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Starmark HRA Designer

For quality assurance, Starmark will call to verify the HRA design you have
selected. Please indicate below whom Starmark should contact for verification
(choose one):

O Company’s Executive Contact O Company’s Administrative Contact

Please select one of the following:

[ 1am a new Starmark customer

[J 1am a current Starmark customer

] Agent/Broker [0 Managing General Agent Starmark Group No.:
Company Information
Legal Name of Company (“Employer”)
Business Address City State ZIP
Street Address City State ZIP
Executive Contact Federal Employer Identification Number (FEIN)
Administrative Contact Telephone Administrative Contact
Fax Administrative Contact E-mail Administrative Contact
HRA Plan Name: Health Reimbursement Arrangement

Employer Name

Eligibility and Special Ownership Rules

| understand that only persons covered under the health plan are eligible as covered persons for the HRA. Employees (and their families) who are
sole proprietors or partners of a partnership (including LLP and LLC members taxed as a “partnership”), or more than 2% shareholders in a
Subchapter S Corporation may not participate in the Starmark HRA. (An HSA may be a consideration for these ineligible employees.) Identify
employees who do not qualify for the HRA in the spaces below. If the list changes, it is the employer’s responsibility to notify Starmark of any

changes.

A. Do you have an HRA now? [ ] No. If no, proceed to section C. [] VYes. Ifyes, please choose one of the following:

[] My HRA is a continuation of an existing Starmark HRA [ ] My HRA is a continuation of an existing non-Starmark HRA (Section 105 plan)

B. Do you wish to rollover your existing HRA into your Starmark HRA? [ ] No - proceed to section C.

[ ] Yes - please provide HRA rollover report from previous HRA administrator and choose one of the following:

] I wish to make an additional contribution for the current plan year (indicate amounts in section H).
[ 1 do not wish to make an additional contribution for the current plan year (enter “0”s in section H).

C. Requested Starmark HRA Plan Period: From

Month / Day / Year

Month/ Day/ Year

Note: If HRA is combined with a Starmark Consumer Health Series Plan or Starmark Signature Series Plan, the end of plan period

must be equal to December 31 of the current or next calendar year.
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Starmark HRA Designer
D. ERISA

HRA plans are subject to the Employee Retirement Income Security Act of 1974 unless the plan is established and maintained for the benefit of
employees of a church or the government (federal, state or local).

The employer has determined that (choose one): [_] The plan is governed by ERISA [] The plan is not governed by ERISA
E. Medical Plan Selection

| have selected the following health plan to be paired with my Starmark HRA. As the employer, | understand that a covered employee and/or
their dependent(s) must be covered under the health plan | have selected, to be eligible for the HRA:

[] Starmark Consumer Health Series Plan [] Starmark Signature Series Plan

[] Starmark Healthy Incentives CDHP PPO or Indemnity Plan [] Starmark Healthy Incentives PPO or Indemnity Plan

F. Who is eligible for reimbursement under the HRA (choose one)? [ ] Employee and Dependents [] Employees only
G. What kind of expenses should your HRA pay?

Network selection (choose one): [] In-network only ] In-network and out-of-network

Employee’s share of expenses (choose one): [ ] Deductible only [] Coinsurance only [] Deductible and coinsurance

H. How much are you contributing for the HRA (please indicate amount by tier below)?

Employee Only Employee + 1 Employee + 2 or More
(1) ) @)

Tiers

Annual HRA
Contribution

l.  For family tiers H.(2) and H.(3) above, is the entire HRA amount available to any covered person in the family? If no, complete section
1.1. below. If yes, complete section 1.2 on next page.

I1. [] No, each covered person is limited to the Employee Only HRA Amount.
When does the HRA start paying (choose a, b, or ¢)?
a.[] From the first eligible expense (The Advance HRA)

b.[] After a covered person pays $ first, but no more than two times this amount for employees who are covering one or
more dependents. (The Bridge HRA)

c.[] From the first eligible expense based on the following percentage split: / %. (The Shared HRA)
HRA Covered Person

If you select the Shared HRA (c.) and wish to have an up-front deductible applied before the HRA starts paying, please check
the box below and provide the amount of the up-front deductible:

[] After a covered person pays $ first, but no more than two times this amount for employees who are covering
one or more dependents.
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Starmark HRA Designer

a.[]
b.[]

c.[]

From the first eligible expense (The Advance HRA)

After a covered person pays $
more dependents. (The Bridge HRA)

After a covered employee and their covered family members pay (in total) the following amount based on the appropriate

When does the HRA start paying (choose a, b, ¢ or d)?

2. [] Yes,any covered person can access the entire HRA amount.

first, but no more than two times this amount for employees who are covering one or

enroliment tier below (The Bridge HRA):

[] After a covered person pays $

or more dependents.

OR

Covered Person

If you select the Shared HRA (d.) and wish to have an up-front deductible applied before the HRA starts paying, please
check one of the boxes below and provide the amount of the up-front deductible:

Tiers Employee Only Employee + 1 Employee + 2 or More
(1) (2) @)
Amount $ $ $
d. [_] From the first eligible expense based on the following percentage split: / %. (The Shared HRA)

first, but no more than two times this amount for employees who are covering one

[] After a covered employee and their covered family members pay (in total) the following amount based on the appropriate

enrollment tier below:

Tiers

Employee Only
(1)

Employee + 1
)

Employee + 2 or More

(3)

Amount

J. Ifyou have selected your health plan year to end on a calendar year basis and the HRA starts on a date other than January 1, should

the HRA provide the same deductible credit as the health plan?

1 No

] Yes

K. Rollover of Unused Dollars
If unused dollars remain in the Starmark HRA at the end of the HRA plan year, do you wish to roll them over to the following year?

1 No

[] Yes Ifyes, please indicate below the maximum dollar amount that should be allowed by tier.

Rollover Chart

Employee Only
(1)

Employee + 1

(2)

Employee + 2 or More

(3)

Maximum rollover

$

$

$

Please note: Rollover dollars are calculated upon termination of the expiring HRA plan year, and thereafter are available to reimburse

both prior HRA plan year and new HRA plan year eligible expenses for up to 365 days.
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Starmark HRA Designer

L. The signatures below acknowledge the accuracy of the information included on this form.

Employer Signature Title Date
Agent/Broker Name — Please Print Agency/Company Name

Agency/Broker Street Address City State ZIP
Agency/Broker Phone Number Fax Number E-mail address
Agent/Broker Signature Date
MGA Name

M. Auto-Debit Authorization

With the Starmark HRA, your HRA reimbursement payment is automatically deducted from your checking or savings account. You will not need
to change your present banking relationship. Advantages to this approach include saving time and money. There are no checks to write or

postage to pay. You meet your commitments in a convenient and timely manner, and there are no late charges.

You will receive a Claims Activity Report, which will include a total of all claims processed for the week. This amount will be automatically debited

from your account on the day specified.

Amount notification preference (choose one): [] E-mail

[] Fax

In the case of a holiday falling on the day the money is to be withdrawn from your account, the amount will be debited the next business day.

| authorize Starmark and the financial institution named below to initiate entries to my checking/savings account. This authority will remain in
effect until | notify Starmark in writing to cancel it with such time as to afford the financial institution a reasonable opportunity to act on it. | can
stop payment of any entry by notifying my financial institution. Any NSF charges will be the employer’s responsibility.

Employer Name

Authorizer Signature

Authorizer Title

Date

Authorizer Name — Please Print

E-mail Address

Phone Number

Name of Financial Institution

Branch

Address

City State

ZIP

Bank Contact Name

[] Checking [] Savings

Bank Contact Phone Number

Account No.

S669-158
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9.18

9.19

the tax or surcharge to Employer and at the option of Plan Supervisor make a charge against the
Employer for reimbursement of such payment or be reimbursed by the Employer upon fifteen (15)
days’ prior written notice.

Use of Name. Employer agrees not to use the name, image, promotional material, stationary,
letterhead or logotype of Plan Supervisor or its parent, subsidiaries or affiliates except as expressly
authorized in writing by Plan Supervisor.

Waiver. Failure to enforce any provision of this Agreement does not affect the rights of the parties to
enforce such provision in another circumstance or their right to enforce any other provision of this
Agreement at any time. If any provision of this Agreement is determined to be unenforceable or invalid,
such determination shall not affect the validity of the other provisions contained in this Agreement.

IN WITNESS WHEREOF, Plan Supervisor and Employer have caused this Agreement to be executed in
duplicate by their respective officers duly authorized to do so:

STARMARK
Employer Name

By: By:
Name _Steve Horvath Name:
Title:  Second Vice President, Operations Title:
Address: 400 Field Drive Address:

Lake Forest, IL 60045
Date: Date:
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EXHIBIT A

SECTION 1.0
HIPAA PRIVACY

1.01  The Employer will have the following responsibilities:

A. Review the requirements under the Privacy Rule. Refer to the HHS Web site for more information
and assistance.

B. Designate a Privacy Contact for your group health plan.

C. Provide to Plan Supervisor a list of authorized representatives, identifying all individuals who will be
receiving or using PHI and what level of PHI they will need to meet the minimum necessary
requirements for the functions that they perform on behalf of the group health plan. Any PHI will be
provided only to those individuals listed.

1.02 It is understood and agreed by both parties to this Agreement that Plan Supervisor’s ability to carry out
its responsibilities within the terms of this Agreement will be predicated upon the receipt of timely and
accurate information from Employer. The word “timely” as used in this context means in a time frame
which is acceptable under the provisions of HIPAA. Time frames which are mandated under the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) will generally be acceptable time
frames, unless otherwise mandated by HIPAA Regulations.

The Plan Supervisor will not be responsible for, and will incur no liability to Employer or to any employee
or to any dependent of employee of Employer for, its failure or inability to perform any of its duties
described herein, if such failure or inability is the result of inaccurate or delinquent information supplied
by Employer.

The Plan Supervisor will not be responsible for, and will incur no liability for, decisions regarding the
applicability of preexisting condition provisions of the Plan if the information supplied by the employee
and relied upon for the decision is determined to be fraudulent or in any way a misrepresentation of
facts.

SECTION 2.0
BUSINESS ASSOCIATE AGREEMENT

. PREAMBLE

Pursuant to the Health Insurance Portability and Accountability Act of 1996, Public Law 104-191 (“HIPAA”), the
HIPAA Security and Privacy Rule, 45 CFR Parts 160 and 164, (hereinafter “HIPAA Security and Privacy Rule”),

as well as other applicable federal and state privacy and confidentiality rules,

Employer Name
Group Health Benefit Plan (“Covered Entity”), and Star Marketing and Administration, Inc. (“Starmark” or
“Business Associate”) (jointly “the Parties”) wish to enter into an Agreement that addresses the requirements of
the HIPAA Security and Privacy Rule with respect to “business associates,” as that term is defined in the HIPAA
Security and Privacy Rule.

Specifically, this Agreement is intended to ensure that the Business Associate will establish and implement
appropriate safeguards (including certain administrative requirements) for “Protected Health Information” in any
form or medium, including electronic, that the Business Associate may create, receive, use, or disclose in
connection with certain functions, activities, or services (collectively “services”) to be provided by Business
Associate to or on behalf of Covered Entity. The services to be provided by Business Associate are identified in
a separate agreement (“Service Agreement”) between Employer or Plan Sponsor and Business Associate.

The Parties acknowledge and agree that in connection with the services to be provided, Business Associate
may receive, use or disclose Protected Health Information. Protected Health Information (“PHI”), which is
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defined in the Rule, includes individually identifiable health information that is created or received by a covered
entity (provider, health plan, clearinghouse or insurer), a health authority, employer, school or university,
maintained or transmitted in any form or medium, which relates to the past, present, or future (i) physical or
mental health or condition of an individual; (ii) provision of health care to an individual; or (iii) payment for the
provision of health care to an individual. PHI does not include summary health information or information that
has been de-identified in accordance with the standards for de-identification provided for in the HIPAA Security
and Privacy Rule. Electronic Protected Health Information (‘ePHI”) is PHI transmitted by or maintained in
electronic media.

In connection with Business Associate’s receipt, use or disclosure of PHI as a Business Associate of the
Covered Entity, Business Associate and Covered Entity agree as follows:

Il. GENERAL TERMS AND CONDITIONS

a. Definitions: All terms used in this Agreement will have the meanings set forth in the HIPAA Security and
Privacy Rule, unless otherwise defined herein.

b. Existing Service Agreements: All existing Service Agreements and amendments thereto, between the
Employer or Plan Sponsor and Business Associate are subject to this Agreement and are hereby amended
by this Agreement. In the event of conflict between the terms of any Service Agreement and this Agreement,
the terms and conditions of this Agreement will govern.

c. Service Agreement: includes any agreement, written or oral, between Employer or Plan Sponsor and
Business Associate that describes services to be provided by Business Associate in connection with
Covered Entity’s Covered Functions. Such Service Agreements include but are not limited to plan
supervisory agreement, commission agreements between Covered Entity and broker/agent, vendor
agreements with PPOs, and retainer agreements with law firms.

d. Where provisions of this Agreement are different from those mandated by the HIPAA Security and Privacy
Rule, but are nonetheless permitted by the Rule, the provisions of this Agreement will control.

e. Nothing express or implied in this Agreement is intended to confer, nor will anything herein confer, upon any
person other than the Business Associate and the respective successors or assigns of the Business
Associate, any rights, remedies, obligations, or liabilities whatsoever.

lll. USE AND DISCLOSURE OF PHI

a. Treatment, Payment and Operations (“TPO”): Business Associate agrees to receive, use, or disclose PHI
only in a manner that is consistent with this Agreement or the HIPAA Security and Privacy Rule and only in
connection with providing the services to or on behalf of Covered Entity identified in any existing Service
Agreement and amendments thereto. In providing services to or on behalf of the Covered Entity, the
Business Associate will be permitted to receive, use, and disclose PHI for “treatment, payment and health
care operations” without obtaining authorization in accordance with the HIPAA Security and Privacy Rule.

b. Other Permissible Uses and Disclosures: As permitted by 45 CFR §164.504(e)(4) Business Associate also
may use or disclose PHI it receives in its capacity as a Business Associate to the Covered Entity if:

i. The use relates to: (1) the proper management and administration of the Business Associate or to carry
out legal responsibilities of the Business Associate, or (2) data aggregation services relating to the
health care operations of the Covered Entity; or

i. The disclosure of PHI received in such capacity may be made in connection with a function,
responsibility, or service identified above in (i)(1), and such disclosure is (1) required by law, or (2) the
Business Associate obtains reasonable assurances from the person to whom the information is
disclosed that it will be held confidential, and the person agrees to notify the Business Associate of any
breaches of confidentiality; or

iii. The disclosure of PHI is made, if applicable, pursuant to 45 CFR §423.884(b), not withstanding any
provisions to the contrary, Covered Entity agrees that the Business Associate (on behalf of the Covered
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Entity) may disclose PHI to the Center for Medicare and Medicaid Services (“CMS”) to the extent
necessary to comply with Subpart R of 45 CFR §423 relating to applications for drug subsidy payment
to the Employer or Plan Sponsor in connection with the prescription drug benefit under the Covered
Entity.

IV. OBLIGATIONS AND ACTIVITIES OF BUSINESS ASSOCIATE

a. Subcontractors: Business Associate represents to Covered Entity that [i] any disclosure it makes will be
permitted or required under applicable laws, and [ii] that Business Associate will obtain reasonable
assurances from any person or entity to whom Business Associate discloses the PHI that the PHI will be
held confidentially and used or further disclosed only as required and permitted under the HIPAA Security
and Privacy Rule and other applicable laws, and [iii] any such person or entity agrees to be governed by the
same restrictions and conditions contained in this Agreement, and will notify Business Associate of any
breaches of confidentiality of the PHI.

b. Permissible Disclosures: Except as otherwise limited in this Agreement, Business Associate may disclose
PHI to other business associates of the Covered Entity (i) as directed by the Employer or Plan Sponsor, or
(i) to perform its duties under the Service Agreement. Notwithstanding any provision hereof, or any other
prior agreement by the Parties, it will be the Covered Entity’s sole responsibility to ensure that the Covered
Entity has entered into the appropriate business associate agreements with its business associate’s.

c. Safeguards: Business Associate will maintain safeguards as necessary to ensure that PHI is not used or
disclosed except as provided for by this Agreement.

Impermissible Use and Disclosure: Business Associate will report to Authorized Representative of Covered

Entity within ten calendar days of knowledge of any use or disclosure of PHI that is in violation of this

Agreement and not permitted under the HIPAA Security and Privacy Rule.

d. Accounting of Disclosures: Business Associate will respond to Authorized Representative of Covered
Entity’s request for the information it has which would be appropriate for an accounting of disclosures of PHI
as provided for in CFR §164.528 of the HIPAA Security and Privacy Rule within ten calendar days of receipt
of request.

e. Access to PHI: Business Associate will respond to Authorized Representative of Covered Entity within ten
calendar days of receipt of a request for access to PHI.

f. Amendment of PHI: Business Associate will respond to Authorized Representative of Covered Entity within
ten calendar days of receipt of a request for amendment to PHI. Business Associate will not alter or amend
PHI it receives from Covered Entity without specific authorization by Covered Entity as provided for in CFR
§164.526 of the HIPAA Security and Privacy Rule.

g. Disclosures Required by Law: Business Associate may disclose PHI to report violations of law to
appropriate Federal or State authorities, consistent with CFR §164.502.

h. Access to Secretary of Health and Human Services (“HHS”): Business Associate will make available to the
Covered Entity, HHS, or its agents, the Business Associate’s internal practices, books, and records relating
to the use and disclosure of PHI as required in CFR §164.504 of the HIPAA Security and Privacy Rule.

i. Business Associate will cooperate with Covered Entity to comply with the HIPAA Security and Privacy Rule.

j. Business Associate, it's agents, and subcontractors will comply with applicable requirements of Standards
for Electronic Transactions (45 CFR §§160 and 162).

k. Of the transactions that Business Associate performs in its role as Business Associate of Covered Entity,
Business Associate, its agents, and subcontractors will do the following:

i. be prepared to transmit and accept transactions electronically in the Standard Formats identified in 45
CFR §§162.1101 through 162.1802;

ii. adaptimplementation plans and standards pursuant to applicable Implementation Guides;

iii. implement contingencies for non-compliant transactions as necessary to facilitate timely acceptance
and payment of claims, particularly in light of state claim payment laws; and to the extent practicable,
communicate with those providers, agents, or subcontractors who are submitting or receiving
transactions electronically in order to facilitate compliant transactions.

I. Business Associate understands and agrees that from time-to time the Department of Health and Human
Services might modify the standard transactions now identified in 45 CFR §§162.1101 through 162.1802.
Business Associate, its agents, and subcontractors agree to abide by any changes to such standard
transactions that are applicable to services supplied by Business Associate in connection with the
referenced Services Agreement. Business Associate will implement administrative, physical, and technical
safeguards that reasonably protect the confidentiality, integrity, and availability of ePHI that it creates,
maintains, or transmits on behalf of Covered Entity as required by 45 CFR §164.314.
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m. Business Associate will insure that any agent, including a subcontractor, to whom it provides such
information agrees to implement reasonable and appropriate safeguards to protect it.

n. Business Associate will report to Covered Entity any security incident of which it becomes aware within ten
calendar days of knowledge of such incident.

V. OBLIGATIONS OF COVERED ENTITY
a. Covered Entity will provide Business Associate with name or identity/job title of the Employer or Plan
Sponsor or other authorized representative of the health plan who can receive and disclose PHI for
purposes of TPO.

b. Covered Entity will provide Business Associate with the Notice of Privacy Practices produced in accordance
with 45 CFR §164.520, as well as any changes to such Notice.

c. Covered Entity will provide Business Associate with the plan amendment produced in accordance with 45
CFR §164.504.

d. Covered Entity will provide Business Associate with any changes in, or revocation of, or authorization by
Individual to use or disclose PHI, if such changes affect Business Associate's permitted or required uses
and disclosures.

e. Covered Entity will notify Business Associate of any restriction to the use or disclosure of PHI that Covered
Entity has agreed to in accordance with 45 CFR §164.522.

f. Covered Entity will cooperate with Business Associate to provide Accounting of Disclosures when
requested.

VI. TERMINATION

a. Term: The term of this Agreement will be effective the same date as the effective date of Agreement for
Plan Supervisor. Unless otherwise terminated, this Agreement will end when all of the PHI provided by
Covered Entity or the Health Plan to Business Associate is destroyed, returned to the Covered Entity or
Health Plan, or protected as described in (c) below.

b. Termination for Cause: Upon Covered Entity’'s knowledge of a material breach of Business Associate’s
obligation under this Agreement, and subject to (c) below, Covered Entity may commence termination of this
Agreement by providing 60 days prior written Notice of Termination to Business Associate.

c. Termination not feasible: If termination would cause irreparable business interruption or harm to Individuals
covered under the Covered Entity’s Health Plan, or is otherwise not feasible, Parties will make all efforts
reasonable to cure breach or mitigate harm to Individuals caused by such breach. If this occurs and this
Agreement is not terminated, Covered Entity may report the situation to the HHS.

d. Return or Destruction of PHI: Upon the termination or expiration of this Agreement, Business Associate
agrees to return the PHI to Covered Entity, destroy the PHI (and retain no copies), or further protect the PHI
if Business Associate determines that return or destruction is not feasible. If return or destruction of PHI is
infeasible, Business Associate will extend the protections of this Agreement to such PHI and limit further
uses and disclosures of such PHI to those purposes that make the return or destruction infeasible, for so
long as Business Associate maintains such PHI.
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	Tiers
	Employee Only
	(1)
	Employee + 1
	(2)
	Employee + 2 or More
	(3)
	Annual HRA Contribution
	$
	$
	$
	
	
	I.For family tiers H.(2) and H.(3) above, is the entire HRA amount available to any covered person in the family?  If no, complete section I.1. below.  If yes, complete section I.2 on next page.



	When does the HRA start paying (choose a, b, or c)?
	When does the HRA start paying (choose a, b, c or d)?
	Tiers
	Employee Only
	(1)
	Employee + 1
	(2)
	Employee + 2 or More
	(3)
	Amount
	$
	$
	$
	Tiers
	Employee Only
	(1)
	Employee + 1
	(2)
	Employee + 2 or More
	(3)
	Amount
	$
	$
	$
	Rollover Chart
	Employee Only
	(1)
	Employee + 1
	(2)
	Employee + 2 or More
	(3)
	Maximum rollover
	$
	$
	$
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