BENEFIT ENROLLMENT FORM



Please complete this form in full and forward the completed information to

US Script, Inc

Attn: Client Services
7170 N Financial Drive, Suite 124

Fresno, Ca 93720

Company Name

Address

City

State

Zip

Contact

Date Submitted

Effective Date of Prescription Benefit

Group Plan Year

Number of Employee Lives

Dependent Lives

Retiree Lives

(Do not write below this line — For US Script Use Only)

<

Account Representative:

Group Number
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Benefit Design Description

Prescription Reimbursement: US Script reimburses pharmacies based upon a formula of
ingredient cost (or a percentage thereof) plus a professional dispensing fee. Please state the
ingredient cost and professional dispensing fee to be paid to the Retail Pharmacy Network:

Ingredient Cost Professional Dispensing Fee
Brand: % Brand: $
Generic: % Generic: $

Will UCR be Implemented [ | Yes [ ] No

MAC Formulary: A Maximum Allowable Cost (MAC) list is a level of reimbursement for
identical drugs manufactured by more than one manufacture. This encourages pharmacies to
dispense the most cost effective product and avoid drugs whose prices are vastly inflated.

Is there a MAC listing? [lYes [ ]No

If Yes, is MAC price to be based on one of the following? Please check appropriate box.
Federal MAC

Plan Defined (attach copy) [ ]
If Yes, administration of MAC will be:
D MAC A (Mandatory Generic/No Exceptions, pharmacy is only paid generic price)
D MAC B (Mandatory Generic/Patient DNS, patient pays the difference)
D MAC C (Brand drug when a generic is available. Plan will pay the difference)
D MAC D (Mandatory Generic/Patient or Physician DNS, patient pays difference)

Co-payment or Coinsurance Amount

Brand Name Drug (No Generic Available or Physician Indicated DNS) | $ or %
Brand Name Drug (other) $ or %
Generic Drug $ or %
Deductible

Will there be an annual deductible [ ] Yes [ ] No

If yes, please specify amount |$ |

Is the deductible: [ | Family [ ] Individual

Is the deductible applicable for: D Calendar Year D Plan Year

Maximum Benefits
Will maximum benefits apply? [ ] No [ ] Yes — Maximum $

Indicate type of maximum benefit [ | Family [ ] Individual

Note: If Maximum Benefits or Deductibles apply, and the Plan Year differs from the effective date
of the Plan, please provide the Plan Year Benefit, and a year-to-date Maximum Benefits report
showing current status of cardholders.
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Days of Supply Requirements
(Indicate the appropriate days supply allowed to be filled)

Acute Medication: (Short-term pharmaceutical treatments)

[]30 []34 [ ] 60 []90 [ ] 100 [ ] other

Days, or Dosage units (whichever is greater)
Days, or Dosage units (whichever is less)

Maintenance Medications: (Long-term pharmaceutical treatments)

[ ]30 []34 [ ]60 []90 [ ] 100 [ ] other

Days, or Dosage units (whichever is greater)
Days, or Dosage units (whichever is less)

Benefit Design Options
Employee-submitted direct reimbursement claims
Will US Script reimburse cardholders directly for manual claims ? D Yes D No

Cardholder Reimbursement at Pharmacy Level.

If an individual is unable to use his or her US Script card for any reason, (e.g. lost card, new card
not received, etc), the person may pay cash and submit a claim form to US Script for
reimbursement. US Script will reimburse the individual directly. Please indicate the
reimbursement formula to use when reimbursing employee-submitted claims:

D Pay entire amount claimed minus applicable co-pay, coinsurance, or deductible amount

D Pay the lesser of the amount claimed or the amount the pharmacy would have been paid if
the US Script card had been used, minus co-pay, coinsurance, or deductible amount
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Standard Excluded Iltems:

Non-legend drugs (OTC)

e Charges for drug administration
Charges for items covered by Workers Compensation or other county, state or
federal programs

e Drugs labeled “investigational use” or “experimental’
Immunization agents, sera blood, or blood plasma

o Medication to be taken by or administered to any individual in whole or part while
he or she is a patient in a licensed hospital

e Devices, appliances and medical supplies (other than diabetic supplies and
insulin needles)

e Medications for cosmetic purposes (including hair growth)

Variable Iltems:

Prior .
Exclude? Authorization Requ!rg ment or
. Conditions
Required

[ ] Accutane

D Alcohol/chemical dependency (other than nicotine)

[ ] Anorexic, anti-obesity

D Diabetic supplies (other than insulin needles)

[ | Diagnostic agents

[ ] Fertility

[ ] Growth hormones

[ ] Injectables

[ ] Kits

D Nutritional products (vitamins, minerals, dietary)

D Multi-vitamins with fluoride (over age )

[ ] Prenatal vitamins

|| Fluoride (plain) (over age )

[ ] Oral contraceptives

[ ] Retin-A (over age )

[ ] Smoking deterrents

[ ] Viagra & Derivatives

Others

OO0 oo
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Mail Order Program

If a Mail-Order service program will be implemented, complete the following information in full.

Mail order Service to be used:

Name:

Address:

City: | State: | Zip:
Phone: Fax:

Contact: Email:

Prescription Reimbursement:

Please indicate the ingredient cost and professional dispensing fee to be aid to the Mail Order

Pharmacy:

Ingredient Cost Professional Dispensing Fee

Brand: % Brand: $

Generic: % Generic: $

Co-payment or Coinsurance amount:

Brand Name Drug (No Generic Available or Physician Indicated DNS) | $ or %
Brand Name Drug (other) $ or %
Generic Drug $ or %

Days Supply Requirements:

Indicate the appropriate days supply allowed to be filled

[]30 []34

Benefit Enrollment Form

Days, or
Days, or

[ ] 60

[]90 [ ] 100 [ ] other

Dosage units (whichever is greater)

Dosage units (whichever is less)
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Retail Pharmacy Network

Network:

Please indicate below the retail pharmacy network of choice. If there is an alternative network that
you wish to utilize, please provide specific information on the pharmacies including address and
telephone numbers.

[ | General — (Open) Network

D Other — Please provide specific information on the Alternate Provider Network
Pharmacy Provider List:
Please indicate below the format you wish to obtain the complete list of participating pharmacies

for your applicable areas. If the cardholders are located in several cities and states, please
indicate below.

D Pharmacy Directories listed by State
Please indicate the states you wish to have listings of

D Pharmacy Directories listed by City
Please indicate the cities you wish to have listings of

D Pharmacy Directories listed by County
Please indicate the counties you wish to have listings of

D Pharmacy Directories listed by ZIP code ranges
Please indicate the ZIP code ranges you wish to have listings of

Beginning ZIP code Ending ZIP code

Pharmacy Notification:

To insure proper notification of our Network Pharmacies, please list below the areas in which your
employees reside by city and state.
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Enrollment

Client Eligibility Contact:

Phone:

Fax:

Email:

Method of Submission

Eligibility provided by D Magnetic Media, Diskette, Cdrom, FTP
[ ] Manual
[ ] Point of Sale

Please refer to Appendix A for US Script standard eligibility specification. If eligibility is provided
via magnetic media, diskette, Cdrom, or FTP, please have Appendix B completed in full by Client
Eligibility Contact Person

Will Department numbers be used, if so, describe numbering sequences below:

Identification Cards
US Script will provide each member with one (single) or two (dependents)

Type of card: [ | Standard [ | Custom [ | Not Required

Custom cards require advance notice for design. Please submit appropriate artwork (i.e.
company logo) as soon as possible.

Mail cards to:

NOTE: If initial cards are to be delivered to one location and future updates are to be sent to
another, please notify our Client Services Department at (800)460-8988.

Sorting Sequence: US Script cards are sorted by Group/Department within group, Last Name and
Social Security Number. If an alternative sorting sequence is required, please specify that sorting
sequence below:
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Group Reports

Listed below are the types of reports US Script can provide. Please indicate the type of report
requested and the frequency of the report.

Type of Report Frequency
[ ] Generic Usage/Distribution [ ] Quarterly [ ] Annually
[ ] High Drug Usage [ ] Quarterly [ ] Annually
[ ] Executive Recap [ ] Quarterly [ ] Annually
[ ] Monthly Member Utilization [ ] Quarterly [ ] Annually
[ ] Executive Summary (Hard Copy) [ ] Quarterly [ ] Annually

A Group Claims report will automatically be provided on a period basis as part of the billing
process. However, if an additional report is required, please indicate below the name and address
where the report is to be sent:

Client Contract

Upon receipt of this enroliment form, US Script will send two originals of a contract to be signed
by an authorized client representative. Both copies should be returned to US Script immediately.
US Script will return one fully executed copy to the client.

US Script will not release Plan identification cards until the signed contracts are received from the
client.

Administrative Fee

Below is confirmation of the agreed administrative fees which the client has endorsed:

Minimum Monthly Fee: $ Per Employee Fee $
Per Claim Fee $ Manual Eligibility Fee $
Set Up Fee $ ID Card Fee $
Signatures

Client Representative’s Signature indicates approval of all information provided. An authorized
representative should submit any changes to this plan design in writing to the US SCRIPT, INC
Client Services Department.

US Script, Inc Representative Title Date
X
Client Representative Title Date
X
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Appendix B
Member Eligibility Electronic Submission Information

Please complete this form and forward to:

US Script, Inc
Attn: Eligibility / New Groups
7170 N Financial Drive, Suite 124
Fresno, Ca 93720

Eligibility Provided Via [ ] FTP

D Diskette or cdrom

D Manual
Frequency of updates D Monthly

D Twice Monthly

D Weekly

D Daily
Type of Update D Full

D Updates only (Adds, Changes, Deletes)
Will dependent information be provided? D Yes D No
Will Coverage Codes be used? D Yes D No

Example:

0 = Standard Cardholder & Dependent Coverage
1 = Family Coverage
2 = Cardholder Only
3 = Cardholder & Dependent Only, no espousal
coverage
Will there be COB D Yes D No

Benefit Enrollment Form Page 11 of 12 9/4/01



