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MEMBER BENEFITS PROGRAM BENEFITS CONSULTING

Private Health Services Plan Application — Small Group

1) CLIENT ACCOUNT INFORMATION
Legal Company Name
Address City Province Postal Code
Telephone Fax Email
Contact Name Fiscal Year End
mm dd
Check one:
[0 Corporation [0 Professional I Sole Proprietorship | [0 Partnership [0 Other:
Corporation (with employees) (with employees)

BENEFIT INFORMATION

Number of days after Plan Year to file claims Allowable Expenditure options

(Minimum 30 days, maximum 365 days. If not specified, [ All eligible expenditures as described in the Income Tax Act (Canada)

claim period is 365 days) [0 Dental expenditures If not specified, all eligible

[0 Number of days . ) expenditures as described under the
[ Vision expenditures Income Tax Act are allowable.

PHSP Effective Date Employee benefits for the first | Unused benefits at fiscal year end

mm dd YWY | benefit year are prorated will:
Eligibility effective date for all employees will commence on date
noted above unless otherwise noted on Employee Enrollment Yes O No O Rollover* [ Forfeit [
form. (If not specified, benefits are not * maximum 1 year

Itis highly recommended that the effective date be within one month

of the contract date. pro-rated) (If not specified, benefits will Rollover)

Specify the annual fixed maximum benefit level you want for each classification of employee participating in the plan. If you want different benefit levels
for employees without dependants, please indicate the amount in the appropriate column.

Please Note: Benefit levels are granted on an annual basis unless otherwise noted. If you choose a benefit level on an accumulating monthly basis,
please check the ‘monthly’ box.

Benefits for Full-Time Employees (code 3 below) should be at least 10% of Executive (code 1).

EMPLOYEE CLASSIFICATION FIXED ANNUAL BENEFIT LEVEL
% CO-PAYMENT
CobE DESCRIPTION WITH DEPENDANTS WITHOUT DEPENDANTS REQUIRED BY MONTHLY

EMPLOYEE

1 Executive $ $ % O

2 Senior Management $ $ % O

3 Full Time $ $ % O

4 Part Time $ $ % O

5 Hourly $ $ % O

Please call 1 (866) 527-0123, ext 1 if you have any questions.

Arranged by:

Aty

OrLvymMmpria
Trust Company

Benefit Plan Administration
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3) FUNDING OPTIONS |

A funded trust account is required for any groups with arms-length employees. An initial deposit is required with the
submission of this contract. Please contact STRATA Benefits regarding the calculation of the monthly deposit amounts.

OPTION AMOUNT DESCRIPTION

$ Monthly auto-withdrawal from employer account into trust

[ Monthly PAC account for specified amount

0 Monthly Invoice $ Monthly invoice mailed for specified amount

Each claim is submitted with the required funds for that claim
0 With Claim Note: This option is not available for companies with Arms-length
employees. Claims submitted with funds that exceed $5,000 will be
held for five (5) business days

EMPLOYEE INFORMATION

When does the employee become terminated from the plan? Future Employees are eligible
(If not specified, employee will be terminated in 30 days) (If not specified, 0 days)

days after employment termination days / months following hire date

Number of Eligible Employees: | Are Employees allowed to opt out of plan? [ Yes [INo (If not specified, ‘Yes’
Are Employees allowed to opt back in? OYes [ONo to both)

(Attach employee enrollment or opt out forms for the total number of eligible employees)
Note: Employer is responsible for notifying Olympia Trust when there are any changes to the plan.

Dependant Children are covered to what age?

) B . ) NOTE: Disabled adult children and full-time students may be
(if not specified, coverage is restricted to those under age 18 or up to age 25 | excepted from this rule, written notification of either situation is

if enrolled full-time in a recognized post-secondary institution) required.

Please list ALL participating employees (Attach another page if necessary).

CopE FIRST NAME INITIAL(S) LAST NAME
(from page 1)
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ADMINISTRATIVE SERVICES AGREEMENT |

BETWEEN: OLYMPIA TRUST COMPANY, of 2300 — 125 9" Avenue SE
Calgary, Alberta T2G 0P6 (hereinafter called “ Olympia’)
—and -

(please print ‘ Legal Company Name' from page 1, hereinafter called “the Employer”)
WHEREAS:

(A)  The Employer has established a Private Health Services Plan, a summary of which isincluded in this document, for its employees and their
dependants (hereinafter called the Employee Health Care Plan): and

(B) Olympiaisengaged in the business of providing financial, administrative and trustee services;
NOW THEREFORE Olympia and the Employer hereby agree asfollows:

Responsibilities of Olympia
Olympia shall provide the following services to the Employer:

1 Olympiawill provide consultation to the Employer with regard to requirements to establish an Employee Health Care Plan for its employees.
2 Olympiawill assist the Employer with implementing the Employee Health Care Plan.

3. Olympiawill administer and manage the Employee Health Care Plan on an ongoing basis.

4 Administration of the Employee Health Care Plan will include but not be limited to the following:

a) Establishing Accounts for eligible Employees, as authorized by the employer.
b) Confirming that claims meet eligibility requirements.

¢) Monitoring claim pools to ensure account maximums are not exceeded.

d) Establishing client reporting procedures.

€) Processing elections on year end account balances.

f)  Processing and distributing claims from accounts.

g) Arbitrating contestable claims between Employee and Employer.

5. Olympiawill follow the guidelines and procedure manuals set forth by respective Provincial Health Information Acts and the Federal
Freedom of Information and Privacy Protection Act.

6. Olympiawill hold all monies received from the Employer in trust which bears no interest to the employer.
7. Olympiawill be entitled to all interest earned on trust funds.
Responsibilities of the Employer

1. TheEmployer will ensure that the plan remains funded as outlined in the attached Fee Schedule, in a manner necessary to meet its obligationsto
its employees and Olympia. In the event that the employer fails to fund the plan as required, Olympiais under no obligation to, and will not pay
out claims submitted by the employees.

2. The Employer shall provide Olympiawith a current record of all eligible employees and dependants covered under the plan.

3. The Employer shall notify Olympiaimmediately about changes affecting the eligibility of any employees and/or dependants in a manner that is
satisfactory to Olympia

4. The Employer shall maintain aregistry of al eligible employees signifying which employees are participating in the Employee Health Care Plan
and which employees are opting out.

Other Terms

1. The Employer authorizes Olympiato apply payments from the Employer’s account in settlement of eligible benefits payable to employees under
the Employee Health Care Plan and settlement of administration fees due to Olympia, and to make adjustments to accounts to comply with the
Fee Schedul e of this agreement.

2. Olympiatrust shall not be liable in the event that it has paid a benefit for which an employee was not eligible because the Employer failed to
supply Olympia with timely or accurate information in a manner satisfactory to Olympia.

3. Thisagreement can be terminated immediately by either party upon written notice to the offices of the other party. Termination of this
agreement constitutes termination of the Employee Health Care Plan.

4. Inthe event this agreement is terminated, Olympia shall have no obligations under the Employee Health Care Plan beyond paying claims
incurred prior and including the date of termination. The Employer shall be required to fund its obligations under this agreement, including fees
and applicable taxes due to the administrator, up to and including the date of termination.

5. This agreement, together with the Employee Enrollment forms, Opt Out forms (if applicable), Optional Insurance forms (if applicable) and the
Client Account Information File, copies of which are attached and made a part hereof, constitutes the entire agreement.
No agent or other persons has authority to waive any conditions or restrictions of this agreement; to make or modify this agreement; or
to bind Olympia by making any promise or representation or by giving or receiving any information.

6. Timeisof the essence in the agreement.

7. Inaddition, Federal and Provincial salestaxeswill be levied on fees when applicable. Olympia Trust G.S.T. Registration #R898780739.
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8. Intheevent that the actual number of eligible employees at start up should differ from the number indicated on this schedule, an adjustment will
be made to the employers account.

9. Each additional Employee subsequently added to the plan will be subject to aforty dollar ($40.00) plus G.S.T. set up fee. Employees dropped
from the plan will be deleted at no charge.

10. Thirty dollars ($30.00) will be charged for all NSF cheques.

EMPLOYER FEE SCHEDULE PAYABLE TO OLYMPIA TRUST COMPANY

1. Enrollment Fee: aONE-TIME enrollment fee as follows;
LT 7= = TSRS $335.00 (a)
Plus
ii. $40for each participating emMPIOYEE........ccovvvrvereriicees s ($40x ___ (# of employees) (b)
Total Enrollment Fees(a+b)  $ (©
G.S.T. (c x 6%) (d)
Total Due(c+d) § (e)
2. Administration Fees
Calculated as 10% plus G.S.T. of benefits paid out under the Employee Health Care Plan
Payment Options: [ Cheque* ] Visa ] MasterCard
Card Number - - -
Expiry Date
Cardholder Name
Note: The submission of claim funding will not be accepted by credit card.
TOGETHER WITH THE ENCLOSED PAYMENT OF $ PURSUANT TO THE SET UP FEE
OUTLINED IN THE FEE SCHEDULE OF THIS AGREEMENT, AND IN WITNESS WHEREOF, the terms of
this agreement are hereby accepted by the parties hereto this day of the month of , 20 ,
m )
Employer Signature: Please (V) to confirm:
O | haveread this entire application, including the attached Administrative
Services Agreement, and understand that Olympia Trust will administer this
Witness Signature: private health services plan.

FOR OFFICE USE ONLY

STRATA Benefits Signatu re: O If Insuranceis being sold, my signature indicatesthat | am an agent licensed to
sal Accident & Sickness Insurance, that Olympia Trust has been provided my
current licensing information and acopy of my valid Errors& Omissions
Insurance.

Date:

Acknowledgement and Acceptance for Olympia Trust Company by:

NOTE:
* cheques should be made payable to Olympia Trust Company

Completed forms should be 1) mailed to: S‘I; RATA Benefits Consulting Inc. If you have any questions, please:
2" Floor —1447 Waverley St call 1 (866) 527-0123, ext 1
Winnipeg MB R2J 1E2
or or
2) faxed to: 1 (866) 984-9460 e-mail kapbenefits@stratabenefits.ca
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1 inl f y BENETFITS CONSULTING
SRR SRR Employee Enroliment Form

THIS SECTION TO BE COMPLETED BY EMPLOYEE

Group#
Company Name ‘ (if known)
Employee Name Date of Birth
Mailing Address mm dd yyyy
City Province Postal Code
Phone | ( ) Cell | ( ) Email
DEPENDANT INFORMATION
Middle Post-secondary full
First Name Initial(s) Last Name Relationship Date of Birth time student?
- Y /' N
1. mm dd  yyyy
2. mm dd yyyy Y /N
3 mm dd yyyy Y /' N
4. mm dd yyyy Y /N

Please attach a separate listing if required

COMPLETE IF DEPENDANT IS PARENT OR DISABLED ADULT CHILD

Do you currently claim your parent(s) or disabled adult child as dependant(s) on your income tax return? Yes L1 / No [
If yes, you may add your parent(s) or disabled adult child as dependant.

READ AND SIGN BELOW
This program may involve elements of employee confidentiality. | have been informed and am aware of the implications of the freedom of information
and privacy protection act.
| understand, this program may not provide travel medical insurance. If not available, it is advisable and recommended that travel medical insurance be
purchased any time out of country travel is contemplated.
If Travel Medical Insurance appliesto this plan, | certify that any common-law partner listed herein has been cohabitating with me for the past 12
consecutive months.
| acknowledge that claims submitted with funds from my employer that exceed $5,000 will be held for five (5) business days.
| wish to participate in the Employee Health Care Plan and declare the information above is correct.

Employee Signature X:

THIS SECTION TO BE COMPLETED BY EMPLOYER

Employee Without % Co-payment
Code Classification With Dependants Dependants Required by Employee Monthly Prorate

$ $ %
Codes: 1. Executive 2. Senior Management 3. Full-time Employee 4. Part-time Employee 5. Hourly 6. Other (specify)

I, an authorized representative of the employer, hereby confirm that the above named employee is eligible under the terms of the employee health care
plan and that the employee is entitled to be reimbursed for eligible medical expenses as herein described. The undersigned agrees to notify Olympia Trust
of any changes to the plan initiated by the employer.

For the above employee the EFFECTIVE DATE of the planis:

mm dd yyyy
Enrolment fee ($40+GST=$42.40) O Isenclosed [ Can be deducted from trust

Employer Signature: X Today’s Date

STRATA v 9 09/01/07



