w INDIANA UNIVERSITY Open Enrollment 2010

BENEFIT PROGRAM ENROLLMENT FORM
Deadline: November 13, 2009
Submit this form to: University Human Resource Services, ATTN: Open Enrollment, Poplars E165, IU Bloomington

Section 1. EMPLOYEE INFORMATION

Name: Employee ID Number:

Last First MI

Date of Birth (mm/dd/yyyy): / / Gender (circleone): M F
Campus: U TUPUI U Bloomington U Southeast U Northwest U East U Kokomo U South Bend U Fort Wayne

Contact Preferences: This information will not be used to update your 1U employment records, it will only be used to contact you, as needed, during
November and December 2009, if additional information is needed for your 2010 enrollment.

Campus Phone: ( ) - E-mail: Campus Address:
Home Address:

Street City State Zip

Section 2. MEDICAL PLAN OPTIONS

Complete this section to make medical plan changes for 2010. Please check the NO CHANGES box if you want to keep your current coverage the same in 2010.
Check all changes that apply.

U NO CHANGES TO MEDICAL PLAN IN 2010 U Change from one IU-sponsored medical plan to another
U ADD medical plan coverage for 2010 U DROP medical plan coverage in 2010
U ADD spouse to medical plan (documentation required) U DROP spouse from medical plan

O ADD child(ren) to medical plan (documentation required) O DrROP dependent child(ren) from medical plan

2010 Medical Plan Option Code: (SEE ENROLLMENT INSTRUCTIONS FOR OPTION CODE)

IU HDHP PPO & MEDICAL SAVINGS PLAN ENROLLMENT: In order to participate in the [lU HDHP PPO & Medical Savings Plan, you must enroll online through Benefits
Self Service available through OneStart from November 2-13, 2009. Those without online access can contact a campus HR office for assistance.

Do you or any covered family member have other medical coverage? If so, complete the following:

Covered individual Name of health plan/carrier Start date of coverage

Section 3. DENTAL PLAN OPTIONS

Complete this section to make dental plan changes for 2010. Please check the NO CHANGES box if you want to keep your current coverage the same in 2010.
Check all changes that apply.

0 NO CHANGES TO DENTAL PLAN IN 2010 U DROP dental plan coverage in 2010
0 ADD dental plan coverage for 2010 U DROP spouse from dental plan
U ADD spouse to dental plan (documentation required) U DROP dependent child(ren) from dental plan

U ADD child(ren) to dental plan (documentation required)

2010 Dental Plan Option Code: (SEE ENROLLMENT INSTRUCTIONS FOR OPTION CODE)

Section 4. DEPENDENT INFORMATION for MEDICAL and/or DENTAL COVERAGE

If you indicated changes to medical or dental plans, complete this section by listing ALL covered dependents (spouse and/or children) that you wish to have
enrolled in medical or dental coverage in 2010. See enrollment instructions for Relationship Codes (RC). Attach all required documentation (e.g., marriage
certificate, birth certificate) to this form.

Relationship to Date of Birth IRS Tax Sex Enroll in | Enrollin
Name Employee (RC) (mm/dd/yyyy) Dependent? M/F Social Security Number Medical? | Dental?
Y or N - - Y or N Y or N
Y or N - - Y or N Y or N
Y or N - - Y or N Y or N
Y or N - - Y or N Y or N
IF ENROLLING A SPOUSE, Date of marriage: / /

Over for PAI, TSB, & Wellness HRA Plan Enrollment g



Section 5. PERSONAL ACCIDENT INSURANCE

Complete this section to make PAI plan changes for 2010. Please check the NO CHANGES box if you want to keep your current coverage the same in 2010.
Please note that benefit percentages must total 100% and must be whole numbers—decimals and/or fractions will not be accepted.

U NO CHANGES TO PAI PLAN [ Add coverage d Drop coverage a Change individual/family level a Change beneficiaries a Change coverage amount

2010 PAI Coverage Option Code:

(SEE ENROLLMENT INSTRUCTIONS FOR OPTION CODE)

Primary Beneficiary(ies)

Relationship to Percent of Address Date of Birth* Sex Social Security
Name* Employee* Primary Benefit* (Street, City, State, Zip) (mm/dd/yyyy) M/F Number
% /o - —
% /o - -
% /] - -
* Required Information =100%
Contingent Beneficiary(ies) - These beneficiaries will be used in case there are no living primary beneficiaries at the time of the claim.
Relationship to Percent of Address Date of Birth* Sex Social Security
Name* Employee* Primary Benefit* (Street, City, State, Zip) (mm/dd/yyyy) M/F Number
% /o - -
% — _
% /o - -
* Required Information =100%

Section 6. TAX SAVER BENEFIT PLAN

Tax Saver Benefit Plan re-enrollment is required each year in order to continue participation.

PRINT Name: Social Security Number: ...—.

U Enroll in a Health Care Reimbursement Account.......... Tax Year (Jan-Dec 2010) Total Pledge: $

(Maximum is $6,000 per employee. Show the annual amount, NOT the per paycheck amount.)

[]

(Last 4 Digits Only)

U Enroll in a Dependent Care Reimbursement Account.......... Tax Year (Jan-Dec 2010) Total Pledge: $

(Maximum is $5,000 including any pledge made by a spouse, if filing jointly. Do not include dependent medical expenses.)

U Please check if you would like a TSB-HRA Debit Card (For new enrollees in the TSB and/or Wellness HRA Plans only; current participants’ cards are effective for three years)

Section 7. TOBACCO-FREE WELLNESS HRA PLAN AFFIDAVIT

A Tobacco-free Wellness HRA Plan affidavit is required each year in order to participate.

DECLARATION:  In exchange for a $10 per month contribution to a Wellness HRA (Health Reimbursement Arrangement) that will be set up in my name, I state:
O 1 do not use tobacco products and I agree not to use any tobacco products during 2010; OR
O Iagree to complete* the IU-sponsored tobacco cessation program by June 1, 2010, and the program's 6-month follow-up survey.

DECLINE: U 1 decline to participate in the Wellness HRA Plan in 2010.

PLEASE NOTE: If none of the above boxes are checked you will NOT be enrolled in the Wellness HRA Plan and you will forfeit any 2009 balance. If the university determines that you
have failed to honor this agreement, Wellness HRA contributions will be discontinued and you will not be eligible to participate in this program in 2010.

*Program completion is defined as completing at least three calls with your Quit Coach.

U Please check if you would like a TSB-HRA Debit Card (For new enrollees in the TSB and/or Wellness HRA Plans only; current participants’ cards are effective for three years)

EMPLOYEE AUTHORIZATION / CERTIFICATION

I request membership in the plans I have elected on this form. I authorize IU to withhold my contributions for these plans from my pay on a pre-tax basis.

2. Thave read and understand the university’s plan eligibility requirements; the dependents listed on this form meet all eligibility requirements. I understand my duty to notify the university
within 30 days of any changes that affect the eligibility of any of my covered dependents; for example, marriage or divorce. I understand that enrolling a dependent who is not eligible, or
failing to provide notice of ineligibility, can result in retroactive termination of health plan coverage for me and my dependents. I also understand that coverage of an ineligible dependent
will result in liability on my part for costs paid by the plan while my dependent was ineligible.

3. Tunderstand that the plan may use my personal health information for the purposes of treatment, payment, and health care operations, and other uses as outlined in the plan’s privacy
notice, and consistent with federal HIPAA regulations.

4. The information supplied on this form is true and complete. I understand that any intentional false information or statements will be grounds for IU to void my coverage and/or terminate
my employment.

Employee Signature: Date:

Matke a copy for your records.



