Ensure Highlight Fields, found in the top right corner,

has been selected. Data fields will be highlighted
OptumHealthSM when this feature is enabled. Click to check a box or
enter data in a field; use the Tab key to move to the

Effective Date: / /
Group # 8494 (For Office Use Only)

next field.

Vision Plan Enroliment Form
State of Wisconsin — COBRA Continuation Form

I. Check the Appropriate Boxes

- - - Please Keep a Copy for Your Records - - -

Coverage Desired (all rates are monthly) Date Coverage Ends: (mm/dd/fyyyy)

L] Employee Only 2.83 Ealiggi.gned / Left Position, date: (mm/ddlyyyy)

[] Employee + Spouse 11.34 [ Divorce, date: (rmiddiyyyy)

[] EE + Domestic Partner $11.34 [] Death, date: (mmiddiyyyy)

[] Employee + Child(ren) $11.88 [] Involuntary Termination, date: (mm/dd/yyyy)
[ Employee + Family 1787 ] No longer dependent, date: (mm/dd/nyy)

II. Employee Information (please print clearly):

Social Security Number

Your Name:
(First) (Middle Initial) (Last)
Birth Date: (mm/dd/lyyyy)
Address:
Home Phone: Work Phone:

III. List All Eligible Family Members Below (if electing dependent coverage):

First Name Last Name Birth Date Full Time Student? Sex
(mm/dd/yyyy)

Spouse or

Domestic

Partner Not applicable [Im/LF
Child []Yes []No COm/IF
Child []Yes []No COm/IF
Child []Yes []No COm/IF
Child []Yes []No COm/IF
Other ] Yes [ No COOm/IF

As a COBRA participant, this coverage can be kept for up to 18 months beginning the first day of the month following
the date coverage as an active employee or spouse/dependent of an active employee ends.

Your Signature

Date (mm/dd/yyyy)

Spectera provides services under the following regulated subsidiaries in the following states: Spectera Vision Inc.; Maryland — Spectera Insurance Company

(over for payment and application submission information)
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Information and Instructions

If the person selecting group continuation coverage is not the group subscriber (the employee), a signed application
must be included with this form. The application is located online at: http://www.bussvc.wisc.edu/ecbs/vis-
application-form-vision-benefits.pdf or you may contact your employer’s benefits office for a paper application.

In order to continue coverage, you must submit this form and application, if applicable, within 60 days of the date on
the enclosed notice or within 60 days of your coverage end date, whichever is later. Coverage may be continued for
up to 18 months for all continuants except retirees who may continue coverage indefinitely.

Do not include any money with this application. “Your Benefit Plan,” OptumHealth’s third party administrator will bill

you directly.

Send completed form(s) to:

If you did not involuntarily terminate
employment (e.g. you voluntarily resigned or retired)
between September 1, 2008 and February 28, 2010
and/or you are not eligible for COBRA premium
assistance, send completed forms(s) to:

Your Benefit Plan
PO Box 50340
Indianapolis, IN 46250-0340
Fax: 317-598-0700
Phone: 1-888-484-0048 ext. 5110

If you involuntarily terminated employment between
September 1, 2008 and February 28, 2010 and/or you
are applying for COBRA premium assistance, send
completed forms(s) to:

Your employer’s benefits office
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