepresentation or breach of fiduciary duty”
Uf you answer yes. you must attach to this application
a)  a writlen statement summanzing the details of each tnaident.
b)  acertified copy of the Petition, Complaint or other document that commenced the lawsuit or arbitration, and
¢)  acentified copy of the official document which demonstrates the resolution of the charges or any final judgment
6. Have you or any business in which you are or were an ownes, partner. officer.or director ever had an insurance agency contract or any other Yes  No _/
business relationship with an insurance company terminated for any alleged misconduct”
[f you answer yes, you must attach to this application
a)  awritten statement summanzing the details of each wcident and explauung why you feel this incident should not prevent you
from receiving an wsurance license. and
b)  certified copies of all relevant documents
7. Do you have a child support obligation i arrearage”? Yes NOA_M/
[f you answer yes to Question 7, by how many moaths are you w arrearage”  Months
8 Are you the subject of a child support related subpoena or warrant” Yes No!

Go to www.state.ma.us/dot for instructions

Page 3 of 4
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Applicants Certification and Attestation

@ The Applicant must read the foltowing very carefully

| I'hereby certify that under penalty of perury. all of the information submutted oy tus application and attachments 1s true and complete | am aware that

submuting false information of omutting pertinent or matenal information 1 connection wath this application 1s grounds for hicense revocation or derual of the

license and may subject me (o crvil or cnminal penalties
Where requited by faw. | hereby designate the Commussioner. Director or Supenntendent of Insurance, or other appropnate party 1n each junsdiction for which

2
this application s made to be my agent for service of process regarding all inswrance matters in the respective junsdiction and agree that service upon the
Comrrussioner. Director of Supenntendent of lnsurance. or other appropnate party of that junsdiction 15 of the same fegal force and validity as personal service
upon myself
J I Rurther cerufy that | grant permussion (o the Comumissioner. Director or Superntendent of lnsurance. or other appropnate party n each junsdicuon for which this
application 1s made to venfy information wath any federal. state or focal government agency. current or former employer of nsurance company
4 [ further cerufy that. under penalty of perjury either a) | have no child-support obligation or bl have a child-suppaort obligation and [ am currently
compliance with that obligation
5 Lauthonze the junsdiciions 1o give any information concernng me. as pemutied by law. 1o any lederal. state of munucipal agency or any other wgumzation and S
release the junsdictions and any person acting on thewr behalf from any and all lrabiluy of whatever natuse by reason of funiushing such wformaton
6 tacknowledge that | understand and wall comply with the nisurance l3ws and regulauons of the junsdictions to which | am applving for hicensure
7 Ucertify that | am hicensed and i good standuig tn my home state/resident state for the hnes of authonty requesied from die non-resident state
4 a3 o3 Lt A e
Month - Day Year Ongunal Applicant Signatuce I

=~ ,
Jeded o Beetfscha, der
Full Legal Name (Pnnted or Typed)

Attachments

@ The following attachrents must accompany the application otherwise the application may be retumed unprocessed of considered deficient
{ Massachusens wall refy on an electronic venfication of an applicant’s resident ticense through the NAJC s Producer Database i liew of requining an ongunal

Letter of Certsfication from the resident state
2 See wivw state ma uscdor lor specific sttachunents and instructions

Mail this application and a check made payable to the Commonwealth of Massachusetts (see enclosed License Application Notice for Total Fee Due) to
the address below In order to atlow sufficient processing time. please return the application to the DOI by June 16, 2003, Do sor mail the application

to the DOL's office address. as rhs will delay processing

Division of Insuraoce - Producer Licenses
P.0O. Box 370043
Boston, Massachusetts 02241-1743

Page 4 of 4
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Please note the application may be revised on a semi-annual basis. To ensure you are filing the current version of the application, please
reference the National Insurance Producer Registry web site at www.licenseregistry.com.

Uniform Application for
Individual Insurance Producer License .

Check appropriate box for license requested. {
g Resident License \‘
& Non-Resident License \
« Identify Home State: __Massachusetts
+Identify Home State License #: 1769859

[
1) Soc Security Number @ If assigned, National Producer Number {NPN)
7268758
Il applicable. NASD Individual Central Registration Deposstory (CRD) @ Are you affiliated with a financial institution/bank?
Number
umber Yes D No D
Last Name IR /SR eic (6) First Name (7) Middle Name (2) Date of Birth
Br i :
ettschneider Jed L (lnm_nm_l_(day)z(yczu)1976
(9) Residence/Home Address (Physical Street) 1) PO. Box City (1) State {{3) Zip Code 13 Foreign Country
69 Nourse Street Westborough MA 01581
@ Home Phone Number @ 3 r (Circle One) @ Are you a Citizen of the United States? (Check One)
(6 17 ) 645 - 9000 Male ) Female Yes K] No D (If No, of which country are you a citizen?)
(If No, you must supply work authorization )

Business Entity Name
New England Custom Health Plan Administrators, LLC

Business Address (Physical Street) 50) PO Box @Ci(y 77) State Zip Code @Foreigm Country
7 Wells Avenue, Suite 24 Newton MA 02459

@ Business Phone Number @ Business Fax Number @ Business E-Mail Address @ Business Web Site Address
(617 ) 581 - 6655 (617 ) 249-0217 jbrett@atadirect.com www.atadirect.com

29) Applicant’s Mailing Address GoP O Box GD Cry 33) State @Zip Code @4 Foreign Country
7 Wells Avenue, Suite 24 Newton MA 02459

@ List any other assumed, fictitious, alias. maiden or trade names under which you have used in the past to do business, are currently doing business or intend to do

business. ATA Direct

Agency or Business Entity Affiliations
@ List your Insurance Ageoncy Affiliations: (Complete only if the applicant is to be licensed as an active member of the business entity)

20-1308264 New England Custom Health Plan Administrators, LLC
FEIN NPN Name of Agency
FEIN NPN Name of Agency
FEIN NPN Name of Agency

Employment History
Account for all time for the past five years. Give all employment experience starting with your current employer working back five years. Include full and part-time
work, self-employment, military service, unemployment and full-time education.

From To
) Moaoth Year Month Year Position Held

Name New England Custom Health Plan Administrators, LLC Jul I 2004 President

City Newton State MA Foreign Country
Name I I }

City State Foreign Country
Name f l l

City State Faoreign Country
Name l | }

City State Foreign Country

(State Use)

© 2004 National Association of Insurance Commissioners Page 1 of 4 3/10/04



INALC

Please note the application may be revised on a semi-annual basis. To ensure you are filing the current version of the application, please

reference the National [nsurance Producer Registry web site at www.licenseregistry.com.
Jurisdiction and Type of License Requested

Next o each junschction check the ficense type(s) and line(s) of authority for which you are applving
License Types: - Agent B~ Broker P - Produces SLP - Surplus Lines Producer
H - Acadent &

X v o- Vanable - -
Lines of Authority anable L - Life Health or P - Property C ~ Casualty PL - Personal Lines

ite/Vanable ¢ ' .
ite/Varable Annuity Sickness
Limited Lines: Credit- Credn CR - Car Rental CROY - Crop T - Travel S - Surety N
O - Other
License Type Major Lines of Authority Limited Lines of Authority
Jurisdiction A B Lop SLP \ L H P C PL Credit CR CROP T SO

NM
NV

OH

0K

OR
Pa ’ |

PR

sC
SD
TN
X
Ut

\4!

VA

VT

WA

Wl

wv
WY

© 2004 National Association of Insurance Commissioners Page 2 of 4 3/10/04



IR VS VAW
Please note the application may be revised on a semi-annual basis. To ensure you are filing the current version of the application, please

reference the National Insurance Producer Registry web site at www.licenseregistry.com.

Background Information

@ The Applicant must read the following very carefully and answer every question Al copres of documents must be certified All written

statements submitted by the Applicant must include an oniginal signature

1. Have you ever been convicted of, or are you currently charged with, commutting a crime, whether ot oot adjudication was withheld” Yes No X

“Crime” includes a misdemeanar . felony or a mulnary offense. You may exclude nusdemeanor traffic citations and juvenile offenses
“Convicted” includes, but 1s not linuted to, having been found gutlty by verdictof a judge or jury, having entered a plea of gudty or
nolo contendre. or having been given probation, a suspended sentence or s fine

I vou have a felony convicton. have you apphed {or & warver as required by 18 USC 10337 NiA_Yes _ No
N/A o Yes No

If s0, was that waiver granted” (Auach copy of 1033 waiver approved by home state |

If you answer yes, you must attach to thus applicaton
a) a written statement explaining the circumstances of each cideat,
by a cerufied copy of the charging document, and

Cl 4 certified copy of the official document which demonstrates the resolution of the charges or auy final judgment

2. Have you or any business tn which you are or were an owner. partner, officer or director ever been involved in an administrative proceeding Yes No X

regarding any professional or occupational license?

“Involved” means having a license censured, suspended, revoked, canceled, termuinated; or, being assessed a fine, placed on probation
or surrendering a license (o resolve an administrative action. “Involved” also means being named as a party to an administrative or
arbitration proceeding which is related 1o a professional or occupational license “luvolved™ also means having a license application
denied or the act of withdrawing an application (o avoid a denial. You may exclude terminations due solely to noncompliance with
continuing education requirements or faiture (o pay a renewal fee

{f you answer yes, you must attach to this application
a) a writlen statemenl identifying the type of license and explaining the circumstances of each wcident,
by a certified copy of the Notice of Hearing or other document that states the charges and allegations, and
a certified copy of the official document which demoastrates the resolution of the charges or any final judgment

<)
3. Has any damand been made or judgment rendered agamst you [or overdue monies by anmsurer. insured o producer. o have you ever been Yes No X
subjevt to 4 bankruptey proceeding? . R
if you answer ves, submit a stalement summarizing the details of the indebtedness and arrangements for repayment, and/or type and
location of bankruptey
4. Have you been notified by any jurisdiction to which you are applying of any delinquent tax obligation that is not the subject Yes No X
of a repayment agreement? M —
If you answer yes, identify the jurisdiction(s):
5. Are you currently a party to, or have you ever been found liable in, any lawsuil or arbitration proceeding involving allegations of fraud, Yes No X
misappropriation or conversion of funds, misrepresentation or breach of fiduciary duty? - =
{f you answer yes, you must attach to this application
a)  a written statement summarizing the details of each incident,
b)  a certified copy of the Petition, Complaint or other document that commenced the lawsuit or arbitration, and
¢y acertified copy of the official document which demonstrates the resolution of the charges or any final judgment.
G. Have you or any business in which you are or were an owner, partner, officer or director ever had an insurance agency contract or any other Yes No X
business relationship with an insurance company terminated for any alleged misconduct? — -
If you answer yes, you must attach to this application:
a)  a wrilten statement summarizing the details of each incident and explaining why you feel this incident should not prevent you
from receiving an insurance license, and
b}  certified copies of all relevant documents.
v ild su igation i ge?
7. Do you have a child support obligation in arrearage Yes Noe X
If you answer yes to Question 7, by how many months are you in arrearage? _ Months
8. Are you the subject of a child suppor( related subpoena or warrant? , )¢
Yes __ No
© 2004 National Association of Insurance Commissioners Page 3 of 4 3/10/04



Applicants Certification and Attestation

40) The Applicant must read the following very carefully

Uhereby certify that, under pevalty of perjury, all of the information submitted 1 this application and atachments 15 tue aod complete | am aware that
submutung false information or omitting pertinent or material information in connection with this application is grounds for license rexocation or denial of the
licease and may subject me © civil or crirnimal penalties

Where required by law. [ hereby desigoate the Commussioner. Director or Supenntendent of Insurance, or ather appropriate party in each junsdiction for which
this application 1s made to be my agent for service of process regarding all insurance matters 1o the respective junsdiction and agree that service upon the
Comnussioner, Director or Superintendent of Insurance, or other appropriate party of that jurisdiction is of the same legal fosce and validity as personal service

[

upon myself
I further certify that | grant permission (o the Commussioner, Director or Superinteadent of Insurauce, or other appropnate party in each jurisdicuon for which this
application is made to verify information with any federal, state or local govemment agency, current or former employer, or msurance company

I further certify that, under penalty of perjury, either aj I have no child-support obligation, or b) Lhave a chuld-support obligation and [ am currently in

4
compliance with that ebligation

5 lauthorize the jurisdictions (o give any information concerming me, as permitied by law. 10 any federal, state of municipal agency. or any other organization and |
release the junsdictions and any person acting og their behalf from any and alt hability of whatever sature by reasou of furnishing such informauon

¢} Iacknowledge that | understand and will comply with the nsurance laws and regufations of the jurisdictions to which [ am applying for lcensure

7 For Non-Resident License Applications, { cestify that ] am licensed and 1o good standing m my hgate §

the non-resident state i
([ 4] o

Month | Da v Year

Jed L. Brettschneider

Full Legal Name (Printed or Typed)

Attachments

The following attachments must accompany the application otherwise the application may be returned unprocessed or considered deficient
g pany Pf pp ¥

For Non-Resident License Applications and unless otherwise noted in the State Matrix of Business Rules, a state will rely on an electronic verification of an
applicant's resident license through the NAIC's Producer Database in lieu of requiring an original Letter of Certification from the resident state
Any jurisdiction specific attachments listed in the State Matrix of Business Rules (www licenseregistry com)

© 2004 National Association of Insurance Commissioners Page 4 of 4 3/10/04
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Please note the aj plication may be revised on a semi-annual basis. To ensure you are filing the current version of the application and
that the 2~nlicati~ 1 is complete, please reference the National Insurance Producer Registry web site at www._licenseregistry.com.

Chec
) Resident License
00  Non-Resident License

.« Identify Home State:

Uniform Application for
Business Entity Insurance License/Registration

(Please Print or Type)

ppropriate box for license requested.

~Massachusetts

« Identify Home State License #: 1797789

© 2004 National Association of Insurance Commissioners

Page I of 6
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1) Business Entity Name

New England Custom Health Plan Administrators, LLC

2) Incorporation/Formation

Date June 1, 2004

@FE!N

20 - 1308264

@ {fassigned. National Producer Number (NP#)

@lfapp!icablc‘ NASD Finn Central Registration Depository (CRD) Number

List any other assuined. fictitous. ahias or trade names under which you are doing

usiness or intend (o do business

ATA Direct

@S(ate of Domicile @Zfounuy of Domicile

MA USA

@ Is the business entity atfiliated with a financial institution/hank?

Yes (:

Noe EZ

@ Business Address

7 Wells Avenue - Suite 24

@(f,"r(y

Newton

Q) Foreign Countny

(Jsae 1 Zip Code
MA 02459

@ Phone Number
(617) 581-6655

16) Fax Number

{617) 249-0217

@usincss Weh Site Address
www atadirect.com

Busmcss E-Mail Addiess

jbrett@atadirect.com

K19 Mailing Address

7 Wells Avenue - Suite 24

LD PO Box

QD Ciy

Newton

@Smw

Y Zip Code

MA 02459

Ufuxmgn Countin

Designated/Responsible Licensed Producer

designated responsible licensed producer 1o be an officer. director or partmer of the business entity )

ssv__ (IR

Name Jed L. Brettschneider

Name Michael A. Cassandro ssv__ (S
Name SSM -

Name SSN - -

@ Identify at feast one Designated/Responsible Licensed Producer  (See Mamrix of State Requirements at wiw licenseregisun com for pusdicnons that requure the

Owners, Partners, Officers and Directors

@ Identify all owners with [0% interest or voting interest, partness, officers and directors of the business entity:

7N
SSN!FEINM Ownebs.Yed  Na

Name ___Jed Brellschneider Title President & CEQ

Name __Michael A. Cassandro _Title___Regional Director SSN/FEIN Owner: Yes QQ

Name Title SSN/FEIN - - Owner: Yes/ No

Name Title SSN/FEIN - Owner: Yes/ No

Name Title SSN/FEIN - Owner: Yes/ No

Name Title SSN/FEIN - - Owner: Yes/ No

Name Title SSN/FEIN - - Owner: Yes/No

Name Title SSN/FEIN - - Owner: Yes/No

(State Use)

© 2004 National Association of Insurance Commissioners Page 2 of 6 9792005




LR EE &F 8 W
Please note the application may be revised on a senu-annui]
that the application is complete, please reference the National [

i To ensure you are filing the current version of the application and
viance Producer Registry web site at www.licenseregistry.com.

i

sistration Requested ~Major Lines of Authority
tope(s) and lines) of authority for which you are applying.

. . P - ed Labihity
P - Partnershup A roetorshp LEC - Lomited Liabiluy Company ([)I P - Lunied Liabihity

Jurisdiction and Type of License R

{DNext to each jurisdiction, check the legal business type, ticense reaint o

Legal Business Type: C - Corporation artnership
aersiv

License/Registrati . . : -
T\‘{;cs' gistration A - Agent B - Brokes (A SLP - Surplus Lines Producer Y - Business Entty

Voo Vanabl i & Health o N
nable L~ Lie _i e I Property €~ Casualty P L~ Personal Lines

Lines of Autharity: . .
; LiferVanable Annuity

Jurisdiction Legal Business Type beoos Repistration Type Lines of Authority

C P S LLC LLp L P SLe Y v L H P C PL

IN

KY
LA

MA v
MD ' )
ME
Mi
MN
MO
MS ]
MT -

NC

ND
NE -

NH T
NJ
NM
NV
NY .
OH T
OK

OR R

PA -

PR
Ri
SC

.SD
TN {

X

ut

VA

Vi ]
VT
WA
Wi
wy
WY

© 2004 National Association of Insurance Commissioners Parsiole 2/23/04



Jurisdiction and Tyvpe oi 11 nse/Repistration - Limited Lines of Authority

@Nexl to each jurisdiction, check the legal business tpe licone tomn i ation ype{sy and line(s) of authority for which you are applying.
LLP - Limued Liabidiy

EoPapnetos B LEC - Limited Liabiity Company
: : Partniership

Legal Business Tyvpe: C - Corporatiun P Panncd b

License/Repistrati - - A
Types .U chistration A Apent B Bk P saduce SLP - Surplus Lines Producer Y - Business Entuy

Limited Lines Credit - Credut CR - Cin Koo CROP Cop T - Travel S - Surety O - Other

Jurisdiction Legal Business Type b Registration Thpe Lines of Authority

C P S LLC LLp Ap e b !SH‘{ Y Credit | CR Crop T S o

HI

1A T
iD o
1

IN

KS

KY
LA .
MA

MD o
ME
M1
MN

MO B

MS |
MT
NC
ND

NE T

NH

NJ
NM
NV - e

NY

OH

OK

OR

PA e
PR

Rl

SC

SD

TN

TX
Ut
VA
Vi |

WA
Wi -

wy

© 2004 National Association of Insurance Commissioners fagcdof 6 ‘ 9/9/2005
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Please note the application may be revised on a semi-annual basis. To ensure you are filing the current version of the
that the application is complete, please reference the National Insurance Producer Registry web site at www licenseregistry.com.

application and

Background Information

é‘?) Please read the following very carefully and answer every question. All copres of documents must be certified Al written statements

submitted by the Applicant must include an onginal signature
I Has the business entity o1 any owner, partner, officer o director ever been convicted of, of 18 the business CRETY O any GWneE, partner. Yes Ng X
officer or director curently charged with, committing a cnme, whether or not adjudication was withheld”

Cime ncludes a nusdemeanon | felony o a miditany offense You may exclude misdemeanor trallic ciatons and juvenide oflenses
“Convicted” includes. but is not limited to. having been found gnlty by verdict of a judge o1 jury. having cotered a plea of guilty or nolo
cantendre. o1 having been given probation, a suspended sentence or a fine

I vou answer yes. vau must attach to this application
aj awatten statement explaining the circumstances of each ncndent.
b) a certified copy of the charging document. and
ch a cerified copy of the official document which demonstrates the resolution of the chatges o any final judgment

2 Has the business entity or any owner, partner, officer or director ever heen mvalved 1n an adiministrative proceeding regarding any Yes

professional or occupational ficense®

“lnvolved™ means having a license censured, suspended. revoked, canceled. tenninated, or being assessed a fine, placed on
probation or surrendering a license o resolve an adiminsstrative action v olved” also means bemg named as a party to an
administrative or arbitration proceeding which is related to a professional of vecupational ficense. “lnvolved™ also means having a
license application denied or the act of withdrawing an application to avoid a denial. You may exclude terminations due solely to

noncompliance with continuing education requirements or failure 1o pay a renewal fce
I you answer yes. you must attach to this application:
a) @ wiilten statement identifying the type of license and explaining the circumstances of each incident,
b} a certified copy of the Notice of Hearing or other document that states the charges and allepations, and
¢} acerntified copy of the official document which demonstrates the resotution of the charges or any {inal judgment

3. Has any demand been tnade or judgment rendered against the business entity or any owner. panner, officer or director for overdue monies Yes No X
by an insurer. insured or producer, or have you ever been subject 10 a bankruptcy proceeding?

If you answer yes, submit a statement summarnizing the details of the indebtedness and arrangements for repayment

4. Has the business entity or any owner, partner. officer or director ever been notified by any jurisdiction to which you are applying of any Yes No X
delinquent tax obligation that is not the subject of a repayment agreement”

I you answer yes, identify the jurisdiction(s) S

5. Is the business entity or any owner. partner. officer or director a party to, or ever been found liable in any lawsuit or arbitration proceeding Yes No X
involving allegations of fraud, misappropriation or conversion of funds. misrepresentation or breach of fiduciary duty?

Il you answer yes. you must attach to this application:
a) 2 written statement summanzing the details of each incident,
b)  acentified copy of the Petition, Complaint or other dacument that commenced the lawsuit or arbitration, and
¢)  acertified copy of the official document which demonstrates the resolution of the charges or any final judgment.

6. Has the business entity or any owner, partner, officer or director ever had an insurance agency contract or any other business relationship Yes No X
with an insurance company terminated for any alleged misconduct”

If you answer yes, you must attach to this application:
a)  a wrilten statement summanzing the details of each incident and explatning why you feel this incident should not prevent you

from receiving an insurance license. and
b} certified copies of all relevant documents.

© 2004 National Association of Insurance Commissioners Page 5 of 6 2/23/04



Applicants Certification and Atfestation

The undersigned owner. partner. officer or director of the business entity hereby certifies, under penalty of perjury, that

[ All of the infommation submitted in this application and attachments is true and complete and [ am aware that subiitting false information or omaung pertiment o

matenal information in connection with this application is grounds for license or registration revocation and may subject me and the business entity to civil o
ctiminal penalties

Where required by law. the business entity hereby designates the Commissioner, Director or Superintendent of Insurance. or an appropnate representatie o each

2
Junisdiction for wiich this application 1s made (o be its agent for service of process regarding all insurance matters i the tespective junsdiction and agree that
service upon the Commissioner or Director of that junisdiction is of the same legal force and validity as personal service upon the business entity

3 The business eatity grants penmission o the Commissianer ot Directar of Insurance in each junsdiction for which this application 15 made 1o venty any

information supplied with any federal, state or local goveminent agency. current or fonmer employer or insurance company
4. Every owner, partner. officer or director of the business entity either a) does not have a current child-support obligation, or b) has a child-support obhgation and
15 cunrently in compliance with thal obligation
5. lautharize the junsdictions to give any information they may have concerning me (o any federal. state ot municipal agency .
release the junsdictions and any person acting on their behalf from any and all liability of whatever nature by reason of furm
6. lacknowledge that | understand and comply with the msurance laws and regulations of the jurisdictions to which | am applying for icensure/registiation
7 Wrequired. 1 have received a Centificate of Good Standing frons the junisdiction’s Secretary of State 1 which | am applying
phications. | certfy that T ain licensed and i good standing m my home state/resident state for the lines of authonts tequested

or any other arganization amd |
shing such mformation

8. For Non-Resident License Apy from
the non-resident state

Attachments

@ The following attachments must accompany the application otherwise the application may be returned unprocessed or considered deficient

I For Non-Resident License Applications and unless otherwise noted in the State Matrix of Business Rules, a state will rely on an electionic verification of an
applicant’s resident license through the NAIC's Producer Database in lieu of requiring an original Letter of Certification from the resident state
2 Any furisdiction specific attachments listed in the State Matrix of Business Rules (www. licenseregistry com)

Must be signed by an officer, director, principal
or partner of the business entity:

September 9 2005

Maonth Day Year
il oy

Signaﬁc

Jed Brettschneider

Typed or Panted Name

) President & CEQ

Social Security Number
7 Wells Avenue ~ Suite 24

Title

Address
Newton, MA 02459

City State Zip

- © 2004 National Association of Insurance Commissioners Page 6 of 6 9/9/2005
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riease note the apphcation may be revised on an annual basis. To ensure you are filing the current version
reftrence (e National [nsurance Producer Registry web site at www licenseregistry.com.

Uniform Applicati

Business Entity [n;urarm&‘gﬁﬁ&_ g tratiqn
(Pleasp Prinﬁ%r ype)

Check appropriate box for license requested.
& Resident License
G Non-Resident License
- Identify Home State:
- Identify Home State License #:

//“)\é’méw u‘gs) v@o‘&:mu £ 7‘:}

[oo2

@ Business Ennity Nane ’@ Incarporation’Formation @FE!N
} bac June 1, 2004 20 -1308264

New England Custom Health Plan Administrators, LLC

4 . National Producer :\:mni‘\uh’\‘f‘—xﬁ‘> - !6“ applicable NASD Frm Ceatral Registration Depository (CRDJ Number I
i
i‘ 1
=y Listan other dssomed fictiticns, aliag o 1ade nanies e o b ch o g I ()Sate of Donuetde “ountey of Donile o
{ . . i
e it e 0 O © |
SINess or wtend 1o do business I MA
ATA Direct ; Usa }
_
@ Is the business entity attihated with a financial mstiution barik Vs {L } No =
¢9 Business Address QD City @Stale 13 Zip Code (3 Foreign Country
7 Wells Avenue - Suiie 24 Newton MA 02459
K15} Fhone Number 16) Fax Number ®3usmess Web Site Address Businass E-Mail Address
( 617 )581 - 6653 ¢ 617 1349 0h7 www.atadirect com info@atadirect com
19 Mailing Address k@ P.O. Box @ Cuty QY state 3 Zip Code Eoreign Country
7 Wells Avenue - Sutic 24 Newton MA 024569

Desiguated/Respounsible Liceused Producer

@ Identify at least one DesignatediRespousible Licensed Producer (See Adarriv of State Requarements ar wiwse licenseregistry com for jurisdictions that require

designatedsresponsible licensed producer 1o be an afficer, director or partner af the business entity.)

Name Michael Cassandro SSN__ _Mm_,

Name 585N
Name SSN -
Name SEN - -

> the

Owners, Partners, Officers and Directors

Identify all owners with 10% interest or voting interest, partners, officers and directors of the business entity:

Name __Jed Brettschneider Title___ President & CEQ SSN/FEIN__ (NS Owner: (fes? No
Michael Cassandro Title Regional Director SSN/FEIN___% Owner: / No

Name

Name Title SSN/FEIN Owner: Yes/ No
Name ) Title SSN/FEIN - - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No

(State Use)

© 2005 National Association of Insurance Commissioners l



1

ricase note the application may be revised on an win
reference (e National Insurance Producer Registry web -1

cvensure vou e filing the current version of the application, please

« licenseregistrv.com

Jurisdiction and Type of License 0

rration Requested -Major Lines of Authority

@Nexl to each jurisdiction, check the legal business type, liceu<e 1o

Legal Business Type: C - Corporation P - Partnershg
License/Registration

Types:

B - Broke:

e S

A - Agent

V - Variable

Lines of Authority: .
’ orey LifesVariable Annutty

: o
(Lobife 80

pelshand lineess ob authority for which yvou are applying.

) ) LN LLP - Lionted Liability
LLC - Limated Liabdsty Company: X e :
PN L Partnership

tectorsiug

i

Sarplus Lmes Producer

N Health o

P 1.~ Personal Lines

" Property C - Casualy

e

| - . - . e
Jurisdiction Legal Business Type

NE

NH
NJ

NM

NV

NY ‘ |

OH

OK v ]

OR

PA

PR

cegistration Tape I Lines of Authoriny

SLE p C PL

Y } \ i H

i
;

|
.
|
-

RI

SC

SD

TN

X

uT

VA

Vi |

VT

had!

wv

WYy

© 2005 National Association of [nsurance Commissioners




Jurisdiction and Ty pe o

nse/Registration - Limited Lines of Authority

Next to each jurisdiction, check the legal business type. licens -

Legal Business Tvpe: C - Corporation P - Partnes shig
License/Registration

Types:

A - Agent B - Broko

Limited Lines Credit - Credu CR - Car Reurs

aron type(s) and line(s) of authority for which you are applying.
LLP - Lomuted Liabdiy

LLC - Limited Lrabitity Company ;
Partnership

s Proprietes dip

et SLP - Sumplus Lmes Produce: Yo Busmess Enuny

HOP Croy T - Travel S - Surety O - Other Speaily Type

Jurisdiction Legat Business Type

oo s |ree | oLee A

SPORUOPIISIINN SUURO e

NE

NH

NJ

NM

NV

NY

OH

OK ' |

OR

PA

PR

coistration Taype Lines of Authority

polste |y | Credit | CR | Crop | T 5 o

RI

SC

SD

TN

X

Ut

VA

Vi l

VT

WA |

Wi

WV

wYy

© 2005 National Association of Insurance Commissioners




Please note the application may be revised on an annuel basis. To ensure you are filing the current version of the application, please

reference tiie National Insurance Producer Registry web site at www licenseregistry.com.

Background Information

@ Please read the following very carefully and answer every question All copies of documents must be certified All written statements

subnutied by the Apphcant must mclude an onginal signature

I Has the business entiny or any owner, partner. officer or director ever been convicted af. or 15 the business entity or any owner, partaer,

officer or director currentls charged with. comantting a crime. whether ar not adjudication was withheld?

“Crune” includes a nusdemeanor | felony or a military offense. You may exclude nusdemeanor traffic citations and juvenile offenses.
“Convicted ™ includes. but rs not bnited o, having been found guilty by verdict of a judge or jury, having entered a plea of guilty or nolo

contendre. o having been grven probation, a suspended sentence or 2 fine

lyou answer yes, vou must attach to dus application
Lwritten statement explannng the circumstances of each madent.

4} k
by s cerutied copy of the chargiog document, and
¢l a certified copy of the ofticiat document which demonstrates the resolution of the charges or any {inal judgment

-

Has the business cntety ur uny owner, partieer afficer or director ever beon unobved wm admunstratn e proceedng regarding any

prafessional or oceupational hicense?

Tlavolved means having a hicense censured. suspended, revoked, canceled, ternunated, or, being assessed a fine, a cease and
desist order 2 prohubition order, a compliance order, placed on probation or surrenderimg a license to resotve an administrative
action “lnvolved” also means being named as a party to an adnumstrative or arbitration proceeding, which s related to a
professional or cccupational license “Imvolved™ also means having a hcense application denied or the act of withdrawing an

application to avord a denial. You may EXCLUDE tenminations due solely to noncompliance with continuing education

requirements or failure 1o pay a renewal fee

If you answer yes, you must attach to this apphication:
a)  awritten statement identifving the type of ticense and explainimg the circumstances of each maident,
b)  acertified copy of the Notice of Hearing or other document that states the charges and allegations, and

¢} acertified copy of the official document which demonstrates the resolution of the charges or any final judgment.

3. Has any demand been made or judgment rendered against the business entity or any owner, partner, officer or director for averdue monies

by an msurer insured or producer or huve vau ever been subject to o bankruptey proceeding”
I you answer ves. submit a statement summarizing the details of the indebtedness and arrangements for repayment.

4. Has the business entity or any owner, partner, officec or director ever been notified by any jurisdiction to which you are applying of any

delinquent tax obligation that is not the subject of a repayment agreement?

If you answer ves, tdentify the jurisdiction(s):

5. s the business entity or any owner, partner, officer or director a party to, or ever been found tiable in any lawsuit or arbitration proceeding
involving allegations of fraud, misappropriation or conversion of funds, misrepresentation or breach of fiduciary duty?

If you answer yes, you must atlach to this application:
a)  a wrilten statement summarizing the details of each incident,
b)  acertified copy of the Petition, Complaint or other document that commenced the lawsuit or arbitration, and
¢)  acertified copy of the official document which demonstrates the resolution of the charges or any final judgment.

6. Has the business entity or any owner, pariner, officer or director ever had an insurance agency contract or any ather business relationship
with an insurance company terminated for any alleged misconduct? )
If you answer yes, you must attach to this application:
a)  a writlen statement summariziag the details of each incident and explaining why you feel this incident should not prevent you

from receiving an insurance license, and
b)  cerified copies of all relevant documents,

Yes

Yes

Yes

Yes

No_ X

No X__

No_X

No__ X

© 2005 National Association of Insurance Commissioners




Applicants Certification and Attestation

@ The undersigned owner, partner. officer or director of the business entity hereby certifies, under penatty of perjury, that

Albol the wformation subnutied i dus apphication and stachments s true and complete and [ am aware that subnutiing false information o omitling pertient or
matenal mfoanaton i connection with this appheaton grounds for icense or regastration revocation and may subject me and the business entity 1o covtl ar
connnal pensftes

red by faw the busmess enuty hereby des

Whete req nites the Commissioner. Director ar Supenintendent of [nsurance, or an appropnate representative m each

junisdicuon for which this appheation 1s made (o be 1ts agent for service of process regarding all msurance matters in the respective Jurisdiction and agree that

Commussioner o Director of that junsdiction s of the same legal force and validity as personal service upon the business entity

on to the Comnussioner ar Director of lnsurance m each juasdiction for which this application is made to venfy any
ompany

service upon the
The business enlity grants pernus:
infonuation supphied with any federal, state or lacal gos enment dgency. curtent of former employer or msurance
“the business entity evher a) does not have a current child-support obligation. or by has a child-support abheation and

Every owner. partner, officer or director of
1s curtenidy i compliance with that obligaton
Favthorize the jurisdictions give any mlomuation ey may have concernmg me o any federal, state ar municipal agency, or anv other orgamizauon and |
release the junisdictions and any person acting on thew bebalf from any and alf labihity of whatever nature by reason of furmishing such information
Facknowledge that | understand and comply with the wsurance faws and regulanons of the jurisdictions 1o which [ am applying for licensure/registration

Irequived. e recerved o Certificate uf Good Stundig fron the pursdiction’s Secretars of State i which [ um applving

For Non-Resident License Applcations Leeruly that Tam hcensed and o goud standmg ny oy home statezresident state for the |

the non-resident state

nes of authory requested from

Attachnients

The following attachments must accony

vany the apphication otherwise the application may be retumed unprocessed or considered deficient
For Non-Resident License Applications and unless otherwise noted in the State Matrix of Business Rules, a state will rely on an efectronic verification of an
applicant’s resident hicense through the NAIC's Producer Database in lieu of requiring an original Letter of Certification from the resident state

Auny jurisdiction specific attachments listed in the State Matrix of Business Rules (www hicenseregistry com)

Must be signed by an officer, director, principal
or partner of the business entity:

September 08, 2006

Manth Day Year

7z Bt

Signature#”
__led Brettschoeider el Bee Hychme rd ™

Typed or Printed Name

___ President & CEO —

Title
Social Security Number
7 Wells Avenue ~ Suite 24

Address
_Newton MA 02459
City State ) Zip

GADATAWISC\Producer\busapp 01-09-06.doc

© 2005 National Association of Insurance Comumissioners



Buaasan a1y

HIDDLESEX SAVINGS BANK 52
NEEDHAM. MA 02432
N.E. CUSTOM HEALTH PLAN ADMINISTRATORS BRI
7 WELLS AVE STE 24 .
NEWTON . MA 02459 s
PAY TO THE
ORDER or_“c_ogumnwgujz of MA ¢ *1s0.00 )

g e N h s (TP e T C T a TR EFdrteetacuatenses “
- - - e QOLLARS

_"‘Wﬁﬁy and meoo::u-"u.u..“.u.n

Div. of Insurance - Produccy Licensing
P.O.Box 370043
Boston, MA 022411743

MeEMO.. . Renew Business eatity license

1002

LOCKBOX BATCH ITEM IMAGE DATE AMOUNT
370043 2 27 27 September 11, 2006 $ 150.00
BOSTON SITE
Commonwealth of MA 97772006

Middlesex Checking Renew Business entity license

Bankof America

=

1002

150.00

150.00



Te i ees ppiienasiuaey e

reference the National Insurance Producer Registry web site at www nipr.com.
Uniform Application for

Business Entity Insurance License/Registration
(Please Print or Type)
Check appropriate box for license requested. P
Resident License -
@  Non-Resident License g
« Identify Home State: ( \}
+ Identify Home State License #: :

Demographic Infermation '1
1) Business Entity Name Incorporation/Formation Date @FEIN
HMA MGU, LLC. (montly) 10(day) 02(year) 2006 20 - 5820758
@ If assigned, Natiopal Producer Number (NP#) @U’ applicable, NASD Firm Central Registration Depository (CRD) Number
Q List any other assumed, fictitious, alias or trade names under which you are doing @ State of Domicile “,ounn)' of Domictle
usiness or intend to do business
MA USA
@ Is the business entity affiliated with a financial institution/bank? Yes D No
10 Business Address 1) City Usaee [ Zip Code (19 Foreign Country
7 Wells Avenue, Suite 24 Newton MA 02459 N/A
{15Phone Number (include 16) Fax Number {DBusiness Web Site Address @Business E-Mail Address
extension) (617) 249-0217 www hmadirect.com | jbrett@hmadirect.com
( 617 ) 581 -6655 ~
© Mailing Address 3P0 Box Y City st 3 Zip Code EForeign Country
7 Wells Avenue, Suite 24 Newton MA 02459 N/A

Designated/Responsible Licensed Producer
Identify at least one Designated/Responsible Licensed Producer- (See Matrix of State Requirements at www.licenseregistry. com for jurisdictions that require the
designated/responsible licensed producer to be an officer, director or parter of the business entity.)

8] {\ﬁJRAN("E
[SIOH \
D&OD‘ CE? |CENSING
Name Jedediah L. Brettschneider SSN__ S 00 .
Name SSN - - "';;”; ( ' f?tl. !
Name SSN - - - -
Name SSN - - PROU%;%SED

Owners, Partners, Officers and Directors
26) Identify all owners with 10% interest or voting interest, partners, officers and directors of the business entity, or members or managers of
p g

Name Health Management Advisors, LLC Title  Qwner SSN/’FETN_-____ Owner: Yes/ No
Name Jedediah L. Brettschneider Title Managing Member SSN/TETNL Owner: Yes/ Ng

a limited liability company:

Name Title SSN/FEIN - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No
Name ___Title SSN/FEIN : - Owner: Yes/No
Name Title ) SSN/FEIN - - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No

(State Use)

© 2006 National Association of Insurance Commissioners Page 1 of 5



feierence the National Insurance Producer Registry web site at WWW.nipr.com.

INA

mrbing prepress . ., tugecher

Uniform Application for
Business Enfity Insurance License/Registration
(Please Print or Type)

Check appropriate box for license requested.
Resident License
O Non-Resident License
« Identify Home State: N

«  ldentify Home State License #:

Demographic Information

1) Business Entity Name Incorporation/Forration Date @FEIN
HMA MGU, LLC, (month) 10(dy) 02(year) 2006 20 - 5870758

@ [fassigned, National Producer Number (NPF)

@lf applicable, NASD Firm Central Registration Depository (CRD) Number

Ts-l any other assumed, fictitious. alias or trade names under which you are doing @ State of Domicile @mmuy of Domicile
usiness or intend to do business
MA USA
@ Is the business entity affiliated with a financial institution/bank? Yes No
\1_9 Business Address 1§ City {U3State 13 Zip Code (19 Foreign Country
7 Wells Avenue, Suite 24 Rewton MA (2459 N/A
UDPhone Number (include 16) Fax Number {ZBusiness Web Site Address (i9Business E-Mail Address
extension) (617) 249-0217 www.hmadirect.com | jbrett@hmadirect.com
(617 ) 581 -6655
(B, Mailing Address Y P.O. Box 1} City 2} State 3 Zip Code Wkoreign Country
7 Wells Avenue, Suite 24 Filewton MA 02459 N/A

Designated/Responsible Licensed Producer

»%Q‘Idcmify at least one Designated/Responsible Licensed Producer:
designated/responsible licensed producer 10 be an officer, director or parter of the business entity.)

(See Marrix of State Regquirements at wwwlicenseregistry.com Sor jurisdictions that require the

Name Jedediah L. Bretischneider SSN__—__W__ —

Name SSN - -
Name SSN - -
Name SSN - -

Owners, Partoers, Officers and Directors

53) 1dentify all owners with 10%

interest or voting interest, partners, officers and directors of the business entity, or members or managers of a limited liability company:

Name Health Management Advisors, LLC Title Owner SSN/FEIN__ e ... Owner: Yes/No
Name Jedediah L. Bretischneider Title Managing Member SSN/FEIN Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No
Name Title v SSN/FEIN - - Owner: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No
Name Title _SSN/FEIN - Owmer: Yes/No
Name Title SSN/FEIN - - Owner: Yes/No

(State Use)

© 2006 National Association of Insurance Commissioners Page 1 of 5




reference the National Insurance Producer Registry weby i
Uniform vpplication for

Business Entity In<uiance License/Registration

mading yregress. .. fogecher

wopipr.ocom

Jurisdiction and Type of License Rei-rration Requested -Major Lines of Authority

D Next to each jurisdiction, check the legal business type. licese rovitr -

Legal Business Type: C - Caorporation P - Partersing

License/Registration
Types:

A - Agent B - Brohe !

Lines of Authority: .
T Life/Vanable Annuity

V'~ Variahle ' ;
arable L - Life &H .

-pie(sy and line(s] of authority for which you are applying.
LLP - Limited Liabihity
Partnership

netarship LLC - Linvted Liability Company

SEP - Surplus Lines Producer Y - Business Entity

¢ & Health ¢ ) .
& Health oo P~ Property C - Casualty P L~ Personal Lines

Jurisdiction Legal Business Type

C P S LLC LLP

AK

AL

«A\.R .

CA

CO

CT

bC

DE
FL

GIX

GU

HI

IA

iD

L

IN

KS§

KY

LA

Ml

MN

MO

MS !

MT

NC

ND

NE

NH

NJ

NM

NV
il

OH

OK -

OR

PA

Hegistration Type Lines of Authority

p SLF ) Y v L H P C PL

PR

SC

SD

TN |

TX l
uT ]
VA
Vi |

WA |
Wi

© 2006 National Assocration of Insurance Commissioners
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1 -

reference the National Insurance Producer Regisir o

Uniferm Application for

=g reprar tetier Business Entity Insurance License/Registration
nae/Registration - Limited Lines of Authority

vty pefst and tine(s) of autharity for which you are applying.

LLP - Limyted Liability
Partnership

FAVWAR T G

Jurisdiction and Type of o

@cht to each jurisdiction, check the legal business type. hocse

Legal Business Type: C - Corporation P - Partnes by S Proprenec b LLC - Limited Liabihty Company

License/Registration L e o . . "
i A - oAgent B Bed SLP - Surplus Lines Producer Y - Business Entity

Types - =

Limited Lines Credit ~ Credit CR -~ Car Hengd! HOP - Coop T - Travel S - Surety O - Other Specify Type

Jurisdiction Legal Business Type { Copistration Thpe Lines of Authority

c P s |we e | oa ] PoolStE Y | Credit | CR | Crop | T S o

AK

AL

AR N

AZ

CA

Co -

CT

DC . o

DE

FL

GA

CU B
Hi S
1A —

D 3

iL S

IN

KS

KY |
LA .
MA XX XX
MD
ME
MI -
MN -

MO _

MS ]
MT

NC

ND ] 1 | R
NE

NH B

NJ
NM
NV

NY v |

OH

OR | o

PA o

PR :

SC

SD
]

TN [ |

uT ] I
VA

Vi ] |

WA 1 -
Wi
WV
WY

© 2006 National Association of Insurance Commussiuner - g



reference the National Insurance Producer Registry web site at www . nipr.com.
Uniform Application for

Business Entity Insurance License/Registration

oueking preyress . topether

Background Information

@ Please read the following very carefully and answer every question All copies of documents must be certified Al written statements
submitted by the Applicant must include an onginal signature

I Has the business enuty or any owner, partner, officer or director of the business entity. or member or manager of a limited Lability
company, ever been canvicted of, or is the business entity or any owner, partner, officer or direclor, member or manager currently charged
with, comnitting a crime, had a judgment withheld or deferred, or are you currently charged with commutting a crime?

“Crime” includes a misdemeanor, felony or a military offense. You may exclude misdemeanor traffic citations or convictions involving
driving under the influence (DUI) or driving while intoxicated {DWI), driving without a license, reckless driving, or dniving with a
suspended or revoked license and juvenile offenses. “Convicted” includes. but is not limited to, having been found guilty by verdict of a
judge or jury, having catered a plea of guilty or nola contendre, or having been given probation, a suspended sentence or a fine

If you answer yes, you must attach to this application:
a)  a writlen statement explaining the circumstances of each incident,
b)  acerufied copy of the charging document,
¢} acertified copy of the official document, which demonstrates the resolution of the charges or any final judgment

2. Has the business entity or any owner, partner, officer ar director, or manager or member of a linuted liability company, ever been involved
in an administrative proceeding regarding any professional or occupational license, or registration?

“Involved” means having a license censured, suspended, revoked, canceled, terminated; or, being assessed a fine, a cease and desist
order, a prohibition order, a compliance order, placed on probation or surrendering a license to resolve an administrative action.
“Invalved” also means being named as a party to an administrative or arbitration proceeding, which is related to a professional or
occupational license. “Involved™ also means having a license application denied or the act of withdrawing an application to avoid a
denial. You may EXCLUDE terminations due solely to noncompliance with continuing education requirements or failure to pay a

renewal fee

If you answer yes, you must attach to this application:
a)  a written statement identifying the type of license and explaining the circumstances of each incident,
b}  acertified copy of the Notice of Hearing or other document that states the charges and allegations, and
¢} acertified copy of the official document which demonstrates the resolution of the charges or any final judgment

3. Has any demand been made or judgment rendered against the business entity or any owner, partner, officer or director, or member or
manager if a limited liability company, for overdue monies by an insurer, insured or producer, or have you ever been subject to a
bankruptcy proceeding? Only include bankruptcies that involve funds held on behalf of others.

If you answer yes, submit a statement summarizing the details of the indebtedness and arangements for repayment

4. Has the business entity or any owner, partner, officer or director, or member or manager of a limited liability company, ever been notified
by any jurisdiction to which you are applying of any delinquent tax obligation that is not the subject of a repayment agreement?

If you answer yes, identify the jurisdiction(s):

5. Is the business entity or any owner, partaer, officer or director a party (o, or ever been found liable in any lawsuit or arbitration proceeding
involving allegations of fraud, misappropriation or conversion of funds, misrepresentation or breach of fiduciary duty?

If you answer yes, you must attach to this application:
a)  a written statement summarizing the details of each incident,
b}  acertified copy of the Petition, Complaint or other document that commenced the lawsuit or arbitration, and
¢} acertified copy of the official document which demonstrates the resolution of the charges or any final judgment.

6. Has the business entity or any owner, partner, officer or director, or member or manager if a limited liability company, ever had an
insurance agency contract or any other business relationship with an insurance company terminated for any alleged misconduct?

If you answer yes, you must attach to this application:
a)  a writlen statement summarizing the details of each incident and explaining why you feel this incident should not prevent you

from receiving an insurance license, and
b)  certified copies of all relevant documents.

Yes

Yes

Yes

Yes

Yes

No X

No X

No X

© 2006 National Association of Insurance Commissioners  Page 4 of §




reference the National Insurance Producer Registry web site at WWW.NIPT.COM.

' Uniform Application for
Business Entity Insurance License/Registration

i

meding progress .. . tagethee

Applicant’s Certification and Attestation

@ On behalf of the business entity or limited liability company, the undersigned owner, patner, officer or director of the business entity, or member or manager of 2

limited liability company, hereby centifies, under penalty of perjury, that:

All of the information submitted in this application and attachments is true and complete and | am aware that submitting false information or omitung pertiment or
matenial information in connection with this application is grounds for license or registration revocation and may subject me and the busimess entity or limited
liability company to civil or criminal penalties
Where required by law, the business entity or linited hability company hereby designates the Commissioner, Director or Supenntendent of Insurance, of an
appropriate representative in cach jurisdiction for which this application is made to be its agent for service of process regarding all insurance matters in the
respective jurisdiction and agree that service upon the Comumissioner or Director of that jurisdiction is of the same legal force and validity as personal service
upon the business entity
The business entity or limited liability company grants permission to the Commissioner or Director of Insurance in each Junsdiction for winch this application is
made to verify any information supplied with any federal, state or local government agency, current or former employer or insurance company
Every owner, partner, officer or director of the business entity, or member or manager of a limited liability company, either a) does not have a current child:
support obligation, or b) has a child-support obligation and is currently in compliance with that obligation.
I authorize the jurisdictions 1o give any information they may have concerning me to any federal, state or municipal agency, or any other organizatibn and |
release the jurisdictions and any person acting on their behalf from a‘ny and all liability of whatever nature by reason of fumishing suth information
lacknowledge that I understand and comply with the insurance laws and regulations of the jurisdictions to which 1 am applying for licensure/registration
If required, I have received a Certificate of Good Standing from the jurisdiction's Secretary of State in which [ am applying.
For Non-Resident License Applications, I certify that [ am licensed and in good standing in my home state/resident state for the lines of authornity requested from
the non-resident state

Must be signed by an officer, director or partner of the

business entity, or member or manager if a limited liability

company:

05/13/08
MonthvVDay/Year

/@ £
Sigpetire

Jedediah L. Brettschneider
Typed or Printed Name

Managing Member
Title

Social Security Number

7 Wells Avenue, Suite 24

Address
Newton MA 02459
City State Zip

Attachments

[31) The following attachments must accompany the application otherwise the application may be retumed unproeessed or considered deficient.

For Non-Resident License Applications and unless otherwise nated in the State Matrix of Business Rules, a state will rely on an electronic verification of an
Applicant’s resident license through the NAIC's State Producer Database in lieu of requiring an original Letter of Certification from the resident state
Any Jurisdiction specific attachments listed in the State Matrix of Business Rules (www nipr.com).

G\MKTREG\DATAWMISC\Producer2007 busapps-10-06.doc

© 2006 National Association of Insurance Commissioners

Page 5 of 5




HMA MGU, LLC.

Jedediah L Brettschneider Managing Member Licensed Resident Producing Agent MA Lic #1769859
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The

William Francis Galvin

Secretary of the Commonwealth
Une Ashburton Place, Boston, Massachusetts 02108-1512
Telephone (617) 727-9640

Certificate of Organization
(Cential Laws, Chagier) ..

Federal Employer Identification Number: 000934330 (must be 9 digits)

Commonwealth of Massachusetts  Minimium Fee: $500.00

1. The exact name of the limited llability company Is: HMA MGU, LLC

2a. Location of its principal office Is:

No. and Street: 7 WELLS AVENUE
STE 24
City or Town: NEWTON State: MA Zip: 02459 Country: USA

2b. Street address of the office in the Commonwealth at which the records wlill be malntalned:

‘fl No. and Street 1 WELLS AVENUE
: STE 24
‘H City or Town: NEWTON State: MA Zip: 02459 Country: USA

3. The general character of business, and If the limited Hability company Is organized to render
professional service, the service to be rendered:

# MANAGING UNDERWRITER

4 4. The latest date of dissolution, if specified:

1 5. Name and address of the Resldent Agent Is:

Name: JED BRETTSCHNEIDER
No. and Street: 7 WELLS AVENUE
STE 24
i City or Town: NEWTON State: MA  Zip: 02459 Country: USA

: 6. The name and business address of each manager:

Title Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, Stale. Zip Code
MANAGER JED BRETTSCHNEIDER 7 WELLS AVENUE
NEWTON, MA 02459 USA

7. The name and business address of the person In addition to the manager, who s authorized to
execute documents to be filed with the Corporations Division, and at least one person shall be

named if there are no managers.

Title Individual Name Address {no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code

f Prior to August 27, 2001, Records can be obtained on Microfilm




8. The name and business address of the person(s) authorized to execute, acknowledge, dellver and
record any recordable Instrument purporting to affect an interest in real property:

Address (ne PO Box)

e et st 4 mimenis oo+ <or e+ g e '( ‘ e e
{ Title ‘( Individual Name
{ First, Middle, Last, Suffix

Address. Cily or Town, State, Zip Code

r Prior to August 27, 2001, Records can be oblained on Microfilm

9. Any additional matters the authorized persons delermine to include therein:

| SIGNED UNDER THE PENALTIES OF PERJURY, this 29 Day of September, 2006,
JOSEPH J COLLOPY .
(The certificate must be signed by the person forming the LLC)

® 2001 - 2006 Commonwealth of Massachusells
All Rights Reserved
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THE COMMONWEALTH OF MASSACHUSETTS

I'hereby certify that, upon exanunation of Uns document, duly submutted to me. 1t appears
that the provisions of the General Laws relative to corporations have been complied with,
and I hereby approve said articles: and the filing fee having been paid, said articles are

deemed to have been filed with me on:

WILLIAM FRANCIS GALVIN

Secretary of the Commonwealth



1804

Mallon Financial

N.E. CUSTOM HEALTH PLAN ADMINISTRATORS -
7 Wats Ave. Suite 74 1 Bosion Placa
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The Commonwealth of Massachusetts
William Francis Galvin

Secretary of the Commonwealth, Corporations Diviston
One Ashburton Place, 17th floor
Boston, MA 02108-1512
Telephone: (617) 727-9640

HEALTH MANAGEMENT ADVISORS, LLC Summary Screen e
Felp wdn g ferm

| Request a Certificate N

The exact name of the Domestic Limited Liability Company (LLC): HEALTH MANAGEMENT ADVISORS,
LLC

Entity Type: Domestic Limited Liability Company (LLC)

ldentification Number: 205870176

)
L

Old Federal Employer Identification Number (Oid FEIN): 000934328

No. and Street: 7 WELLS AVE.,

City or Town: NEWTON State: MA Zip: 02459 Country: USA

If the business entity is organized wholly to do business outside Massachusetts, the location of that office:
No. and Street:

City or Town: State: Zip: Country:
The name and address of the Resident Agent:
Name: JEDEDIAH BRETTSCHNEIDER
No. and Street: 3 TALBOT DR.
City or Town: NORTON State: MA Zip: 02766 Country: USA
The name and business address of each manager:

Title Individual Name Address (no PO Box)

First, Middle, Last, Suffix Address, City or Town, State, Zip Code
MANAGER JEDEDIAH BRETTSCHNEIDER 3 TALBOT OR.
NORTON, MA 02766 USA

The name and business address of the person in addition to the manager, who is authorized to execute
documents to be filed with the Corporations Division.

Title Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code
SOC SIGNATORY JEDEDIAH BRETTSCHNEIDER 3 TALBOT DR,
NORTON, MA 02766 USA

The name and business address of the person(s) authorized to execute, acknowledge, deliver and record any
recordable instrument purporting to affect an interest in real property

! i

http://corp.sec.state.ma.us/corp/corpsearch/CorpSearchSummary.asp?ReadFromDB:True&... 6/3/2009



Title Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State. Zip Code

REAL PROPERTY JEDEDIAH BRETTSCHNEIDER 31 TALBOT OR
NORTON, MA 02766 US4

Consent . Manufacturer . Confidential Data _. Does Not Require Annual Report

Partnership Resident Agent __ For Profit Merger Allowed

Select a type of filing from below to view this business entity filings:

ALL FILINGS

Annual Report

Articles of Entity Conversion
Certificate of Amendment
Certificate of Cancellation

[ View Filings I L New Search

Comments

2
© 2001 - 2009 Commonweaith of Massachusetts
All Rights Reserved Heip

http://corp.sec.state.ma.us/corp/corpsearch/CorpSearchSummary.asp’?ReadFromDB:True&... 6/3/2009
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9/29/2006 ¢ /E8 2008
ANNUAL REPORT 7 ™. TARY OF THE COMMONWEALTH
HEALTH MANAGEMENT ADVISORS, LLC CORPORATIONS DIVISION

2008

Pursuant to the provisions of General Laws Chapter 156C, Section 19 of the Massachusetls
Limited Liability Company Act (the “Act"), the undersigned hereby certifies as follows:

1. Name of Limited Liability Company. The name of the limited liability company (the
*LLC") is Health Management Advisors, LLC.

2. Office of the Limited Liability Company. The address of the office of the LLC for
purposes of Section § of the Act is 7 Wells Avenue, Newton, MA 02459.

3. Agent for Service of Process. The name and address of the resident agent for service
of process for the LLC is Jedediah Brettschneider, 3 Taibot Drive, Norton, MA 02766

4. Latest Dissolution Date. The LLC is to have no specific date of dissolution.

5. Manager. The name and address of the manager of the LLC for purposes of the Act
is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766.

6. Persons Authorized to Execute Documents for Filing with Secretary of State. The
name and address of the person authorized to execute any documents to be filed with the
Secretary of State of the Commonwealth of Massachusetts is Jedediah Brettschneider, 3 Talbot

Drive, Norton, MA 02766.

7. Persons Authorized to Execute and Record Real Estate instruments. The name and
address of the person authorized {o execute, acknowledge, deliver, and record real estate
documents is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766.

8. Business of LLC. The general character of the business of the LLC is to:

a. Engage in the marketing, sale, and administration of various healthcare
insurance products; and

b. Conduct such other business aclivities and operations that are consistent with

and reasonably related to the forgoing, including any tawful purpose permitted
under the provisions of MGL Chapter 156C, as amended, whether or not the

same are in furtherance of the foregoing specific purposes.

9. Federal ldentification No. 20-5870176.

N
o)

IN WITNESS WHEREOF, the understgned hereby affirms under the penalties G}Z;berjury
that the facts stated herein are true, this £7“day of APRIL 08 .

3089009
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The Commonwealth of Massachusetts
William Francis Galvin

Secretary of the Commonwealth, Corporations Division
One Ashburton Place, 17th floor
Boston, MA 02108-1512
Telephone: (617) 727-9640

Help with this form

HMA ADMINISTRATORS, LLC Summary Screen

| Requesta Certificate |

The exact name of the Domestic Limited Liability Company (LLC): HMA ADMINISTRATORS. LLC

Entity Type: Domestic Limited Liability Company (LLC)

The location of its principal office:

No. and Street: 7 WELLS AVENUE
STE 24
City or Town: NEWTON State: MA Zip: 02459 Country: USA

If the business entity is organized wholly to do business outside Massachusetts, the location of that office:
No. and Street:

City or Town: State: Zip: Country:

The name and address of the Resident Agent:

Name: JEDEDIAH BRETTSCHNEIDER

No. and Street: 3TALBOTDR

City or Town: NORTON State: MA Zip: 02766 Country: USA

The name and business address of each manager:

Title Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code

MANAGER JEAN BUEHLER 7 WELLS AVENUE

NEWTON, MA 02455 USA

The name and business address of the person in addition to the manager, who is authorized to execute
documents to be filed with the Corporations Division.

Title individual Name Address (no PO Box)

First, Middle, Last, Suffix Address, City or Town, State, Zip Code
SOC SIGNATORY JEAN BUEHLER 7 WELLS AVENUE
NEWTON, MA 02459 USA

The name and business address of the person(s) authorized to execute, acknowledge, deliver and record any
recordable instrument purporting to affect an interest in real property

Title : Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code

http://corp.sec.state.ma.us/corp/corpsearch/CorpSearchSummary.asp?ReadFromDB=True&... 6/3/2009
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REAL PROPERTY JEAN BUEHLER 7 WELLS AVENUE
NEWTON, MA 02459 USA
. Consent _ Manufacturer __ Confidential Data _ Does Not Require Annual Report
Partnership X Resident Agent __ For Profit __ Merger Allowed

Select a type of filing from below to view this business entity filings:

ALL FILINGS

Annual Report

Articles of Entity Conversion
Certificate of Amendment
Certificate of Cancellation

[ View Filings I New Search

Comments

4
© 2001 - 2009 Commonwealth of Massachusetts
Al Rights Reserved Help

http://corp.sec.state.ma.us/corp/corpsearch/CorpSearchSummary .asp?ReadFromDB=True&... 6/3/2009



M

9/29/2006 $500 FEE
ANNUAL REPORT Y
HMA ADMINISTRATORS, LLC )
2008 APR 0g ~mma
SECRETARY OF 5,

CAEATTH

ORPORAT -0 3. giose- =
Pursuant to the provisions of General Laws Chapter 156C, Section 19 of the l\gassafct?wﬁ“s"étrg“““*'
Limited Liability Company Act (the “Act”), the undersigned hereby certifies as follows:

1. Name of Limited Liability Company. The name of the limited liability company (the
“LLC") is HMA Administrators, LLC.

2. Office of the Limited Liability Company. The address of the office of the LLC for
purposes of Section § of the Act is 7 Wells Avenue, Newton, MA 02459,

3. Agent for Service of Process. The name and address of the resident agent for service
of process for the LLC is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766

4. Latest Dissolution Date. The LLC is to have no specific date of dissolution.

5. Manager. The name and address of the manager of the LLC for purposes of the Act
is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766.

6. Persons Authorized to Execute Documents for Filing with Secretary of State. The
name and address of the person authorized to execute any documents to be filed with the
Secretary of State of the Commonwealth of Massachusetts is Jedediah Brettschneider, 3 Talbot
Drive, Norton, MA 027686.

7. Persons Authorized to Execute and Record Real Estate Instruments. The name and
address of the person authorized to execute, acknowledge, deliver, and record real estate
documents is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766.

8. Business of LLC. The general character of the business of the LLC is to:
a. Engage in the administration of various healthcare insurance products; and

b. Conduct such other business activities and operations that are consistent with
and reasonably related to the forgoing, including any lawful purpose permitted
under the provisions of MGL Chapter 156C, as amended, whether or not the
same are in furtherance of the foregoing specific purposes.

9. Federal Identification No. 30-0390442.

IN WITNESS WHEREOQF, the undersigned hereby affirms under the penalties of perj
that the facts stated herein are true, this gj_ day of ! .

L0890B00C
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The Commonwealth of Massachusetts
William Francis Galvin

Secretary of the Commonwealth, Corporations Division
One Ashburton Place, 17th floor
Boston, MA 02108-1512
Telephone: (617) 727-9640

Help wath thus form

HMA MGU, LLC Summary Screen

| Requesta Certificate |

The exact name of the Domestic Limited Liability Company (LLC): HMA MGU, LLC

Entity Type: Domestic Limited Liability Company (L.LC)

Old Federal Employer Identification Number (Old FEIN): 000934330

Date of Organization in Massachusetts: 09/29/2006

The location of its principal office:

No. and Street: 7 WELLS AVENUE
STE 27
City or Town: NEWTON State: MA Zip: 02459 Country: USA

if the business entity is organized wholly to do business outside Massachusetts, the location of that office:
No. and Street:

City or Town: State: Zip: Country:

The name and address of the Resident Agent: \
Name: SHELLEY LENKUTIS

No. and Street: 7 WELLS AVENUE. #27

City or Town: NEWTON State: MA Zip: 02459 Country: USA

The name and business address of each manager:

Title individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code

MANAGER SHELLEY LENKUTIS 7 WELLS AVE., #27

NEWTON, MA 02458 USA

The name and business address of the person in addition to the manager, who is authorized to execute
documents to be filed with the Corporations Division.

Title Individual Name Address (no PO Box)

First, Middle, Last, Suffix Address, City or Town, State, Zip Code
SOC SIGNATORY SHELLEY LENKUTIS 7 WELLS AVE. #27
NEWTON, MA 02459 USA

The name and business address of the person(s) authorized to execute, acknowledge, deliver and record any

http://corp.sec.state.ma.us/corp/corpsearch/CorpSearchSummary.asp?ReadFromDB=True&... 6/3/2009



recordable instrument purporting to affect an interest in real property

Title Individual Name Address (no PO Box)

First, Middle, Las!, Suffix Address, City or Town, State, Zip Code
REAL PROPERTY SHELLEY LENKUTIS 7 WELLS AVE | #27
NEWTON, MA 02459 USA

Consent Manufacturer ~ Confidential Data Does Not Require Annual Report

Partnership X Resident Agent ~ For Proft _ Merger Allowed

Select a type of filing from below to view this business entity filings:

ALL FILINGS

Annual Report

Articles of Entity Conversion
Certificate of Amendment
Certificate of Cancellation

{ View Filings I New Search

Comments

@

© 2001 - 2009 Commonwealth of Massachusetts
Help

Al Rights Reserved

http://corp.sec.state.ma.us/coxp/corpsearch/CorpSearchSummary.asp?ReadFromDB=T rue&... 6/3/2009
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FALED

9/29/2006 $500 FEE
ANNUAL REPORT APR 09 2008
HMA MGU, LLC ~ _
2008 5TOPITLRY OF THE COMMONWEALTH
LORPORATIONS DIVISION

Pursuant to the provisions of General Laws Chapler 156C, Section 19 of the Massachusetts
Limited Liability Company Act (the "Act"), the undersigned hereby certifies as follows:

1. Name of Limited Liability Company. The name of the limited liability company (the
“‘LLC") is HMA MGU, LLC.

2. Office of the Limited Liability Company. The address of the office of the LLC for
purposes of Section 5 of the Actis 7 Wells Avenue, Newton, MA 02459.

3. Agent for Service of Process. The name and address of the resident agent for service
of process for the LLC is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766

4. Latest Dissolution Date. The LLC is to have no specific date of dissolution.

5. Manager. The name and address of the manager of the LLC for purposes of the Act
is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766.

6. Persons Authorized to Execule Documents for Filing with Secretary of State. The
name and address of the person authorized {o execute any documents to be filed with the
Secretary of State of the Commonwealth of Massachusetls is Jedediah Brettschneider, 3 Talbot

Drive, Norton, MA 02766,

7. Persons Authorized to Execute and Record Real Estate Instruments. The name and
address of the person authorized to execute, acknowledge, deliver, and record real estate
documents is Jedediah Bretischneider, 3 Talbot Drive, Norton, MA 02766.

8. Business of LLC. The general characler of the business of the LLC is to:

a. Engage in the underwriting and administration of various healthcare insurance
products; and

b. Conduct such other business activities and operations that are consistent with

and reasonably related to the forgoing, including any lawful purpose permitted
under the provisions of MGL Chapter 156C, as amended, whether or not the

same are in furtherance of the foregoing specific purposes.

9. Federal Identification No. 20-5820758.

IN WITNESS WHEREOF, the unders:gned hereby affirms under the penalties of ;gury
that the facts stated herein are true, this 8_ day of ‘9

a
/

8089300890




MA SOC Filing Number: 200656878200 Date: 09/29/2006 11:44 AM

The Commonwealth of Massachusetts  Minimium Fee: $500.00
William Francis Galvin

Secretary of the Commonwealth
One Ashburton Place, Boston, Massachusetts 02108-1512
Telephone: (617) 727-9640

Federal Employer identification Number: 000934330 (must be 9 digits)

1. The exact name of the limited liability company is: HMA MGU. LLC

2a. Location of its principal office is:

No. and Street: 7 WELLS AVENUE
STE 24 ,
City or Town: NEWTON State: MA Zip: 02459 Country: USA

2b. Street address of the office in the Commonwealth at which the records will be maintained:

No. and Street: 7 WELLS AVENUE
City or Town: NEWTON State: MA Zip: 02459 Country: USA

1 3. The general character of business, and if the limited liability company is organized to render
professional service, the service to be rendered:

MANAGING UNDERWRITER

4. The latest date of dissolution, if specified:

1 5. Name and address of the Resident Agent is:

|1 Name: JED BRETTSCHNEIDER

1] No. and Street: 7 WELLS AVENUE

i STE 24

1] City or Town: NEWTON State: MA  Zip: 02459 Country: USA

1 6. The name and business address of each manager:

Title individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code
MANAGER JED BRETTSCHNEIDER 7 WELLS AVENUE
NEWTON, MA 02459 USA

. 7. The name and business address of the person in addition to the manager, who is authorized to
1 execute documents to be filed with the Corporations Division, and at least one person shall be

4 named if there are no managers.

Title Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code

Prior to August 27, 2001, Records can be obtained on Microfilm I :




8. The name and business address of the person(s) authorized to execute, acknowledge, deliver and
record any recordable instrument purporting to affect an interest in real property:

|
i Title Individual Name ; Address (no PO Box)

First, Middie, Last. Suffix Address City or Town State Zip Code

| Prior to August 27, 2001 Records can be obtamed on Mlcromm

9. Any additional matters the authorized persons determine to include therein:

SIGNED UNDER THE PENALTIES OF PERJURY, this 29 Day of September, 2006,

JOSEPH J COLLOPY
(The certificate must be signed by the person forming the LLC )

© 2001 - 2006 Commonwealth of Massachuselts
All Rights Reserved




MA SOC  Filing Number: 200656878200 Date: 09/29/2006 11:44 AM

THE COMMONWEALTH OF MASSACHUSETTS

I hereby certify that. upon examination of this document, duly submitted to me, it appears
that the provisions of the General Laws relative to corporations have been complied with,
and | hereby approve said articles; and the filing fee having been paid, said articles are

deemed to have been filed with me on:
September 29, 2006 11:44 AM

WILLIAM FRANCIS GALVIN

Secretary of the Commonwealth

0-2532-0



The Commonwealth of Massachusetts
William Francis Galvin

Secretary of the Commonwealth, Corporations Division
One Ashburton Place, 17th floor
Boston, MA 02108-1512
Telephone: (617) 727-9640

NEW ENGLAND CUSTOM HEALTH PLAN ADMINISTRATORS LLC Summary
SC feen Petpewith this form

| Requesta Cerificate

The exact name of the Domestic Limited Liability Company (LLC): NEW ENGLAND CUSTOM HEALTH
PLAN ADMINISTRATORS LLC

Entity Type: Domestic Limited Liability Company (LLC)

identification Number: 201308264

Old Federal Employer ldentification Number (Old FEIN): 000871516

Date of Organization in Massachusetts: (06/30/2004

The location of its principal office:

No. and Street: 7WELLS AVE.
SUITE 24
City or Town: NEWTON State: MA Zip: 02459 Country: USA

If the business entity is organized wholly to do business outside Massachusetts, the location of that office:
No. and Street:

City or Town: State: Zip: Country:
The name and address of the Resident Agent:
Name: THE FREEMAN FIRM
No. and Street: 7 WELLS AVENUE, SUITE 23
City or Town: NEWTON State: MA Zip: 02459 Country: USA
The name and business address of each manager:
Title Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code
MANAGER VICTOR M. LUGO 7 WELLS AVE. SUITE 24
NEWTON, MA 02459 USA

The name and business address of the person in addition to the manager, who is authorized fo execute
documents to be filed with the Corporations Division.

Title Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code
SOC SIGNATORY VICTOR M. LUGO 7 WELLS AVE., SUITE 24
NEWTON, MA 02458 USA

The name and business address of the person(s) authorized to execute, acknowledge, detiver and record any
recordable instrument purporting to affect an interest in real property

http://corp.sec.state.ma.us/corp/corpsearch/CorpSearchSummary .asp?ReadFromDB=True&... 6/3/2009



Title Individual Name Address (no PO Box)
Firs{, Middle, Last, Suffix Address, City or Town, State, Zip Code

REAL PROPERTY VICTOR M. LUGO 7 WELLS AVE SUITE 24
NEWTON, MA 02459 USA

Consent - Manufacturer _ Confidential Data __ Does Not Require Annual Report

Partnership X Resident Agent For Profit . Merger Allowed

Select a type of filing from below to view this business entity filings:

ALL FILINGS

Annual Report

Articles of Entity Conversion
Certificate of Amendment
Certificate of Cancellation

[ View Filings I NewSearch |

Comments

2
© 2001 - 2009 Commonwealth of Massachusetts
Help

All Rights Reserved

http://corp.sec.state.ma.us/corp/corpsearch/CorpSearchSummary .asp?ReadFromDB=True&... 6/3/2009
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6/30/2004 $500 FEE
ANNUAL REPORT APR 05 2008
A .
NEW ENGLAND CUSTOM HEA!z_ggisPLAN ADMINISTRATORS 4ftLGyn o o vomacrs
CORPORATIONS Df VISION

Pursuant to the provisions of General Laws Chapter 156C, Section 19 of the Massachusetts
Limited Liability Company Act (the "Act"), the undersigned hereby certifies as follows:

1. Name of Limited Liability Company. The name of the limited liability company (the
“LLC") is New England Custom Health Plan Administrators, LLC.

2. Office of the Limited Liabilily Company. The address of the office of the LLC for
purposes of Section 5 of the Act is 7 Wells Avenue, Newton, MA 02459,

3. Agent for Service of Process. The name and address of the resident agent for service
of process for the LLC is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766

4. Latest Dissolution Date. The LLC is to have no specific date of dissolution.

5. Manager. The name and address of the manager of the LLC for purposes of the Act
is Jedediah Brettschneider, 3 Talbol Drive, Norton, MA 02766.

6. Persons Authorized to Execute Documents for Filing with Secretary of State. The
name and address of the person authorized to execute any documents to be filed with the
Secretary of State of the Commonwealth of Massachusetts is Jedediah Brettschneider, 3 Talbot
Drive, Norton, MA 02766.

7. Persons Authorized to Execute and Record Real Estate Instruments. The name and
address of the person authorized to execute, acknowledge, deliver, and record real estate
documents is Jedediah Brettschneider, 3 Talbot Drive, Norton, MA 02766.

8. Business of LLC. The general character of the business of the LLC is to:
a. Engage in the sale and marketing of various healthcare insurance products; and
b. Conduct such other business activilies and operations that are consistent with

and reasonably related to the forgoing, including any lawful purpose pegnitted
under the provisions of MGL Chapter 156C, as amended, whether or-apt the

same are in furtherance of the foregoing specific purposes. o
<o
9. Federal Identification No. 20-1308264. o
(o)
on
(@)
IN WITNESS WHEREOF, the undersigned hereby affirms under the penalties o@rjury

that the facts stated herein are true, this§™ day of APRIL'0E .

By: 4&’
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H M i Tolt Free $88-3313-8828
DIRECT .
Contact Us | Sign up for our newslettar
Saned 5 Gro
About HMA Direct
Home R . .
Who We Are , Health Management Advisors. LLC (HMA) dba HMA Direct is the parent company of a group of
What W - . companies thal trade fogether under the name HMA Direct The subsidiary companies together constitule
hat We Do s full service actuadal and benefits consulting firm. a third party administrator. and a managing general
How We Do It » underwriter
Our Vision
Contact Us * The HMA Direct companies share a united mission of redefining the role function. and value of benefi
Employer Tools ¥ consulting i the US markelplace. This strategy seeks to constantly differentiate HMA Direct from other

benefit consulting firms through the dedication of its skilled professionals, knowledge base. and the close
working relationship between its chents and the firm. The Partially Self-Funded Health Plans are the fruils
of this dedication and exemplify HMA Direct's ability to design quality and cost effective benefit sclutions

Career Opportunities
Company News

Legal Information
Privacy

Upcoming Events

Metrics Seminar 5/28/09
HR Basics Progran 6/10/09
Leading Change 6/17/09%

Neuro - Leadership 6/23/09

s

.
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that meet the needs of clients across the country

HiA Direct consists of three fully-integrated divisions

Managing
General
Underwriter
(HMA MGU}

Provides employers with actuatial
and risk ianagement services
including medical undervaiting.
sctuadial simuladon odetlog.
swp loss program pricing and
management on behalf of its
business parners

Health
Management
Advisors, LLC
(HMA Direct)

Business Clients

Benefits
Consulting

(NECHPA)

Provides employers with fufl
service consulting finm support
services. retirement planning,
employee beoelit statements.
employee handbook
consultation and legisiative
compliance guidance.

Benefits
Administration

‘ (HMA

: Administrators)

‘f Provides employers with medical
i dental aud vision beoefits

! management services. including
; totsl claims manggement,

i prescription drug management,

l totaf health, wellness program

{ and disease management.

* provider network development.

i COBRA. RIPAA consulting and

: compliance services.

Headquartered in Newton, MA, with satellite centers strategically located around the U.S | the HMA Direct
team is uniquely suited to meet the needs of clients. The core of HMA Direct's success is an unyielding
focus on providing world class service to clients and their covered members.

in the news

Q&A with the CEO

About HMA Direct

ini Creditable C ge (MCC)
Informaticn about healthcare reform in
Massachusetts.

2008 Speciat Olympics
HMA Direct 1s a proud sponsor of the 2008
special Olympics.

SAS 70 Compliance

HMA Direct is proud to announce that as of
12731407 we are a SAS70 comptliant
organization. .

http://www.hmadirect.com/about.aspx

Q. s Partial Self-Funding or Fully Insured Best
For Your Company?

Q. Is Partial Self-Funding Too Risky For Your
Company?

Q: Is Partial Seif-Funding Complicated To Set
Up and Difficult To Administer?

Q. What is MCC? Why is the state doing this?

Q. What effect will MCC have on Massachusetts
employers?

Health Management Advisors,
LLC (HMA) dba HMA Direct is the
parent company of a group of
companies that trade together
under the name HMA Direct. The
subsidiary companies together
constitute a full service actuarial
and benefits consulting firm, a

third marbt sAdminicteatare oo o

6/3/2009
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managing general underwriter.

FELRCDH L PATINCT S WILD USRS G UL . UOeS My Coverage meet MLy

HM Insurance Group Q. When does MCC go into effect?

MA Duect pactne o with 188 T

Learn More

View Answers

More News

Home Contact Us  Povacy

http://www.hmadirect.com/about.aspx 6/3/2009



! Wells Avenue, Suite 24 ‘ - f—l jvi A
Newton, MA 02459 \ = DIRECT

P(617) 581-6655 i
F(617)249-0217 P’aﬂ Ser‘/lce Agreement Benefits Consulting Groap

EVPLOYER DATA

1. Full Legal Business Name:

KC Precision Machining, Inc

2. Slreet Address: 23 0ld Right Road City  Ipswich State:  MA o Zipr 1938 0

3. Mailing address (if different) City. - State: A Zip: )
County: Essex Phone No . 9783568900 o Fax No.. _ 9783568899

4. Nalure of Business:  Industrial and Commercial Machinery L SIC Code: _§5“99_% MMMMMMMMM o

bfederalToxDNo. O43s30865
6. Administrative Contact Person Pam Casey o (e-mail address ) pcasey keprecision@verizon net
7. Executive Contacl Person William Casey L {e-mail address:

8. HIPAA Privacy Information Contac! Person
8. Names/Addresses of subsidiaries/affiliates & other locations:
—

10. D Yes D No i subsidiaries are included, do you wanl separate bills sent to each of these subsidiaries/affiliates?

1. Plan Administrator: William Casey .

12. Legal niame of the plan:  KC Precision Machining, Inc. Employee Health
© Plan -

13. D Yes [ | No Isthe plan maintained through a trust? If yes, list name and.business address of all trustees.
N .

f4. D Yes D No s this group a government agency of church group?

15 [ ] Yes [ ] No isthePlan subject fo coflective bargaining? If yes, union name: Exp. Date:
16. Name of person for service of legal process:  William Casey -

17. Fiscal Year Ending:  9/30/2008 ’

18. Plan Anniversary :  8/1/2008
19. % of employer contribution toward lotal employee fixed cost (HMA Administrators, LLC. requires the

employer to contribute a minimum of 50% of the singfe contribution of the lowest cost plan offered). '
The Excess Loss Policy covers the Employer and not the Employees and Dependents. Therefore, payment of the excess loss
premium must be made solely from the Employer's general account and should not be made from any account containing Plan Assets
or employee contributions. The Employer must contribute 100% of the Employee and Dependent Health Plan Fixed Costs and
at feast 25% of the cost of any life, accidental death and dismemberment, and weekly indemnity insurance.

20. List prior insurance carrier or Third Party Administralor (TPA) Bces e ,

a. MEDICAL Current group health plan (check one). - wy [ self funded
X insured

If you answer yes to any of the above questions, please provide 2 cony of your most r

- vy

21. Name of worker's compensation carrier: Peerless

22 D Yes No  Are any employees NOT covered by worker's compensation? [f yes, give names of employees.

23. Yes [ ] No Areyou subject to COBRA? (You are subject to COBRAif you employed at least 20 fulf o part-ime employees on
atleast 50% of the working days during the previous calendar year.) s y

PSA 102406 (rev 1/10/07) Page 1of 12
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24. Eligible employees are thase employees listed on the Employer’s Quarterly Wage Report and inciude only full-time employees working for

a salary or wage at least 30 hours per week or 120 hours per month. Persons on COBRA and persans in their COBRA election period {/

are also eligible. Retirees are not eligible. Eligible dependents are the employee's legally married 'spouse and the employee's unmarried
naturally bom children, stepchildren or legally adopted children, who rely on the employee for at least half of their support and maintenance
and who are less than 19 years old (or less than 25 years old if enrolied as a full-time student.) Eligible Employees and their Dependents
must be resident citizens of the USA or Legal Aliens with legal permission to reside and work in the USA. Please be advised that medical

telephone interviews may be conducted.
A. Please list below any persans on COBRA or any persons in their COBRA election period at this time or indicate “None".
Name Nature of COBRA Qualifying Event Date COBRA bagan Date COBRA will end

B. Please list below any employees not at wark due to Total & Permanent or Temporary disability at this time or indicate “None”

Name Nature of Disability Date of Disability Date expected to return

C. Please list below any employees that the Employer considers full-ime employees thal are ot shown on the Employer’s mast recent
Quarterly Wage Report (for example: owners, new hires, approved leaves of absence, temporary layoff, indefinite layoff, part-time, or

seasonal) or indicate NONE.
Name

Reason_(s) Employer cansiders them full-time employees

D. Has any individual that is to be covered been absent from wark for 10 or more days in the past 12 monttis due fo a medical condition: do
any of them have a chronic or ongoing conditiori; do any of them have test results pending; or have any of them been advised that
treatment, tests, hospitalization or surgery is needed (including existing pregnancies & due dates)? NO YES {please

answer the following 3)

Name Condltion (s) and comments

EMPLOYEEDATA |
1. Total number of full-time active emmployees:

2. Total number of eligible emp(oyeeé: .
3. Total number of enrolling employees:

4. Employee probationary period: ] 90 days - 180 days [ 270 days
{Six months fs the stop loss regtirement '

Retiires and New Enroflees must || 365 days
go through underwriting.

5. Employee effecfive date: First of monith after probationary period.

6. Employee terminafion date: Immediate ‘
7. D Yes No  Does current health insurer extend coverage for disabilities after termination date? If yes, provide copy of

policy andfor employee certificate.
8. Do you have a Section 125 Premium Only Plan? Yes _x_ No___ Do you want fo adopt one? Yes No

(L] Other please explain in the Specia Requests section below.

If the Employe g
enroll In that coverage. For this calculation, total eligible employees and dependents exclude those with any similar coverage elsewhere

exclude employees in their watting period and exclude persons on COBRA and persons I their COBRA election period. However, the total
number of covered medical employees cannot be less than 60% of the total number of eligible employees including those wrth similar
coverage elsewhere. A walting period Is the time that an eligible employee and their dependents must wait before coverage begins. The
walting period must be in months and cannot exceed 12 months. Coverage will begin the first of the month following the waiting pen’oo:i,

INITIAL PLAN SELECTIONS

PSA 102406 (rev 12/26/06) Page 2 of 12
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_ ’ The benefits of your Medical plan, Dental plan and any other ancillary products are as stated on the Sign-Off Sheef presented to you by your agent
™ and which was signed by you and is incorporaled by reference and made a part of this document
Stap Loss Policy written by HM Life Insurance Company, Inc.

(subject to written approval by HMA Administrators, LLC.)

Group has 2 90 day waiting period and a plan will be provided for new hires for (his purpose if an administrative exception is na

SPECIAL REQUESTS

hires.

e US——

t granted for stop

Yes the Group wants to provide coverage for dependent children of MA residents living at home with parents pursuant to Chapter 58 of the Acls of 2006. An act of

Promoting Access to Affordable, Quality, Accountable Health Care.

b~ St

PLAN SERVICE AGREEMENT

EMPLOYER has established a self-funded employee welfare benefi plan (hereinafter referred to as “Plan") as the health benefit plan

for certain employees and their dependents (the lerms of such plan are contained in the self-funded plan document). HMA
Administrators, LLC. (HMA) has been contracted by the Plan Sponsor as an independent contractor {o perform certain specific and
limited administrative services for the PLAN, including processing of claims. The following has been agreed to by the Plan sponsor and

HMA.

| ey

HMA Administrators, (LC. -

1. Agrees to provide the following services for the monthly service/billing
fees:

Update employee enroliment information

Print (D cards for new or exisling plan participants

Perform managed care services

Adjudication services including coordination of benefits

tnvestigate third party liability

Subrogation to recover claims expenses, excluding any legal fees

Issue periodic routine reports

Assist in the preparation of Summary Plan Description (SPD)

language

»  Provide HIPAA Cerificates of Credible Coverage

VVV‘GVY/’VV

2. s responsible for:
»  Processing claims for PLAN benefits according {o the terms and
provisions of the SPD, using its established claim adjudication
procedures

3. Shalf arrange for:
»  The purchase of excess loss insurance for the Plan Sponsor and
payment of any premiums from funds provided by the Pian.
4. Shall maintain:
> A fidelity bond for its employees who may collect, handle, or
disburse PLAN funds in the appropriate amount as required by
ERISA

6 Mayhave

» Conlracled with or have access to a network of designated
providers. Some or all of those providers shall be available fo
esesmrav e tEErssIvices utertie PUAN G planparicpante A
makes no fepresentations or promises regarding continued
availability of any parficular provider or network nor does HMA

make any warranties or representation as to compensation
amangements between these networks and designated providers.

HMA may in its sole discretion make delefions from or additions (o

the fist of designated providers or networks.

7. s authorized

> Todo all things it deems necessary or convenient 1o carry ouf the
terms and purposes of the PLAN

8. Mayreferio
> The Plan Sponsor for determination of any question HMA deems
necessary, including any disputed claims after the appeal process
and queslions of eligibility or entitlement to coverage excepl in the
case of misrepresentation

“THE PLAN SPONSOR s

The Plan Sponsor -

1. Agrees tha upon acceptance of this agreement by HM4, the
employee benefit plans proposed by HMA and selected by the
Plan Sponsor under the Plan Selections section of this Agreemen(
shalt be adopted by the employer and will be the basis for the
administration of the Employer's employee benefil plan.

2. Shall prompfly provide HivA necessary information including, but
not lirited {o:
> Completed enroliment forms
> Any changes in paricipation
> Creditable coverage documents for eligible employees
> QOccurrence of Qualifying Events

(%

Shall assist in and cooperate with
> Enrollment and setllement of claim benefits

4 Shall comply with
F Al applicable stale and federg
affecling the PLAR and Plan Sponsor.

laws gt

5. ls responsible for
> All COBRA (Consolidated Omnibus Budget Reconciliation

--Act.of. 1986} nafffication. and allreloted losti es iz
the responsibility of the Plan Sponsor fo distibute COBRA

Nolification and Election Forms {0 all employees who are
presently enrolled in the PLAN. If COBRA applies, the Plan
Sponsor must so indicate on the COBRA Rider attached
herelo in which case, HMA wil be responsible for
appropriate notices and providing COBRA services. The
Plan Sponsor is responsible for limely reporting qualifying
events (o HMA. HMA may rely without qualification on such
information provided by the Plan Sponsor.

Page 3ol 12



6. s responsible for
> Expenses under the PLAN excepl for those assumed by

HMA in this agreement

7. Recognizes thal
> HMA does nol insure or underwrite the liability of the Plan

Sponsor.

8. s responsible for
»  Fumishing SPDs, communicaling PLAN changes,
notification of terminalion of coverage, and notification of
inadéquate funding fo plan paricipants, pursuani to the
requirements of ERISA.

8. Is responsible for
> Providing sufficient information to Plan Sponsor for all filings
under the RS, DOL, and any other state laws or regulations,
including state, federal or local filings, reparts or refurns

FUNDING AND COMPENSATION

The Plan Sponsor -

1. Shall provide: ‘
> Eunds for benefit payment by the first of each month as required

by ifs funding arangement, and agrees HMA Is under no
obligation fo pay any benefils when fhe Plan Sponsor-has not
provided adequate funds. The Plan Sponsor_is vﬁnanqal'(y
responsble for all eligble daims incurred while the PLAN is in
effedl. I necessary funds are not provided, HMA will deny all
claims in process and may notify all plan participants.

2. Shall compensate: ' o B
> HMA for fixed costs set forth in the monthly billing statement,

which Includes fees for services rendered and premium for the
Plan Sponsor's excess loss insurance policy, by the first of each

month.

"3, Agrees that; : o
»  Monies required {o pay for fixed costs,. administrative fees, and

paytent of claims shall be deposited in an intefest bearing Trust
Account ("PLAN BENEFT ACCOUNT") at Mellon Bank, Boston,
MA or other reputable banking institution, for the purpose of
paying Plan benefits and expenses in accordance. with this
agreement, or as otherwise directed by-Plan Sponisor. HMA shall
account for all receipts and disbursements to and from the
TRUST ACCOUNT. HMA may aggregate Plan Sponsor's
contributions to the PLAN BENEFIT ACCOUNT in a common
account for investment and claims paying purposes provided
those contributions -shall only be disbursed for the PLAN and
pursuant to this agreement. Unfil 3 months after termination of
this agreement, Interest shall bé credited to the PLAN's account in
an amount defermined by calculating the PLAN account's pro rata
share of the interest eamed by the common account based upon
the PLAN account's average daily book balance.

»  Funds received from Plan Sponsor under this Agreement and not
deposiled into the PLAN BENEFTT ACCOUNT may be used fo
pay for services rendered by HMA and for excess loss insurance;
administrative costs will be paid first, and any monies owed to the

" GRS G CATT IO W S i ST, -

> Rebates on pharmacy claims will be used to reduce the cost of

covered presctiptions at the point of sale

4. Shal

PSA 102406 (rev 1/10/07)
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P owiaua oy TIMA, 1vestigate and correct any allegation
of error in compensation paid.
Shall be responsible ({
» I, during the operation of the PLAN or following termination of the
PLAN, the federal gavernment, govemment of any state, or any
political subdivision, or any instrumentality of either, shall assess
any lax, fee, or claim against the PLAN, Plan Sponsor, or HMA,
payment shall be the responsibiity of the Plan Sponsor and may
be charged o the PLAN,

T s — _—

1. The following will be provided by HMA on a “fee-for-service® basis
when applicable and when requested by Plan Sponsor;

COBRA administration

Spedial repods as requested

Investigation of extraordinary claims

Pharmacy Benefils Management ,
Utilization Review, Disease Management, & Case Management
Preparation of Form 5500 and other fiings required by State or
Federal laws

Processing and Payment of Claims during Run Qut Period

YV VYWYV wvw

v

N

Plan.Expense

> As long as HMA has exercised good faith, it shall not be required
lo reimburse the PLAN for incorrect payments, but will exercise its
best effors to obtain recovery of, or adjustment for such
payments. Such payments shall be deemed a PLAN expense.

> Nothing herein shall fimit the Plan Sponsor's tight to seek

recovety from or commence an action against any party receliving

payments to which it was not entitled.

Hold Harmless : .

> The Plan Sponsor will hold HMA harmless from any and all
losses, costs, fines, penalies, fudgments, or damageés of any kind
including atiomey's fees in connection with HMA performing its
fesponsibilities under this agreement, provided HMA acts within
its scope of authority and in good faith,

> HMA will hold the Plan Sponsor hamiess from all losses ahd

damages incurred as the result of bad falth or Intentional wrongful

acts commitied by HMA, or its employees while performing Its

responsibilities under this Agreement. ‘

o

4. Severabilily

The provisions of this Agreement are severable, if any provision of this
Agreement is invalid by law, it will not affect any offier provision of the
Agreemerit.

__ HPAABUSINESSASSOCIATES

Pursuant to the Health Insurance Paortabilily and Accountability Act
{"HIPAA") of 1996, and iis implementing regulation, the Standards for
Privacy of Individually (dentifiable Health [nformation, 65 Fed. Reg.
82,464 et seq. (Dec. 28, 2000) (hereinafier the "HIPAA Privacy Rule"},
EMPLOYER (in this seclion referred lo as the “Covered Entity” and HMA
{in this section referred to as the (Business Associale®} wish to address the
requiremenis of the HIPAA Privacy Rule with respect fo “business
associales,” as thal temm is defined in the HIPAA Privacy Rule. Specifically,
this partion of this agreement is Intended to ensure that fhe Business

~

T RERGGEE W ESTEIR dnd Tmplement dppropriate sateguards (including
cerlain administrative requiremerits) for “Protected Heafth Information* the
Business Associate may create, receive, use, ot disclose in connection with
the functions, acfivilies, or services (collectively *services*) to be provided by
Business Assodiate to- Covered Entity pursuant to this agreement. The
Parlies acknowledge and agree that in connection with the services io be
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provided: Business Associale will creale, receive, yse or disclose
Prolected Heallh Informalion. As sel forth in the HIPAA Privacy Rule and as

~=  USed herein, Protected Health Information {PHI} is defined as individualy

~ identifiable health information maintained of transmitled in any form or
medium, including, without timitation. all infarmation (including
demagraphic, medical. and financial information), data, documentation,
and malerials that relate for (i} the past. present, or fulure physical or
mental health or condition of an individual (if) the provision of health care
{o an individual or i} the past. present. or fulure payment lor (he
provision of health cate to an individual PH does nol include health
information thal has been de-entified in accordance with the standards for
de-identification provided for in the HIPAA Privacy Rute

In connection with Business Associale’s creation, receipl, use or disclosure
of PHI, Business Associate and Covered Enlity agree as follows

GENERAL TERMS

This portion of the agreement shall become effective on the effective date of
this agreement. Al capilalized terms of this porlion of the agreement shall
have the meanings set forth in the HIPAA Privacy Rule. unless otherwise
defined herein. In the event of an inconsistency befween the provisions of
this portion of the Agreement and the mandatory lerms of the HIPAA Privacy
Rule, as may be expressly amended from time (o time by the Department
of Health and Human Services {HHS) or as a resull of interpretations by
HHS, a court, or another regulalory agency wilth authority over the
Parlies, the interpretation of HHS. such courl or regulatory agency shall
prevail. In (he event of a conflict among the interpretations of these entities,
the conflict shall be resolved in accordance with rules of precedence. Where
provisions of this portion of the Agreement are different from those mandated
by the HIPAA Privacy Rule, but are nonetheless permitted by the que, th_e
provisions of this Agreement shall controt Except as expressly provided in
the HIPAA Privacy Rule o this portion of the Agreement. this portion of the
Agreement does not creale any rights in third paries

SPECIFIC REQUIREMENTS

a. Business Associale agrees o creale, receive, use, of
disclose PHI anly in a manner thal is consislent wilh this Agreement or lhe
HIPAA Privacy Rule and only in connection with providing the services fo
Covered Entily. Accordingly, in providing services fo or for the Covered
Entity. Business Associate, will be permitted to use and disclose PHI for
“reatment, paymen! and health care operations™ in accordance with the
HIPAA Privacy Rule. Additionally, under the HIPAA Privacy Rule,
Business Assaciate also may use or disclose PHI received by the
Business Associale in its capacily as a Business Associale fo the
Covered Entity if: the use relates lo: {1} the proper managemen! 'a‘nd
administration of the Business Assaciate or to carry out legal responsibilities
of the Business Associate, or (2) data aggregation setvices relating fo ?he
health care operations of the Covered Entity; or the disclosure of informa'hon
feceived in such capacily will be made in connection with a function,
responsibilily, or service identified in (i)(1). and such disclosure is required by
law or the Business Assaciate oblains reasonable assurances from the
person to whom the information is disclosed (hat it will be held confidential
and the person agrees 1o nofify the Business Associate of any breaches of

confider

¢ shall mciude i all contracls with 1is
agents or subcontractors, if such contracls involve the disciosuyg of
PHI to the agents or subcontractors, the same restrictions and conditions
on the use and disclosure of PHI that are set forth in this Agreement.
~orblobeithetending the fornaing, Coverad Eatity hersby askowledsos thal
the writing agent(s) idenlified in Disclosures attached a{. the.end of this
Agreement is (are) ils agent for the purposes outlined in this busmegs
associale agreemenl Further, Covered Entity hereby states thai ;atd
writing agent andlor his agency have entered inlo a Business Associate
Agreement with Covered Entity to perform “treatment, payment and health

PSA 102406 {rev 1/10/07)

care operations” as well as plan management and adminisiralive funclions in
regard fo the plan and thal Business Associate is hereby directed (g supply
said writing agent(s} or his agency whalever PHI he may request be it a
verbal or writlen request  Covered Entity hereby agrees to hold Business
Assaciate harmless from any claims brough! against Business Associate
based in any manner upon the disclosure of PHI (o the wriling agenl(s) of
his agency

¢. Business Associate shall maintain safequards as necessary lo
ensure that PHI is nol used or disclosed excepl as provided for by this
Agreement

d. Business Associate shafl report to Covered Entily any use o
disclosure of PHI that is not provided for in this Agreement

e In accordance with 45 C F R § 164.524 of the HIPAA Privacy
Rule, Business Associate wil make available {o those individuals who are
subjects of PHI, their PHI in Designaled Record Sets by providing the PHI to
Covered Entity (who then will share the PHI with the individual), by
lorwarding the PHI directly to the individual, or by making the PHI available
o such individual at 3 reasanabte time and at a reasonable location.

[ Business Assaciate: shal make available the information
necessary {o provide an accounting of disclosures of PH as provided for
i 45C.FR § 164.528 of the HIPAA, Privacy Rule

g. Business Associate shall make available PHI {or
amendment and incorporate any amendment (o PHI in accordance with
45 C.F R § 164 526 of the HIPAA Privacy Rule.

Upon the fermination or expiration of this agreement, Business Associate
agrees fo, al Business Associale's election, destroy the PH {and retain
no copies), or extend the protections of this agreement {o such PHI unlil
such time as it is destroyed

Business Associale shall make available fo the HHS or its agents the
Business Associate’s internal practices, bocks and records relaling to the
use and disclosure of PH!

The Parties agree that Covered Entity shall have the right {o terminate this
Agreement or seek other remedies if Business Associale violales a
material term of this portion of the Agreement.

Security Safequards, Business Associale has implemented a documented
information security program that includes administrative, lechnical and
physical safeguards designed to prevent the accidental or otherwise

* unauthorized use or disclosure of PH as follows:

HIPAA Security Standards:

Business Associate Obligations for Securing Elecironic Prolecied Health
{nformation.

The Business Associate obligations set forh below are effective on the
effective date of this Agreement,

Definifions:

Electronic Protecled Healih Information - The term “Electronic Protected
Health Information” has (he meaning sef forth in 45 C.FR §160.103. as
amended from lime {o fime and Qenerafly m ! '

wiomston {or "PHC that i ransmitted o

media

Security Inciden! - The term *Security Incident” has the meaning sel forth in
45 C.FR. § 164.304, as amended from fi {o fime, and generally means
thie “aliémpled "o " SUCSESH RS ed access, use, disclostirs,
modification, or destruction of informalion of interference with systems
operalions in an information system.

Business Associate Obligations:
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Luatiss ASSUGELE shall develop, mplemen!, maintain and use appropriate
administrative, fechnical, and physical safeguards ("Safequards®), that
reasonably and appropriately prolect the integrly, confidentiality, and
avallability of, and to prevent non-permitted or violating use or disdlosure of,
Electionic Protected Health Information created, transmitted, maintained, or
received in connection with the services, functions, andfor transactions to be
provided under this Agreement.

Business Associate shall document and keep these Safeguards current
These Safeguards shall extend to transmission, processing, and storage of
Electronic Protected Health Information.  Transmission of Electronic
Protecled Health Information shall include transporation of storage media,
such as magnefic tape, disks or compact disk media, form one location to
another.  Business Associale shall provide access fo, and copies of,
documentation regarding such Safeguards upon the writlen request of
Covered Entity.

Busiriess Associale agrees that it has fully implemented the requirements of
the HIPAA Security Standards (45 C.F.R. Parts 160, 162, and 164, issued on

February 20, 2003} by:

Implementing administrative, physical, and technical safeguards consistent

with (and as required by) the HIPAA Security Standards tha reasonably

proledt lhie confidentiafity, integrity, and-availabllity of Electronic Protected

Health Information that # creates, receives, maintains, ot transmits on behalf
of Covered Entity.

Access to Health Plan Information Systems:

1f Business Associate is provided access fo any Health Plan information
system or network containing any Electronic PHI, Business Associate agrees
fo comply with all Health Plan policies for access lo and use of information

from the system or network.
Reporting and Tracking all Security Incidents:

Business Associate shall report lo the Covered Entity any Securily Incident
that results in (a) unauthorized access, use, disclosure, modification, or
destruction of Health Plan's Electronic Protected Health Plan Information, or
(b} interference with Business Assodiate's system operafions in Business
Associate’s information systems, of which Business Associate becomes

aware, and

Business Associate shall repori to the Covered Entity's Privacy Officer within
14 business days sfter Business Assodate leams of such flon-permitted or
violating use or disclosure, and the report must meet the formal and coritent
requirements imposed by the Covered Entity. For any offier Security
-Incident, Business Associate shall aggregate the data and provide such
reporis on a quarterly basis, or more frequently upon Covered Entity's

request,

Business Associate shall take all reasonable steps to mitigate, {o the extent
practicable, any hamful effect that is known to Business Assodiate resulting
from a Security Incident, including any reasonable steps recommended by

Covered Entity.

Affiliates, Agents, Subsidiaries and Subconfractors. Business Associate
shall require that any agents, affiliales, subsidiaries or subcontractors, to
whom it provides PHI received from, of created or received by Business
Associate on behall of Covered Entity agree in writing to the same use and

disclasyse.resticfiopsimposed. e BueinessAesasiols by his-Bogion afdhgmeo -

Agreement.

This Section does not apply to information that has been de-idenfified. De-
Identified Information is- not PHI or Personal Information, but rather is
information that does not identify an individual and with respect to which

PSA 102406 {rev 1/10/07)

there is nio reasonable basis {o believe that the information can be used fo
dentify an individual. De-identified information crealed by HMA is and shall
be solely owned by HMA £

: TERMINATION -

1. This Plan Service Agreement may be teminated by the Plan Sponsor
or HMA. To terminate this agreemenl, a writlen notice must be
delivered to the other party not less than 30 days before the effective
date of the terminalion. f such nofice is not provided, the Plan Spansor
shall be fiable for a late nofification fee.

2. HMA shall have the fight fo terminate the Agreemen with five days

prior writlen notice if:

¥ The Plan Sponsor does not perform its obligations of PLAN
benefil payments; this doesn relieve the Plan Sponsor of its
obligation to reimburse HMA for the payment of PLAN benefits.

»  The Plan Sponsor amends the PLAN withoul prior writlen
acknowledgement from HMA.

»  The Plan Sponsor fails to pay any fees or charges due and
payable under this Agreement

> In the event the Plan Sponsor fails fo pay any amounts due
and payable under this Agreement, HMA shall have the
fight fo nolify PLAN participants of the termination of this
Agreément for such non-paymen(

3. HMA may terminate this Agreement immediately without
1. Notice o the Plan Sponsor as of the date:
>  The Plan Sponsor becomes insolvent, bankrupt, or subject fo
liquidation, receivership, or conservatorship.
> The excess loss insurance carier terminates ils policy with the
Plan Sponsor.

4. 1{-HMA has lerminaled this Agreement for non-payment of fixed costs
the Plan Sponsor may apply for reinstatement according fo HMA's
terms and at HMA's sole discretion.

5. Termination of this agresment shall fiot affect the validity, provisions or

terms of the PLAN, the PLAN shall confinue to be effective uniit it is
cancelled pursuani fo its terms.

THE I T v T £, ST L R LTy W o T g s * it
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CLAINS FUNDING AGREEMENT
Under the terms of my Plan Service Agreement with HMA Administralors, (LC. (HMA) [ have agreed to provide funds for benefit payments monthly
. and agree HMA is under no obligation to pay my benefits if | have not provided adequate

or more frequently, as required by my banking arangement
funds. I understand that I am financially responsible for all eligible claim s incurred while my PLAN is in effect | hereby certify that the Employer wil

pay 100% of the Employee and Dependent Health Plan Fixed Costs

1]
[ will remit my Maximum Monthly Medical/DentaWision/Pharmacy Claims Liability, along with my monthly costs by the first of each month to HMA My
funding contribution will be held in an interes bearing account. HMA will process and pay claims periodically | understand that » Monthly Aggregale
Accommodation Rider will be issued in connection with the selection of thig option

Prefunding - Maximum Funding Please check if the Plan has been sold with a Maximum Funding Obligation

Expected Funding - Minimum Funding - Please check if HMA as approved the Plan with Expected or Minimum Funding N

I will remit the iolal Fixed Costs paid 100% out of the Employers general funds on 2 monthly basis | will provide additional funds for benefi
payments monthly or more frequently, upon natification from HiA that additional funding is required. | will remit the amount due fo be received by
HMA within five > (5) days of notificalion that additional funds are required to pay benefits. N

Important: f you do not remil funds as required after notifications by HMA., administration of your PLAN will be terminated. The Employee Retirement
Income Security Act {ERISA) places a fiduciary responsibility on the Employer, as Plan Sponsor, to ensure the PLAN is adequately funded. HMA is
required to notify the US DOL and may notify all Plan Participants if your claims account is determined to be in jeopardy.

EFFECTIVE DATEIDEPOSIT

(Deposit must include the first month's fixed costs and the first monlh's maximum claims cost unless Expected/Minimum Funding is approved by

HMA.) .
Requested effective date: 8/1/2008 Deposit with Application: $

The Plan Sponsor shall pay HMA Administrators, Inc. monthly as indicaled in the Schedule of Fees and Other Amounts Due attached hereto as
amended. All payments are due on the last day of the month prior to the month for which coverage and service are to be effective. Any contributions
for funding, stop-loss premium, or administration fees received after the last day of the month for which Coverage and services are effective will be
considered late and HMA Administrators, LLC reserves the right to hold all claims payments and authorizations for care until such payments are

received.
. : APPLICANT AGREEMENT -
and [, the undersigned acknowledge reading the entire application, including the Claims

The agent has explained the details of the coverage(s)
Funding Agreement and Plan Services Agreement. The answers | have provided are true and complete. | understand that the terms and conditions

herein bind the Applicant and HMA Administrators, LLC. only when the Applicant receives written approval from HMA Administrators, LLC.

Dated on (Month, Day, & Year): /7 /Q/ /0/5

Full Legal Business Name: KC Precisjon Machining, Inc. -

w 7 . A
, /(,(4@ {must be @iqnm}‘ bv & person authorized to purehace raverane for this firg )

Signalure X: /4 ete,
Print Signature and Title oY oar. . (Hff‘f lt/(g, E(¢ 0 E£4

Mail/Deliver Summary & Plan Descriptions (SPDS) to: Employer's business address Employee's Address
After Installation Mail Identifications (1D) cards to: [ | Employer's business address || Emplovee's Address -
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Producer name: NECHPA

Producer name:

Social Security Number:  20-1308264

Social Security Number:

Street: | 7 Wells Avenue, Suite 24 Street:

City, State Zip Newton, MA 02459 City, State Zip
Telephone 617-581-6655 Telephone
Number: Number:

Fax Number: 617-249-0217 Fax Number:
Production Splif %  Production Spiit

I have notified the employer not to terminate present coverage until nofified in writing by HMA Administrators, LLC of acceptance of this application.

Date:

%

Agent's Signature X % =
e e AT

HMA ADM!NISRATOR. LLC.

Approved & Jean Buehler, | PN —
Fffective Date: Accepled by: Managing Date: Signature: n Boadled
Member ,
Somments:
:ffective Date: fk\gger?)\tlsg gy' Date: Signature:
omments:
Page 8 of 12
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Schedule of Fees and Other Amounts Payable
Under Plan Senice s Agreement

HMA Fees. In consideration for the services rendered by the HMA pursuant to this agreement, Plan Sponsor shall pay to HMA on the firgl day of

each month the following amounts:

{1) A service fee per covered member per month in the folal amount of

(2) A service fee per covered employee for ASO Dental (if applicable}

(3) A Premium for Monthly Aggregate Accommodation of §2 .95 per covered employee per month if elected
(4) A one-time claims run-in fee per covered employee in the amount of $0.00

(5) A service fee per covered member per month for Form 5500 services if elect ed by Plan Sponsor

(6) A COBRA Service Fee equal (o 2% of the applicable premium (as thal lemn is defined in COBRA)

The term ‘employees” means persons covered under the medical andior derttal benefils of the Plan including a former employee who is covered by
virfue of having elecled COBRA. Service Fees are included in the minimum cosls as outlined in the EMPLOYER'S proposal and the minimum
“costs include fees for pre-certification, utilization review, medical case management, pharmacy benefits managemen! services, and PPO access, if
such services are provided. The fee rates are guaranteed for the first 12 months of this agreement, alter which they are subject to change upon 30 days

written notice by HMA  EMPLOYER shall be solely responsible for any sales tax levied by any jurisdiction on any of the fees se! forth above

(7) The monthly premium on the Excess Loss Coverage as shown on the Application for Stop Loss Insurance $2.989.32
(8) The monthly Employer's Claims Fund obligation $3,400.11
TOTAL MONTHLY PAYMENT TO HMA $3,777.90

Check the following box only if you are declining the optional 5500 Form Preparation Service

I Decline The Optional 5500 Form Preparation Service. [
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UIDLLUDURLES

The following disclosures are made in compliance with Department of Labor PTE 77-9 (84-24): s
A Plan assets may be used to purchase insurance coverage in connection with the Plan, :
B.  Sales commissions are payable to insurance agents or brokers on administration fees charged by HMA in connection with the sale, on excess
loss insurance, life insurance, and weekly indemnity insurance, if any, and other ancillary insurance products as follows, unless otherwise indicated

below (percentages are of fixed costs and are approximately the same or less than industry standards):
Compensation for providing service: ___%  First year and each renewal year { ‘ NECHPA —]
Compensation for the sale: % First year and each renew-al year f NECHPA ‘

The owner of HMA Administrators, LLC. is Health Management Advisors, LLC. It also owns HMA MGU, LLC. an affiliate of HMA Administrators, which
provides underwriting services in connection with the PLAN and also reinsures a portion of the insurance you are purchasing. HMA MGU and
NECHPA also offer Stop Loss Insurance in connection with your health and dental plans and may receive commissions from HM Life Insurance
Company (the Stop Loss Carrier) or another carrier on premiums for said products. Additional amounts may be payable as marketing expense if this
case is written directly with an agent through NECHPA. Notwithstanding the foregoing, the final decision regarding any matters relative to the
insurance purchased (including claims, eligibility, and premiums) is solely within the decision of the insurance company.

C.  Other compensation, fees, and consideration, if any, received by the writing agent for the provision of services to the Plan are as follows®

General Agent Marketing Fee % First year and each renewal year NECHPA

The sale of this coverage may entitle the writing agent to receive a larger compensation on other business submitted to the insurance company. The
underslgned person in his or her capacity as an independent Plan fiduciary with authority to act on behalf of the Plan acknowledges receipt of
these disclosures and approves of the purchase of insurance on behalf of the Plan. Itis understood that the writing agent is not an agent of HMA.

D. Compensation for Sale of Insured Ancillary Products: Check Box If Applicable

Life | %  Firstyear and each renewal year NECHPA
AD&D = ___%  Firstyear and each renewal year NECHPA
STD = ___% Firstyear and each renewal year NECHPA
Critical Care L __ % Firstyear and each renewal year NECHPA
Hospital Indemnity Il __ % Firstyear and each renewal year NECHPA
Accident | ___%  Firstyear and each renewal year NECHPA

At 18 R T s
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COBRA SERVICES RIDER
ONLY APPLICABLE FOR GROUPS SUBJECT TO COBRA

= .Jf you answered yes to question 23 on the first page of this Agreement, your group is subject to COBRA and the following
1s added to this Plan Service Agreement

HMA COBRA Services As used heren, the term COBRA refers fo the Consolidated Omnibus Budget Reconciliation Act of 1985 as

amended and the regulations promulgated thereunder. HM
effect provided (1) EMPLOYER is subject (o federal
comply with the Administrative Insiructions (
COBRA service contained in th

1

A agrees to provide the following services while this agreement is in
COBRA continuation laws; and (2) EMPLOYER and persons eligible for COBRA
as used herein, Administeative Instructions refers to any instructions regarding the
e Service Manual provided to EMPLOY ER, including any amendments or changes thereto). )

To prepare and send via U.S mail (with proof of mailing) within the time periods stated herein, the notices and forrms and
payment coupons/bills which are specified herein. Such notices and forms shall be fimited to a re-notification of COBRA
continuation rights after a Qualifying Event which occurs on or after the eHective date of the Plan; an initial or generai
COBRA notice delivered or given in any means permitted under COBRA (o employees and their spouses who become
entitled {o receive the same afler the effective dale of the plan, a COBRA election form for qualifying events occur'ing on or
after the effective date of the ptan: notice of the unavailability of COBRA continuation in appropriate cases where the
alleged first or second qualifying event or disability extension occurred on or after the effective date of the plan; notice of
termination of continuation when required by law for those whose continuation terminates after the effective date of the Plan
and (at HMA'S election) issuance of praper payment coupons or bills. Initial or general notices will be sent within 21 dayé
of receipt by HMA of notification by EMPLOYER of a new covered employee or spouse entitled to the same under the
Plan. Initial notices will be sent to addresses contained in enroliment forms submitted to HMA or to such other address as
EMPLOYER may advise HMA in the manner specified in the Administrative Instructions. EMPLOYER shalt be solely
responsible for providing initial COBRA notices to those who became covered on or before the effective date of the Plan. The
renotification nolices and election forms will be sent lo persons entitled {o receive the same for Qualifying Evenls occurring
after the plan effective date, provided HMA is properly notified of the Qualifying Event within the required time period speciﬁea
in the Administrative Instructions and provided HMA has received a written determination from EMPLOYER of the current
COBRA contributions required by EMPLOYER from such persons to maintain COBRA coverage. The payment coupons or bill
will request the current COBRA contributions required by EMPLOYER as advised by EMPLOYER on the forms and in the
manner described in the Administrative Instructions and shall be sent within 14 days of receipt of a valid and complete COBRA
election form. Notice of the unavailability of COBRA shall be sent within 14 days of receipt by HMA of notice of a purported
qualifying event or purported second qualifying event, and shall be sent within 14 days of receipt of notice of a request for
disability extension of COBRA. for which COBRA continuation is not avaitable

To review and process, pursuant to the requirements of federal law and the Administrative Instructions. alt COBRA election
forms submitted by persons covered under EMPLOYER'S Plan(s):

To maintain records of COBRA notices sent and proof of mailing, and to notify EMPLOYER periodically of the COBRA notices
sent and the COBRA elections made by persons covered under the EMPLOYER'S Plan(s);

To notify and provide payment coupons/bills to those on COBRA continuation coverage with EMPLOYER af the time the
agreement becomes effective within 14 days of receiving notice of such persons, the proper mailing address for each such
person, the date their continuation coverage commenced. the date their continuation coverage is scheduled to terminate, the .
nature of their qualifying event and the proper amount to bill for each such person's COBRA coverage. All such information
must be provided in the manner and on the forms designated in the Administrative Instructions; and

To deposit in the Plan Benefit Account all amounts (less the fees allowed HMA and any applicable Stop Loss Premiums under
this agreement for providing COBRA Services) received for COBRA continuation coverage.

{f the provisions of the agreement are continued after the date that it would terminate according to the terms hereof, said
continuation shall not apply to COBRA service unless HMA specifically agrees to such a continuation of COBRA Service in a
writing which specifically refers to this COBRA SERVICES RIDER to this agreement. Time frames specified herein for pecformance
of COBRA duties outlined herein may be modified or amended by the Administrative Instructions.

Employer COBRA Setvice. The EMPLOYER agrees to and accepts the following obligations:

1

w N
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. or ligble for the loss or faillure to process any material not sent via registered or cedifiec
As Plan Administrator,

EMPLOYER agrees to administer COBRA continuation pursuant to the applicable federal laws and regulations, and pursuant

to HMA'S Administrative Instructions (as used herein, Administrative Instructions refers to any instructions regarding the
CORBL copire ) o BEMPLOYER including ary amendausaie rr oo (0 pie

EMPLOYER &

requested by HMA;

EMPLOYER agrees that all written material sent to HMA hereunder shall be sent via registered or certified mai;

HMA shall process material received which is not sent via registered or certified mail, however, HMA shall not be responsible
d.mail ... :

e

b Sornges

vanfication form and provide (he necessary supporting matenal

PLOYER shall be ultimately responsible for the determina'iion'o\.‘ those émbtoy‘eeS aﬁ?ﬁ &éﬂb’éhder{ts'

of employees who are eligible for COBRA continuation under the provisions of federal law and for providing HMA with the
information required by the Administrative Instructions, and shall timely forward all such necessary information ({including but
not limited to the date and nature of any purported qualified events applicable to qualified beneficiaries: the last known
address of such qualified beneficiaries, any requests for disability extension of COBRA continuation periods, timely notice
of newly enrolled employees and spouses and the applicable premium as defined in COBRA) to HMA as set forth in the

Administrative Instructions.
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P o gL nuen seISUUTH aUUYE Ui LS VUBRA SERVICES RIDER: and

6. As Plan Administrator, EMPLOYER shalf be responsibie for providing HMA with a written determination of the applicable
premium required from employees and dependents of employees to maintain COBRA coverage. EMPLOYER {!
hereby directs HMA to increase the applicable premium by the 2% or the 5%, allowed under COBRA. :

EMPLOYER ackrlowledges that many of HMA's obligations in regard to COBRA Services under this agreement are contingent

Upon EMPLOYER timely performing its obligations as set forth herein, in the Plan Document, and in the Administrative

tnstructions and that the failure of EMPLOYER to timely perform its obligations relieves HMA of ifs duties hereunder or

responsibility for not performing said duties.

Wt s W

Miscellaneous COBRA Service.

1. ltis understood and agreed that excess loss coverage shall anly apply to COBRA continuation coverage to the extent of the
minimum requirements of the applicable federal laws; and, only if EMPLOYER complies with the requirements of the law and

the COBRA Administrative Instructions provided by HMA;
2. ltis understood and agreed that COBRA services will not be provided by HMA in the event (1) the EMPLOYER or its
employee does not submit COBRA forms or notices in the fequired time periods and on the required forms as specified

in the Administrative Instructions; (2) the employee is not required to be provided continuation under the federal laws
and regulations; or (3) the EMPLOYER or its employee does not comply with any applicable COBRA federal law, regulation,
ot the HMA'S COBRA Administrative Instructions as they exist now ot as they are hereafter amended; and

3. This service is not retroactive, i.e. it does not apply to persons who experience a Qualifying Event prior to this agreement's
effective date (however, HMA will blll such persons subject to the provisions of the Administrative Instructions), nor does it
obligate HMA to provide initial notices to employees, or their spouses, employed on or prior to the effective date of the plan.

e st 54 i sy s s 3t 8 ettt e 5
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Pam Casey

From: : PamCasey [pam@kcprecision.com]

Sent: Wednesday, December 31, 2008 2:36 PM

To: Ann Engler (E-mail); 'mark celentano@hmadirect.com’
Subject: Termination Letter

Ann,

We feel the need to terminate our relationship with HMA due to the fact that the product we received was not the product
that was described when sold to us. | was told that the HMA plan would mirror our BlueCross plan but be cheaper. | was
not told that we would pay for MRIs, lab work, or that we would have to do all the work to get pre-approval for every fittle

thing. This is not what we signed up for. [ am also not comfortable with being told that we have to remove someone from

the plan and put them on something else until they are “healthy".

Lir, HMA
Cancellation.doc

Thank you for all of your assistance.

Pam Casey

KC Precision Machining, Inc.

23 Old Right Road

Ipswich, MA 01938

Phone: (978) 356-8900

Fax: (978) 356-8899

E-mail: pam@kcprecision.com
pcasey.kcprecision@verizon.net

Web: www kcprecision.com
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From the U.S. Code Online via GPO Access
[wais. access.gpo.gov)

[Laws in effect as of January 3, 2006])
[CITE: 29U5C1182]

TITLE 29--LABOR
CHAPTER 18--EMPLOYEE RETIREMENT INCOME SECURITY PROGRAM
SUBCHAPTER I--PROTECTION OF EMPLOYEE BENEFIT RIGHTS
Subtitle B--Regulatory Provisions
part 7--group health plan requirements

Subpart A--Requirements Relating to Portability, Access, and
Renewability

Sec. 1182. Prohibiting discrimination against individual
participants and beneficiaries based on health status

{a) In eligibility to enroll
(1) In general

Subject to paragraph (2), a group health plan, and a health
insurance issuer offering group health insurance coverage in
connection with a group health plan, may not establish rules for
eligibility (including continued eligibility) of any individual to
enroll under the terms of the plan based on any of the following
health status-related factors in relation to the individual or a
dependent of the individual:

(A) Health status.
(B) Medical condition (including both physical and mental

illnesses) .

(C) Claims experience.
) Receipt of health care.
(E) Medical history.
) Genetic information.
) Evidence of insurability (including conditions arising
out of acts of domestic viclence).
(H) Disability.

(2) No application to benefits or exclusions

To the extent consistent with section 1181 of this title,
paragraph (1) shall not be construed--

P .

Al bTo require a group health plan, or group health
insurance coverage, to provide particular benefits other than
those provided under the terms of such plan or coverage, or
{B) to prevent such a plan or coverage from establishing
limitations or restrictions on the amount, level, extent, or
nature of the benefits or coverage for similarly situated

individuals enrolled in the plan or coverage.
{3) Construction

For purposes of paragraph (1), rules for eligibility to enroll
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under a plan include rules defining any applicable walting periods
for such enrollment.

(b) In premium contributions
(1) In general

A group health plan, and a health insurance issuer offering
health insurance coverage in connection with a group health plan,
may not require any individual {as a condition of enrollment or
continued enrollment under the plan) to pay a premium or
contribution which is greater than such premium or contribution for
a similarly situated individual enrolled in the plan on the basis of
any health status-related factor in relation to the individual or to
an individual enrclled under the plan as a dependent of the

individual .
{(2) Construction

Nothing in paragraph (1) shall be construed- -

(R) to restrict the amount that an employer may be charged
for coverage under a group health plan; or

(B) to prevent a group health plan, and a health insurance
issuer offering group health insurance coverage, from
establishing premium discounts or rebates or modifying otherwise
applicable copayments or deductibles in return for adherence to
programs of health promotion and disease prevention.

(Pub. L. 93-406, title I, Sec. 702, as added Pub. L. 104-191, title I,
Sec. 101 (a}, Aug. 21, 1996, 110 Stat. 19845 .)
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