ALTA HEALTH & LIFE INSURANCE COMPANY
2009 HOSPITAL SUPPLEMENTAL CONTINUATION REQUEST FORM

Insured individuals and their currently covered eligible dependents may elect to continue their Group
In-Hospital Supplemental coverage from the date employment terminates. Coverage may continue until

you are eligible for Medicare. The individual who elects to continue coverage is required to pay the full
monthly premium on the first of each month. Failure to do so will result in the termination of the continuation
provision. PLEASE NOTE: Termination Notices are NOT sent. REMITTING THE PREMIUM IS THE
EMPLOYEE’S SOLE RESPONSIBILITY; THERE IS NO DIRECT COMPANY BILLING. Ifyou will be
receiving a retirement check from the State you may elect to have your monthly premium deducted from your
check. Please contact ALTA at 800.888.5256 for additional information and the Authorization Form.

I elect to continue the following coverage:
(All of 2009 premiums are based on your age as of 1-1-2009) FOR OFFICE USE ONLY:

Employee Only Employee & Family

Dept Code
1. 30/20 ( )8 ()3
App #
2. PPP ( )s ( )S$
Old Plan
3. SIS { )% ( )%
(Premium amounts listed on the back) Credit
Check #
Retired Employee’s Name Date of Birth
Received
Spouse’s Name Date of Birth Check Amt
Prem
Dependent’s Name Date of Birth i New PTD
New EFF
Dependent’s Name Date of Birth
Mailing Address: )
Street or P.O. Box Number
City State Zip
Phone Number: ( ) Monthly Premium Rate: $
Social Security No.: Date Employment Terminated: / /

Date Form Completed: Signature:

PLEASE RETURN THIS FORM AND YOUR FIRST CHECK TO:
ALTA
P.O. Box 40926
Jacksonville, FL. 32203-0926




Arra

2009 Monthly Premium Rates
{To Calculate BI-WEEKLY RATES, divide by 2)

Preferred Provider Pius (PPP) 30/20 Plus State Insurance Supplement (SIS)
{See policy and brochure for complete {See policy and brochure for complete (See policy and brochure for complete
description.) description.) description.}

e Pays first 5250 of expenses per o Pays first 8250 of expenses per o Network Hospital Deductible - Pays
Inpatient hospital admission. Inpatient hospital admission. first $100 of eligible expenses per

o Hospital Expense Benefit - Pays 10% ¢ Hospital Expense Benefit - Pays 20% calendar year.
of the next $25,000 of eligible expenses. of the next 512,500 of eligible expenses. § ® Hospital Expense Benefit - Pays 10%

e Ambulatory Surgical Center Benefit - e Hospital Confinement - Pays $30 per of the next $25,000 of eligible expenses.
Pays 10% of first 525,000 of eligible day toward room and board charges o Ambulatory Surgical Center Benefit -
expenses. or 360 if confined in intensive or Pays 10% of first $25,000 of cligible

progressive care, not to exceed $3,600 expenses.
_ per person per confinement. o All benefits paid at 10% will be subject to
® Ambulatory Surgical Center Benefit - a maximum payment of $2,500 per
Pays 20% of first $12,500 of eligible calendar year.
expenses.

Rates are based on your age as of 1-1-2009 | Rates are based on your age as of 1-1-2009 Rates are based on your age as of 1-1-2009

PPP Plan Code 8000 30/20 Plan Code 8010 SIS Plan Code 8020

Ol Single || 02 Family ] OF Single [ 02 Fomily 1] 0! Single || 02 Family ]

Age| Single | Family [Age| Single Family |Age| Single | Family | Age | Single Family | Age| Single | Family | Age | Single Family
18 {$14.58 [534.18 | 49 | $33.88 | $76.60 | 18 [$23.04 | $56.40 | 49 { $58.08 [$130.16 | 18 |$14.52 | $34.20 | 40 | $35.22 | $78.94
19 [$14.60 |534.36 | 50 | $35.54 | $79.66 | 19 |$23.94 | $56.88 | s0 | $60.82 |$135.20 | 1v [514.52 | $34.48 | 50 | $36.88 | 582.00
|20 [$14.62 153438 | 51 | $37.22 | $82.74 | 20 [524.08 | $57.66 | 51 | $63.00 [15138.92 | 20 1514.60 | $34.96 | 51 | $38.20 | $84.24
21 |$14.78 {83552 | 52 21 52 1$65.02 [5142.20 | 2t |$14.70 | $35.48 | 52 | §39.42 | 386.24
22 |B14.84 {83580 | 53 53156750 |s14604 | 480 | 53598 | 53 |$40.82 | §8B58
23 [$14.94 ]$36.30 $70.28 1515136 $36.48 | 54 | $42.62 | $91.80
24 [$15.04 {536.80 $73.26 |$156.56 $37.42 | 55 | $44.42 | 594.94
25 $37.76 $75.66 |$160.50 $38.74 | 56 | 545.88 | $97.34
26 $39.10 \ $78.10 |$164.48 1 $40.08 | 57 ] $99.76
l:27 |si6.18 {84044 [$100.66 581 $R0:49 I S168.12 127 [S16.46 | $41.44 | 58 | $48.76 | $101.96 -
28 $41.80 $102.88 $83.38 [$173.08 $43.26 | 59 $104.96
29 $43.64 $105.92 $86.34 [$178.00 $45.02 | 60 $107.94
30 $45.44 $108.92 $88.96 |$182.16 346.94 | 61 $110.48
31 |518.44 [S47.36 | 62 | $54.44 {5111.48 $90.42 [$183.88 $48.86 | &2 $111.52
32 :-3;';19506-55‘5?&953_'03;. Jedess s tslider ) A (53204 | 3 |'so198 [sigs g2} 42955060 [ 63 | $5598 | $L1Z:70:
33 [$19.60 {551.06 | 64 | $56.28 {$113.72 $94.32 |5189.30 $52.34 | 64 $114.82
34 [$20.14 {$52.82 | 65 | $57.72 [5115.86 $96.68 |8193.36 $53.68 | 65 $117.26
35 |$20.80 1854.16 | 66 | $59.16 [$118.34 $99.06 {$198.14 £54.80 | 66 $120.16
36 |$21.48 $121.26 $101.60 |$203.20 $55.54 | &7 $123.24
a7 182200 | (80512436 53 [SE04.08 [sa0Ri6 Far [$56:36:1 68 . 1.5126:24
38 [$22.60 $127.38 $106.66 |$213.34 | 38 69 $129.38
39 1$23.32 | 39 [%24.02 | $59.16 | 70 $132.50
40 |524.24 40 1540.96 | 399.82 40 1524.84 | 360.54 | 71 $135.76
43 1$25.06 41 1%42.28 1510196 41 1525.64 | $61.84 | 72 $139.08
42 1525.86:|562.40. i | 84376 18104 52 calgoa s 86338 [T A I sidn
43 1826.78 43 1945.42 1$107.46 43 [$27.56 | 565.16 | 74 $145.92
44 |$27.80 44 |$47.72 {$111.80 44 |528.94 | 567.80 | 75 $149.52
45 |$29.20 45 |$50.08 |$116.26 ' 45 [$30.38 | §70.52 | 76 5153.18
46 1$30.64 46 |$51.84 |$119.24 46 |$31.44 | $7232 | 77 $157.00
47 1831.72 47 |$53.50 [$122.00 47 $32.44 | 573.98 | 78 £160.76
48 [$32.74 48 [$55.36 |$125.16 43 $33.58 | $75.90 | 79 $160.76
Rev. 8/08

If you should have any questions regarding this adjustment, please do not hesitate to call us
at 1-800-888-5256 or contact your Capital Insurance Representative at 1-800-780-3100





