PLEASE USE BLUE OR BLACK INK ONLY

1 Cameron Hill Circle
2 Chattanooga, TN 37402-0001 EMPLOYEE ENROLLMENT / WAIVER Plan Use Only EEW-15
of Tennessee

bcbst.com Rec:

- CONFIDENTIAL - IF YOU ARE DECLINING COVERAGE, PLEASE GO TO BACK OF FORM.
| Section 1 - Group / Employer Information - This form cannot be processed without this information |
GROUP NO. SUBGROUP NO. DEPARTMENT NO. GROUP NAME
2 s O A A [Tony's Cee Bee, Inc.. |
coverAGE eFreCTIVEDATE: Medical | | |/ L [ /[ | [ [ | pema LI J/LLI/LLL 1T vison LI/ LI/ L1 1] ra LI/ LI/ ]
NEW ENROLLMENT (CHECK IF APPLICABLE): QUALIFYING EVENT: U COBRA OR [ STATE CONTINUATION:
3 New Hire U Open Enroliment A Rehire 1 Loss of Other Medical Cvg U Loss of Other Dental Cvg

U Termination of Employment 1 Employee Eligible for Medicare
U Part-time change to Fuil-time U Loss of Other Vision Cvg U Marriage U New Dependent Child (Voluntary or Involuntary)
Full-time Date of Hire: Hrs Wkd/Wk U Reduction in Hours U Dependent Child No Longer Eligible
/L1 ] Ll O CourtOrder O Other (FSAOnly) U Continuation Coverage Period Expired . .
. . U Divorce/Legal Separation U Death of Employee

Part-time / Rehire Date:
ERVZRRYV/EREE eventoate: [ | |/[ [ |/[ [ [ [] eventoare: || |/ [ /L[ [ []

| Section 2 - Employee/Member Information — Employee Must Complete In Full

ELECT: MedicalOption: & 1 U 2 U 3 U 4 Other | | O Ind O Fam O EE/Spouse O EE/Child(ren)

ELECT: DentalOpton: O 1 O 2 O 3 O 4 Other [ | O ind O Fam O EE/Spouse [ EE/Child(ren)
OTHER INSURANCE

ELECT: VisionOption: ~ 0 1 0 2 03 O 4 Other | | O Ind O Fam O EE/Spouse [ EE/Child(ren) If you or listed dependents will be covered by other
medical/Medicare or dental insurance when this

ELECT. Fsa [ Health Care: § If your Group does not offer a debit card with FSA, should BCBST automatically pay Health Care FSA Pcl?n %\;/IOZS inlt/oMef(fjeCt’ indicaEtIe thich cI:overage.

: : ealth Care: . : : 2 edical/Medicare ental
Anniual Pledge Amount funds when medical claims are processed? [ yes [ NO
I | wonl L L LI LI LIl ]]]
Annual Pledge Amount*

EMPLOYEE LAST NAME EMPLOYEE FIRST NAME MI JR, SR, ETC. ~ SSN/TIN** DATE OF BIRTH Male Female

I e e e e s 2 I 7 I I [

ADDRESS SPANISH IS MY PRIMARY

I A I O A A ' HOUSEHOLD LANGUAGE

CITY (Please do not abbreviate) STATE ZIP EMAIL ADDRESS***
Lttt ettt
PAID CLASSIFICATION JOB CLASSIFICATION JOB TITLE PAYROLL NO.

O Houry O Salary 1 Retiree [ Surviving Spouse U Management [ Non-Management L Exec/Officer/Owner | | Lt

| Section 3 — Acknowledgement - Signature and Date MUST BE COMPLETED |
Employee should notify BlueCross BlueShield of Tennessee if any dependent’s address is different from the employee’s address. It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of coverage. | understand, and agree, that | am applying for coverage and: 1) that any contract which may be issued to me will be subject to all the terms and conditions of the Group
Agreement; 2) that my signature on this form will authorize any doctor, hospital, or other provider of treatment to furnish BlueCross BlueShield of Tennessee any and all medical records pertaining to any person covered by the contract; 3) that | am responsible for
any fee for these records; and 4) that Health and Dependent Care Flexible Spending Accounts (FSAs) are on a pre-tax basis and they cannot be changed prior to the end of the plan year unless a change in status event occurs as defined in the Summary Plan
Description and | will forfeit any amount remaining in the account after all eligible expenses are submitted for reimbursement should | over estimate my annual needs.

Employee’s Signature: X Date:| | |/| | |/| | | | Phone:| | | |—| | | |—| | | | |

*Annual maximum applies. See your Benefits Administrator if you have questions. **To comply with Federal regulations we must have SSN/TIN. ***By providing your email address, you are agreeing to receive all
communications (presently available or that become available during the term of your policy) related to this policy, the benefits considered under this policy, your relationship with BCBST, etc., in electronic form from BCBST or its subsidiaries.
A scanned, imaged or photocopied version of this completely executed form will have the same force and effect as the original document.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association ®Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans
APP-EEW (7/25)
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GROUPNO. (1 | 1]2] 7] 0] 3| emPLoveeLasTNaME | | | | | | | | | | | | | Eweoveermrstname | | | | | | | [ | | | | | EEW-15

| Section 4 - Dependent Information - Please provide all information for each person to be covered. Consult employer guidelines for dependent eligibility. |

SPOUSE LAST NAME SPOUSE FIRST NAME M JR, SR, ETC. DATE OF BIRTH Male Female SSNITIN**
N s e e /2 I 7 1 N = R = LAl

(1) DEPENDENT LAST NAME DEPENDENT FIRST NAME M JR,SR.ETC.  DATE OF BIRTH Male Female SSN/TIN™

ey e by ey @ a I O

U Natural Child/Stepchild U Adopted/Legal Guardian U Other (specify) | | U Physically Handicapped U Full-time Student Over 19

(2) DEPENDENT LAST NAME DEPENDENT FIRST NAME M JR,SR.ETC.  DATE OF BIRTH Male ~Female SSNITIN™

ey e by ey @ a I O

O Natural Child/Stepchild U Adopted/Legal Guardian [ Other (specify) | | O  Physically Handicapped Q Full-time Student Over 19

(3) DEPENDENT LAST NAME DEPENDENT FIRST NAME M JR,SR.ETC. DATE OF BIRTH Male ~Female SSNITIN™

I 1 e I A e e I I e N 2 I VT I A e

O Natural Child/Stepchild U Adopted/Legal Guardian 1 Other (specify) | | O  Physically Handicapped Q Full-time Student Over 19

| Section 5 — Ancillary Insurance Information ( NOTE: Products are offered by USAble Life or other carriers which are independent and solely responsible. These are NOT BlueCross BlueShield products.) |

ELECT (Mark all that apply): Q Basic Life/ADD U Dependent Life 4 STD a LD O Supplemental Life/ADD Life Class Annual Salary $ | | | | | | |00|
BASIC LIFE

INSURANCE AMT $ | | | | | | | 00| OR | | | TIMES SALARY B1ENEFICIARY RELATIONSHIP PERCENTAGE BENEFICIARY RELATIONSHIP PERCENTAGE
SUPPLEMENTAL

uremonant - S| 1 | | | | |.00] or | | | TiMESSALARY [2 7

| Section 6 — Waiver of Coverage - Complete this section to waive coverage, however, your Employer may require an additional, separate waiver form.

DECLINE COVERAGE - | understand that | have been offered, and have declined, coverage sponsored by my employer. Reason for declining (Mark all that apply):
Medical Dental  Vision Basic Life/ADD  Dependent Life ~STD LTD  Supplemental Life/ADD O Other group medical coverage U Other group dental coverage

a a a a a a a a U Other group vision coverage O | have TennCare
GROUP NO. GROUP NAME O Other
1]1]2]7]/0]3] | Tony's Cee Bee, Inc. |

WAIVER SIGNATURE (Note: Signature also required in

EMPLOYEE LAST NAME EMPLOYEE FIRST NAME EMPLOYEE DATE OF BIRTH Section 3 when electing any coverage) DATE
L e PP e X Ll /77t

Special Enrollment Period for Medical, Dental and Vision: An Employee or eligible dependent who did not apply for coverage within thirty-one (31) days of first becoming eligible for coverage under this Plan may enroll if: 1) he or she had other health care
coverage at the time coverage under this plan was previously offered; and 2) he or she stated, in writing, at the time coverage under this Plan was previously offered, that such other coverage was the reason for declining coverage under this Plan; and 3) such
other coverage is exhausted (if the other coverage was continuation coverage under COBRA) or the other coverage was terminated because he or she ceased to be eligible due to involuntary termination or employer contributions for such coverage ended;
and 4) he or she applies for coverage under this Plan and the administrator receives the change form within thirty-one (31) days after the loss of other coverage. The Employee also may enroll at the next Open Enrollment Period.
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BlueCross BlueShield of Tennessee

1 Cameron Hill Circle | Chattanooga, TN 37402 | bcbst.com

BlueCross BlueShield of Tennessee (BlueCross) complies with
applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex'. BlueCross
does not exclude people or treat them less favorably because of race,
color, national origin, age, disability or sex.

BlueCross:

* Provides people with disabilities reasonable modifications and free
appropriate auxiliary aids and services to communicate effectively
with us, such as: (1) qualified sign language interpreters and (2)
written information in other formats, such as large print, audio and
accessible electronic formats.

* Provides free language assistance services to people whose
primary language is not English, such as: (1) qualified interpreters
and (2) information written in other languages.

If you need these reasonable modifications, appropriate auxiliary
aids and services, or language assistance services, contact a
consumer advisor at the number on the back of your Member ID
card or call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide these services or
discriminated in another way on the basis of race, color,

national origin, age, disability or sex, you can file a grievance
(“Nondiscrimination Grievance”). For help with preparing and
submitting your Nondiscrimination Grievance, contact a consumer
advisor at the number on the back of your Member ID card or

call 1-800-565-9140 (TTY: 1-800-848-0298 or 711). They can
provide you with the appropriate form to use in submitting a
Nondiscrimination Grievance. You can file a Nondiscrimination
Grievance in person or by mail, fax or email. Address your
Nondiscrimination Grievance to: Nondiscrimination Grievance; c/o
Manager, Operations, Member Benefits Administration; 1 Cameron
Hill Circle, Suite 0019, Chattanooga, TN 37402-0019; (423) 591-9208
(fax); Nondiscrimination_OfficeGM@bcbst.com (email).

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services, 200 Independence
Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html.

You can contact BlueCross’s Nondiscrimination Coordinator at
423-535-1010 (TTY: 1-800-848-0298 or 711); Nondiscrimination_
CoordinatorGM@bcbst.com (email); or Corporate Compliance,

1 Cameron Hill Circle, 1.4, Chattanooga, TN 37402.

This notice is available at BlueCross’s website: bcbst.com.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee
of the BlueCross BlueShield Association.

BlueCross BlueShield of Tennessee is a Qualified Health Plan
Issuer in the Health Insurance Marketplace.

" Consistent with the scope of sex discrimination described at 45 CFR
92.101(a)(2))

ATTENTION: If you speak English, free language assistance
services and appropriate auxiliary aids and services are available
to you. Please call the Member Service number on the back of your
Member ID card or 1-800-565-9140 (TTY: 1-800-848-0298).

ATENCION: Si habla espafiol, tiene a su disposicién servicios
gratuitos de asistencia con el idioma, asi como ayudas y servicios
auxiliares adecuados. Llame al niumero de Servicio de atencion a
miembros que figura en el reverso de su tarjeta de identificacion de
miembro o al 1-800-565-9140 (TTY: 1-800-848-0298).

s lxall de2lll sacluwall Cloas <l ,9gimd (dy )l Saxis cuS 13 olusl
cliacVl aoas 09, JLasVl (>0 -duwlioll saclwall ©l9sVly wloazlly
1-800-565-9140 a5, 9l &by Lol giasll 02 @8lla, Lgb e 59>gall
(1-800-848-0298 :_uaill waslgll)

AR MRERBPX, KFUEHRENES MRS, UREERN
HENBBIFIARTS, BRI E S ID REEE SARFSERIRESEL 1-800-
565-9140 (EEFEEE4R (TTY): 1-800-848-0298) o

LUU Y: Néu quy vi néi ti€ng Viét, quy vi sé duoc cung cép cac dich vu
ho trg ngdén nglr mién phi va cac dich vu va céng cu ho trg phu hop.
Vui ldng goi dén sé clia bd phan Dich vu Hoi vién & méat sau Thé ID
Thanh vién cla quy vi hoac s6 1-800-565-9140
(TTY: 1-800-848-0298).

Z9|: [8t=0{]E A8 = 22, F& AN X/ M
7|7tet MH|ATZF RIS EIL|CE Z7FUXHID 7HE SIHO|
I = 1-800-565-9140(TTY: 1-800-848-0298)HO 2 TMalstA| 7| HEZILICE.

ATTENTION : Si vous parlez francais, des services gratuits
d’assistance linguistique et des aides et services auxiliaires
appropriés sont a votre disposition. Veuillez appeler le numéro du
Service adhérents indiqué au dos de votre carte d’assuré adhérent
ou le 1-800-565-9140 (TTY/ATS : 1-800-848-0298).

@{E: Quiniduna uaao, Tmuddmugdsifsdmuwan ua:
mugosuie ua: MuGSmuiiun:guluivi. nzauilnmibzeychaG8my
gmngniiigawmuoa ID gzndnasjui G

1-800-565-9140 (TTY: 1-800-848-0298).

TATHNS: AITCE 299674 NLPYT IR $27% AC&F AIATFT AT TN,
& MCEPT AE AT ARCAP £IFA: NRNAYE (DFOESP ZCN AL
NOIT0 PRIAT AIATAT @MC DL N 1-800-565-9140

(TTY: 1-800-848-0298) £.LM::

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen

kostenlose Sprachassistenzdienste und geeignete Hilfsmittel und
Dienstleistungen zur Verfligung. Bitte rufen Sie die Nummer

des Mitgliederdienstes auf der Riickseite Ihrer Mitglieds-ID-Karte oder
1-800-565-9140 (TTY: 1-800-848-0298) an.

Al 2L 671 A 9Jsxaldl oliell 91, dl dHil HI2 [H:9es L A Aol vid
AL A5 el el AAEL GUAOH 89, 5L 52l 4121 482 D s1éell uisgol
UGy 2\{’{[2{ 612 Gu2 21941 1-800-565-9140 (TTY: 1-800-848-0298) 4z
PICES

BHSE  BAEEHELICRDHEIE. BEHOZEY-ECE
PR HBERE - Y—EXDCHRVERITE T, REIDA—RFOE
EICFRHDEET —EXESH S\ F1-800-565-9140

(TTY: 1-800-848-0298) & T. HEJEEICTIEIB LT L,

PANSININ: Kung kayo ay nagsasalita ng Tagalog, magagamit para
sa inyo ang libreng mga serbisyong tulong sa wika at kaukulang
mga karagdagang tulong at mga serbisyo. Mangyaring tawagan ang
numero ng Serbisyo sa Miyembro na nasa likod ng inyong Kard ng
ID ng Miyembro o sa 1-800-565-9140 (TTY: 1-800-848-0298).
ST & F12 A 2T Fref &, 7 3Tk o1 {7 9[eh 1ot |g T Jar 37
ST A AT A1 HATT T F1 m%m ID < g fRw
T HEE HAT 747 AT 1-800-565-9140

(TTY: 1-800-848-0298) 1Y it F¥|

BHWMAHWE! Ecnu Bbl roBopute no-pyccku, Bam 6yayt
NpeaoCTaBMneHbl YCyrv S3bIKOBOV NMOAAEPXKKM U COOTBETCTBYHOLLE
BCrOMOoraTenbHble CPEACTBA U CepBUCHI Ha GecrnnaTHol ocHoBe.
Mo3BoHWTE B OTAEN OGCMYXVBaHWS Y4aCTHUKOB MO HOMEPY, YKasaHHOMY
Ha obpaTHoi cTopoHe Baluen naeHTnguKaLmMoHHOM KapTbl y4acTHUKa,
unm no Homepy 1-800-565-9140 (TTY: 1-800-848-0298).

waclus 9 GG il oS Cloas auS o o (uwyld ol @ JS1 iags
b uioud giac aSi 90> aiwd® L Guiws > cawlio (oS wloas 9 ®
L 293 cugiae o)lS cuiny o Lacl wloas o)lai

(TTY: 1-800-848-0298) 1-800-565-9140

A wles

ATANSYON: Si w pale Kreyol Ayisyen, genyen sévis asistans gratis
pou lang ansanm ak &d pou sévis oksilye apwopriye k ap disponib
pou ou. Tanpri rele nimewo Sévis Manm ki sou do kat ID Manm ou
an oswa 1-800-565-9140 (TTY: 1-800-848-0298).

UWAGA: Osoby postugujace sig jezykiem polskim moga bezptatnie
skorzysta¢ z pomocy jezykowej oraz rozwigzan i ustug pomocniczych.
Prosimy zadzwoni¢ pod numer dziatu obstugi ubezpieczonych podany
na odwrocie karty identyfikacyjnej cztonka lub numer

1-800-565-9140 (TTY: 1-800-848-0298).

ATENGCAO: Se vocé fala Portugués, servigos gratuitos de
assisténcia linguistica e recursos e servigos auxiliares apropriados
estdo disponiveis para vocé. Ligue para o numero

de telefone do servigo de Atendimento ao Membro informado no
verso de seu cartdo de identificagdo de membro ou para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: se parla italiano, sono disponibili per Lei servizi
gratuiti di assistenza linguistica nonché aiuti e servizi ausiliari
adeguati. Chiami il numero del Servizio per i membri riportato sul
retro della Sua scheda identificativa del membro oppure il numero
1-800-565-9140 (TTY: 1-800-848-0298).

BAA’aKOHWIINIDZIN: Diné bizaad bee yanitti‘go, t'aa jiik'eh
saad bee dka'ana’awo’ bee aka’anida’awo’i déo t'dadoole’é
binahji’ bee adahodoonitigii diné bich’|" anidahazt'i'i bee
bika’aanida’awo’i na dahold. T'aa shoodi Bit Ha'dit’éhi
Bika'and’awo’ Bit Ha'dit’éhi ID naaltsoos nitt'izi bine’déé’
bindmboo bee hodiilnih doodago 1-800-565-9140

(TTY: 1-800-848-0298).

WICHDICH: Wann du Deitsch schwetzscht un brauchscht Hilf fer
communicat-e kenne mer dich helfe unni as es dich ennich eppes
koschde zellt. Mir kenne differnti Sadde Schprooch-Hilf beigriege aa
fer nix. Ruf der Member Service Number uff die hinnerscht Seit vun
dei Member ID Card uff odder 1-800-565-9140

(TTY: 1-800-848-0298).

FAASILASILAGA: Afai e te tautala i le faa-Samoa, o loo avanoa mo
oe auaunaga fesoasoani mo gagana e aunoa ma se totogi faapea
ma fesoasoani fa‘aopo‘opo ma auaunaga talafeagai. Faamolemole
vala‘au le numera o le Member Service (Auaunaga mo Tagata Auai)
o lo‘oitua o lau pepa ID o le Member (Tagata Auai) po o le
1-800-565-9140 (TTY: 1-800-848-0298).

GAKIULA: Gare iga go kapetal Faluwasch, ye toore paliuwal yamem
bwe tepangug rel gamatefal lane kapetal Faluwasch. Fale peshem
kol yegili nampal Member Service ila yelog liugul tagurul Member ID
kard la yam gare 1-800-565-9140 (TTY: 1-800-848-0298).

ATENSION: Guaha setbisio siha para hagu yanggen fifino’
CHamoru hao, dibatde na setbision inayudon fumino’ CHamoru
yan propriu na inasisten trastes yan setbisio siha. Put fabot agang i
numiron Setbision Membro gi santatten i katta-mu Member ID pat
1-800-565-9140 (TTY: 1-800-848-0298).
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