Confidential Proprietary

. ‘ Trade Secret Information
Applicant Name {Company)} ColtabHealth Plan Services, Inc. NAIC No.

FEIN:

BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

{Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

§
H
H

CollabHealth Plan Services, Inc.
198 Inverness Drive West
Englewood, CO 80112

Ph: 720-874-1293

In connection with the above-named entity, | herewith make representations and supply information about myself as
hereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.

1. Affiant’s Full Name (Initials Not Acceptable). Juan Ricardo Serrano

~

a.  Are you a citizen of the United States?  Yes

b.  Are you a citizen of any other country, if so, what couniry? No

LS

Affiant’s Occupation or Profession. Healthcare Management

4, Affiant’s business address. 198 lnverness Drive West, Englewood. CO 80112

Business telephone. 720-874-1239

5. Education and Training:

College/ University City/ State Dates Attended (MM/YY) Degree Obtained
Bavlor University Waco, TX 08/1984-06/1987 BA. Business Administration
Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Degree Obtained
Other Training: Name Citv/ State Dates Attended (MM/YY) Degree/Certification Obtained

{Note:  If affiant attended a foreign school, please provide full address and telephone number of the college/university. 1f

applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
] FORM 11



LR T E T P

o B AR

Confidential Proprictary
Trade Secret Information

Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.
FEIN:
6. List of memberships in professional societies and associations. \
Name of Address of Telephone Number
Society/Association Contact Name Society/Association of Society/Association
7. Present or proposed position with the applicant entity. Board Chair
8. List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and

including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first, Attach additional pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years.

Beginning/Ending
Dates (MM/YY) (8/10- Present Employer’s Name: Catholic Health Initiatives

Address: 198 Inverness Drive West  City: Englewood  State/Province: CO Country: LISA

Postal Code: 80112 Phone 303-298-9100 Offices/Positions Held: National Vice President, Payer Strategy & Operations

Supervisor / Contact: Dean Swindle/303-383-2708

Beginning/Ending
Dates (MM/Y'Y) 06/08- 01/10 Employer's Name: WellCare Health Plans

Address: 8725 Henderson Rd. City: Tampa State/Province: FL Country: USA

Postal Code: 33634 Phone: 813-290-6200 Offices/Positions Held: Vice President. Corporate Network Management

Supervisor / Contact: Dr. William Kerr/813-901-2201

Beginning/Ending
Dates (MM/YY) 02/06- 06/08 Employer’s Name: Qvations

Address: 9900 Bren Rd. Fast City: Minnetonka State/Province: MN Country: USA Postal Code: 55343

Phone: 952-936-1300 Offices/Positions Held: Vige President. Secure Horizons Corporate Network Strategy

Supervisor / Contact: Brendan Baker/602-317-1624

Beginning/Ending
Dates (MM/YY) 03/04- 02/06 Employer’s Name: United Healthcare of Texas

Address: 5800 Granite Pkwy, City: Plano  State/Province; TX Country: USA

Postal Code: 73024 Phone: 469-633-8300 Offices/Positions Held: North Texas Market Executive Director

Supervisor / Contact: Tom Quirk/469-633-8500

©2000-2009 National Association of Insurance Commissioners September 23, 2008
) FORM 11



Confidential Proprictary
Trade Secret Information

Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.
FEIN:

Beginning/Ending
Dates (MM/YY) 01/1998- 03/2004 Employer’s Name: UnitedHealth Networks (UHN)

Address: 3901 Lincoln Dr. City: Edina State/Province: MN Country: USA

Postal Code: 35436 Phone: 932-992-7777 Offices/Positions Held: Vice President. Network Pricing and Operations

Supervisor / Contact: Stephan Rodgers/866-992-7777

Beginning/Ending
Dates (MM/YY) 02/1996- 12/1997 Employer’s Name: Southern Healthcare

Address: 13 Baker St. 2001 Rosebank City: Johannesbure State/Province: Country: South Africa
Postal Code: Phone: 011-4414464 Offices/Positions Held: General Manger, Underwritine. Sales & Product

Development and Client Relations

Supervisor / Contact

Beginning/Ending
Dates (MM/YY) 05/1995- 02/1996 Employer’s Name: United Healthcare

Address: City: Tampa State/Province: FI, Country: US

Postal Code: Phone: Offices/Positions  Held: Director _of
Commercial Sales

Supervisor / Contact;

Beginning/Ending
Dates (MM/YY) 07/1991- 05/1995 Employer’s Name: United Healthcare

Address 5901 Lincoln Dr. City: Edina State/Province: MN Country: USA

Postal Code: 53436 Phone: 952-992-7777 Offices/Positions Held: Director of Group Underwriting

Supervisor / Contact;

Beginning/Ending
Dates (MM/YY) 01/1989- 06/1991 Emplover’s Name: The Prudential Insurance Company

Address: 3701 Wayzata Blvd. City: Minneapolis  State/Province: MN Country: USA

Postal Code: 55416 Phone: Offices/Positions Held: Group Underwriter

Supervisor / Contact;

9. a. Have you ever been in a position which required a fidelity bond? NO If any claims were made on the bond,
give details.

b. Have you ever been denied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. NO

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential Proprietary
Trade Secret Information

Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.
FEIN:
10, List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public

or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your 88N or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN™, #12-SSN-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Organization/Issuer of License Address

City State/Province Country Postal Code
License Type License # Date [ssued (MM/YY)

Date Expired (MM/YY) Reason for Termination

Nen-insurance Regulatory Phone Number (if known

Organization /Issuer of License Address

City State/Province Country Postal Code —
License Type License # Date Issued (MM/YY)

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11. In responding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

2. Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action? NO

¢.  Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? NO

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? NO

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
NO

f. Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence

suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? NO

g Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country
regulating the business of insurance, securities or banking, or from carrying out any particular practice or
practices in the course of the business of insurance, securities or banking? NO

h.  Been, within the last ten (10} years, a party to any civil action involving dishonesty, breach of trust, or a
financial dispute? NO

@2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential Proprietary

Trade Secret Information
Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.

FEIN:

.. Had a finding made by the Comptroller of any state or the Federal Government that vou have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptroller of any state or the Federal Government? NO

J- Had alien or foreclosure action filed against you or any entity while you were associated with that entity?
YES

If the response to any question above is answered “Yes”, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.

State of Texas Sales Tax Lien

2. List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The

term “control” (including the terms “controlling,” “controlled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,

holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person, N/A

If any of the stock is pledged or hypothecated in any way, give details.

13. Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. NQ

If any of the shares of stock are pledged or hypothecated in any way, give details, NO

4. Have you ever been adjudged a bankrupt? NO 1f yes, provide details

15. To your knowledge has any company or entity for which vou were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and ()
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? NO

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptey proceeding, state insolvency, supervision or any other similar proceeding)?
NO

¢.  Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? NO

Note:  Ifan affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Applicant Name (Company) CollabHealth Plan Services, Inc.

Dated and signed this ' = v\

Confidential Proprictary
Trade Secret Information
NAIC No.
FEIN:

day of Q@t, 20\ at E\A%\ewwg\ L. 1 hereby certify under

penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my

knowledge and belief,

JMWJ/&’W

{Signature of Affiant)

State OfC f\ NI ALY c;\ 7

County of B v g e Mo

The foregoing instrument was acknowledged before me this 3 s\ day of O . 2087 By

— P - .
S LA e W o N L T and:
%]]0 is personally known to me, or

] who produced the following identification:

[SEAL)

©2000-2009 National Association of Insurance Commissioners
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\\m__diglwks»i"; L \Q\.c: rL . Q1
. Notary Public
(\\ S e \ = N e o) o, 3 . \\"

Printed Notary Name
:\m Seen oy R;\x A&(b\k()
My Commission Expires

September 23, 2008
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Confidential Proprictary
Trade Secret Information
Applicant Name (Company) CollabHealth Plan Services, inc. NAIC No.
FEIN:

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (41 states except California,
Minnesota and Oklahoma)

This Disclosure and Authorization is provided to you in connection with pending or future application(s) of CollabHealth
Plan Services, Inc. (*Company™) for licensure or a permit to organize (“Application”) with a department of insurance in one
or more states within the United States. Company desires to procure a consumer or investigative consumer report {or
both)(*Background Reports™) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“*Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA"™) that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company. To obtair contact information regarding CRA or to submit a written request for more information, contact

f‘ora‘:wa}e Cownsel 1G99 Triverneat e west eleoend (O fo1a  Ph o3 363 26l S

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION: I am currently an Affiant of Company as defined above. 1 have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. 1 authorize all third parties who are asked to provide information concerning
me to cooperate fuily by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law.

I undetstand that 1 may revoke this Authorization at any time by delivering a written revocation to Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of

(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following
the date of my signature below.

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original.
Juen Bicagbo S€rano  IIINIDIEIGGE o c. Z3c07
(Printed Full Name and Residence Address)

//)/////i/ A e Ve oy

(Signature) (Date)
State of . o\ noee b County of s e Mo w
The foregoing instrument was acknowledged before me this\J 3\ day  of O .\ 208 By

D

-T:S St B S Q H:-c‘ e 'YAL} c.’)t:qx\, and

o

/ -
24" who is personally known to me, or

a0 \‘Qg&g{;‘_, O
ota
ch i ._;\x'.e_ {:& 'iy &l&*lv:ct \A(

— Printed Notary Name
\_\ R g :l 3 Oy G
My Commission Expires

©2000-2009 National Association of Insurance Commissioners Sepiember 23, 2008
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Confidential Proprietary

Trade Secret Information
Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.

FEIN:

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

(Print or Type)

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

CollabHealth Plan Services, Inc.
198 Inverness Drive West
Englewoed, CO 80112

Ph: 720-874-1293

1. Affiant’s Full Name (Initials Not Acceptable). Juan Ricardo Serrano

2. Have you ever used any other name including nickname, maiden name or aliases? NO__ If ves, give the reason if
any, it none indicate such, and provide the full name(s) and date(s) used.

RBeginning/Ending Name(s) Reason_ (If None. indicate such)
Datels) Used (MM/YY)

Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could
be an overlap of dates when transitioning from one name to another

3. Affiant’s Social Security Number _

4, Government Identification Number if not a U.S. Citizen

5. Foreign Student ID# (if applicable)

6.  Date of Birth: (MM/DD/YY) | EEEE Place of Birth: City Minneapolis
State/Province MN_  Country USA

7 Name of Affiant’s Spouse (if applicable) Angela Marie Serrang

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential Proprietary
Trade Secret Information

Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.
FEIN:
8. List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Ending
: Dates State/

(MM/YY) Address City Province Country Postal Code
| 02/2011 Tampa FL USA 33607
; 06/2008 Tampa FL USA 33626
H Frisco X USA 75034

06/2002 Minnetonka MN USA 33343

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this 3. %M\ dayof (3.3 2002 at T Nowe. . O 0D | hereby certify

under penalty of perjury that T am acting on my own behalf, and that the foregoing statements are true and correct to the best
of my knowledge and betief.

w//;%w%%f@

(Signature of Affiant)
State of C eloa mé\ o County of \f\ o aoe

The foregoing instrument was acknowledged before me this V2~ day of 03 50,20 \ 3 By

vy \3 < c\*r(}‘ o Q“-&f 4o tve oo, and:

>V who is personally known to me, or

] who produced the following identification:

[SEAL] — Notary Public
( ‘,C“L s u\ ., \\T“ &= g o :_,\'{
Printed Notary Name

\_kz‘\_\/x\ﬁx_r\ S g ;\3 C'kk ‘\0
My Commission Expires

©2000-2009 National Association of Insurance Commissioners

September 23, 2008
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Confidential Proprietary

Trade Secret Information
Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.

FEIN:

BIOGRAPHICAL. AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Net Use Group Names).

CollabHealth Plan Services, Inc.
198 Inverness Drive West
Englewood, CO 80112

Ph: 720-874-1293

In connection with the above-named entity, I herewith make representations and supply information about myself as

hereinafier set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER I5 “NO” OR “NONE,” SO STATE.

1. Affiant’s Full Name (Initials Not Acceptable). O ovid ‘(6“1' S tretlo £

2. a Are you a citizen of the United States? \/.C’.S
b.  Are you a citizen of any other country, if so, what country? N@
3. Affiant’s Occupation or Profession. Vau:’, g bt L i) ; m“k Q‘l’r:fuﬁ W‘C{ Qembama manT
4. Affiant’s business address. &30 u%f::’*%‘; 3’? T ggih ‘fili‘,fff:@ C h"-cctgeﬂf- ECLI¥
Business telephone. (\773) qoi - 7157‘1’

5. Education and Training:

College/ University City/ State Dates Attended (MM/Y'Y) Degree Obtained
Spr.aghield College. ,S?P‘,ﬂq%;eid, MAQ 2%[i918 - 05 (1956 BS and H.E0
i} 4 !
Graduate Studies: College/ University City/ State Dates Attended (MM/YY Degree Obtained

,yalz Ugé{m}g Scheef of Medicine Neo Hoven CT 4 j;tﬁg.~' o5, il N7 R

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained
le EvansTon T 81f2ea - 0f /WE l/m‘ﬂcqree Hwﬁ LeciiGicte

(Note: ! if affian? attended a foreign school, please’provide full address and telephone number of the cé]legefunive;sity. if

applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential Proprictary
T'rade Secret Information

Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.
FEIN:
6. List of memberships in professional societies and associations.
Name of Address of Telephone Number
Society/Association Contact Name Society/Association of Society/Association

Chiasp Tl (3i2) #24 -2800

7. Present or proposed position with the applicant entity. Bgmd Mm be’_i"‘

8. List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first. Attach additional pages if the space provided is insufficient. It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years.

Beginning/Ending

Dates (MM/YY) @g!ﬁ@[}; 9 resenl Employver's Name Mﬁg@!fh'ﬁn}‘ﬁﬁv&
Address ﬁgﬁmcqm&m City _Bepverfnale

Country USH Postal Code G0ii2 Phone E’&'SJ x4 ’dgﬁg‘/%sitions Held UQJ Mqﬁ@rk W‘{-amﬁhi
Supervisor / Contact J‘JM Sermw N A

o State/Province {* £

Beginning/Ending

Dates (MM/YY) tﬁ’/ﬁ‘% - t}fjs,bji Employer's Name _{Unifae] How Hivanpe

Address } 4] EEB(& E,&;é City /i!t’mf:f% ko, State/Province !& l\(
Country vsa Postal Code 55 345 Phon{wfﬁceslpositions Held
Supervisor / Contact _ﬂ leé M‘j r ié é

Beginning/Ending

Dates (MM/YY) m- Qj)l(ﬁi Employer’s Name Merﬂf-* H&q?}fa_j C_@gﬁ@.‘g» H@m{-ﬁ%
Address mw SI rect City _S})r;anidfﬁ. State/Province ,4! ﬂ

\ ,, N 0
Country VS B Postal Code O} 10 ff Phone(#R ) 4% - c?cgﬁices/Positions Held

i " 3 -
Supervisor / Contact Cheh}il Umagsm

Beginning/Ending

Dates (MM/YY) - Employer’s Name

Address City State/Province
Country Postal Code Phone Offices/Positions Held

Supervisor / Contact

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential Proprietary

' . Trade Secret Information
Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No,

FEIN:
9. a. Have you ever been in a position which required a fidelity bond? NGWM If any claims were made on the
bond, give details.

b.  Have you ever been dgnied an individual or position schedule fidelity bond, or had a bond canceled or revoked?
If yes, give details. _[N{Y

10.  List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
license number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-8SN-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

Cne.
Organization/Issuer of License Address
City State/Province Country Postal Code
License Type License # Date Issued (MM/YY)
Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known

Organization /Issuer of License Address

City State/Province Country Postal Code o
License Type License # Date Issued (MM/YY)

Date Expired (MM/YY) Reason for Termination

Non-insurance Regulatory Phone Number (if known)

11.  Inresponding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” to the question. Have you ever:

a.  Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? ”

b. Had any occupational, professional, or vocational license or permit you hold or have held, been subject to any
Judicial, administrative, regulatory, or disciplinary action? /U

¢. Been placed on probation or had a fine levied against you or your occupational, professignal, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? ¥}

d. Been charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? U@

€. PEeT guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
£
¥

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential Proprietary

. . . Trade Secret Information
Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.

FEIN:

f.  Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence

suspended, J been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
oflenses? Ty
| B A™4

2. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,

: administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another country

regulating the business of insurance, securities or banking, or from carrying out any particular practice or

pracﬁes in the course of the business of insurance, securities or banking?
v

, h. Been, within the 3asﬂten (10) years, a party to any civil action involving dishonesty, breach of trust, or a
) financial dispute? i 7

i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any

provisions of small loan laws, banking or trust company laws, or credit union laws, or that you haye, violated
any rule or regulation lawfully made by the Comptrolier of any state or the Federal Government? ZU ﬁ}

i Ha(k?lien or foreclosure action filed against you or any entity while you were associated with that entity?
<

¥

If the response to any question above is answered “Yes”, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.

12. List any entity subject to regulation by an insurance regulatory authority that you control directly or indirectly. The
term “control” (including the terms “controlling,” “controiled by” and “under common control with”) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,

holds with the ppwer to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person._Rjpwne.

If any of the stock is pledged or hypothecated in any way, give details. _M]ﬁ

13. Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to reguiation by an insurance
regulatory authority, or its affiliates? An “affiliate” of, or person “affiliated” with, a specific person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumglative stock holdings represent 10% or more of the outstanding voting securities.

[i ]

If apy of the shares of stock are pledged or hypothecated in any way, give details.
Ohe.

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Canfidential Proprietary
Trade Secret Information

Appticant Name (Company) CollabHealth Plan Services, Inc. NAIC No.
FEIN:
4. Have you ever been adjudged a bankrupt? LM(} .. Ifyes, provide details
15.  To your knowledge has any company or entity for which you were an officer or director, trustee, investment

committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions (b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permit, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? &

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, nen-renewed, or subjected 10
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?

Al x

' A
¢. Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? 5

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this 157 day of Qcobpo f2e  3%:4% Qﬂ I hereby certify under

penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my

knowledW belief. ;

e
~ (Signature of Affiant)

State of [~ County of COOK,

The foregoing instrument was acknowledged before me this 7 ) day of &T@&@QO / 52 By
DAVID K . STRATTON , and:

] who is personally known to me, or

ﬂ/‘who produced the following identification

u.dﬁommuﬂ@& -

ISEAL] . Notary Public
OFFICIAL SEAL i .
FRAN FERNANDES TRAN FERNONDES
Notary Public - State of linols Printed Notary Name
My Commission Expires Feb 20, 2013 Fees 20 e ) 3
My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential Proprictar)

Trade Secret Informatio
Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.

FEIN:

BIOGRAPHICAL AFFIDAVIT
Supplemental Personal Information

(Print or Type)

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

CollabHealth Plan Services, Inc.
198 Inverness Drive West
Englewood, CO 80112

Ph: 720-874-1293

1. Affiant’s Full Name (Initials Not Acceptable). [j Q Vf-d ,{ £ﬂ+ é'rl‘cz.l '0:\

2. Have you ever used any other name including nickname, maiden name or aliases? ‘% If yes, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s Reason (if None, indicate such)
Date(s) Used (MM/YY)

Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could
be an overlap of dates when transitioning from one name to another.

3. Affiant’s Social Security Number _

4. Government Fdentification Number if not a U.S. Citizen H[-!

5. Foreign Student ID# (if applicable) Mﬁ
6. Date of Birth: (MM/DD/YY) -Piace of Birth: City F&r:bw ; ME
State/Province M 4 8e Country (3§ ﬂ

7 Name of Aftiant’s Spouse (if applicable) '{ mf -(imggﬁg e AQ‘fma

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential Proprictary
Trade Secret Informatior

Applicant Name (Company) CollabHealth Plan Services, Inc. NAIC No.
FEIN:
8. List your residences for the last ten (10} years starting with your current address, giving:

Beginning/Ending
Pates State/
{(MM/YY) Address City Province Country Postal Code

ol Lotk OSA LoLIY
e Bottalo T OSA $g it 7

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this /5 # day of OcMeL ,20_f2 at 3 ¥5 P}{ I hereby certify

under penalty of perjury that I am acting on my own beha!f and that the foregoing statements are true and correct to the best

of my knowleZe and bcl:cf

(Slgnature of Affiant)

State of j / / yigle G County of Cao !(

The foregoing instrument was acknowledged before me this | 5 day of? OCTC@EQO I By
PAVID K.STRATTON , and:

..l who is personally known to me, or W
Q/who produced the following identification: VID . TT

O%JUOXM &P‘ﬂ IIMM[DM :

OFFICIAL SEAL
[SEAL] Notary Public
FRAN FERNANDES
Notary Public - State of lHinois ﬁ- RP‘N *— ERNAMNDES
My Commission Expires Feb 20, 2013 Printed Notary Name

Fees 0. o013

My Commission Expires

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Co nfidential Proprietary

Applicant Name {Company) CollabHealth Plan Services, Inc. NAIC No.
FEIN:

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (Al states except California,

Minnesota and Oklahoma) ) .
Collabia
This Disclosure and Authorization is provided to you in connection with pending or future application(s) of linsert
company name}(“Company”) for licensure or a permit to organize (“Application”) with a department of insurance in one or
more states within the United States. Company desires to procure a consumer or investigative consumer report (or
both)(“Background Reports™) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant™) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaiuate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA™) that produces

theni. You may also request more information about the nature and scope of such reports by submitting a written request to

Company. To obtain contact information regarding CRA or to submit a written request for more information, contact
|insert company’s designated person, position, or department, address and phone].

Trade Secret Informatios

P | CLr.
SECVICES
=

Coyporate (ounget | 198 Tnverness Or Wiest, Erglewood (D S0 a P Bes 2 23 2wl S

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION: | am currently an Affiant of Company as defined above. | have read and understand the above
Disclosure and by my signature below, 1 consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant. I authorize all third parties who are asked to provide information concerning
me (o cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law.

1 understand that 1 may revoke this Authorization at any time by delivering a written revocation to Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of
(i} the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following
the date of my signature below.,

ect as the signed uriinal.

i _ fcq:}x;s. I Goars
[0 /45 /90/3—
{Signature) ! (ﬁate)
State of /L County of COOK
The foregoing instrument was acknowledged before me this /D day of CTORER20 ! A By

DAVID K. STRATTON, and

] who is personally known to me, or

E/who preduced the following identificatio!

JVOUA iﬂﬂmM@& .

[SEAL] — — Notary Public
OFFICIAL SEAL FRAN. FERNANDES
FRAN FERNANDES - Printed Notary Name
Notary Public - State of lllinois FEB Q0. RO
My Commission Expires Feb 20, 2013 My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidentinl
Personal Information

Applicant Name (Company) CollabHealth Managed Solutions, Inc, NAIC No.
FEIN: 46-1222808

BIOGRAPHICAL AFFIDAVIT

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regnlatory authority,

(Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being
required {Do Not Use Group Names).

CollabHealth Managed Solutions, Inc.
198 Inverness Drive West
Englewood, CO 80112
Ph: 720-874-1293
In connection with the above-named entity, I herewith make representations and supply information about myself as
bereinafter set forth. (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER IS “NO” OR “NONE,” SO STATE.
[.  Affiant’s Full Name (Initials Not Acceptable), Linda Hope DuPuis
2. a. Are you a citizen of the United States? Yes

b. Are you a citizen of any other country, if so, what country?

3. Affiant’s Occupation or Profession. _Attorney

4, Affiant’s business address, _Catholic Health Initiatives, 198 Inverness Drive West, Englewood. CO §0112

Business telephone. 720-874-1154

3. Education and Training;
College/ University : City/ State Dates Attended (MM/YY) Degrees Obtained
Miami-Dade Community College Miami, Florida 01/74-12/75 AA with Honors
University of Florida Gainesville Florida 01/76-08/78 BHS
Graduate Studies: College/ University City/ State Dates Attended (MM/YY) Depree Obtained
Law University of Florida Gainesville, FL.  08/92-05/95 ID with Henors
LIM Tax University of Florida Gainesville, FI. 08/97-08/98 Master of Laws

Taxation

Other Training: Name City/ State Dates Attended (MM/YY) Degree/Certification Obtained
Board Certified Health Law_Tallahassee, F1L Exam 08/08

{(Note: If affiant attended a foreign school, please provide full address and telephone number of the college/university. If
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Information,)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential

Personal Information
Applicant Name (Company) CollabkHealth Managed Solutions, Ine.. NAIC No.
FEIN: 46-1222808
6. List of memberships in professional societies and associations.
Name of Address of Telephone Number
Society/Association Contact Name Society/Association of Society/Association
Membership Services The Florida Bar 850-561-5600
Florida Bar 651 East Jefferson Street memberaddress(@floridabar.org
#0056464 Tallahassee, F1, 3299-2300
Colorado Bar Association 1500 Grant Street, 303-860-1115
Colorado Bar Suite 900 800-332-6736
Reg # 43324 Denver, CO 80203-4336
American Health Lawyets ~ Member Services 1620 Eye Street, 6 Floor  202-833-1100
#148015 Washington DC,

20006-4010

7. Present or proposed position with the applicant entity. Secretary of the Corporation

8. List complete employment record for the past twenty (20) years, whether compensated or otherwise (up tc and
including present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates or
officerships). Please list the most recent first. Attack additional pages if the space provided is insufficient, It is only
necessary to provide telephone mumbers and supervisory information for the past ten (10) years.

Beginning/Ending .
Dates (MM/YY)  04/14/1]1 Employer’s Name Catholic Health Initiatives

Address 198 Inverness Drive West City Englewood State/Province  Colorado
Country US Postal Code = 80112 Phone 303-298-9100  Offices/Positions Held Corporate Counsel
Supervisor / Contact David Anderson, Esq. 720-874-1308

Beginning/Ending
Dates (MM/YY) -08/08 —-04/11 Employer’'s Name WellCare Health Plans

Address 8735 Henderson R4 City Tampa  State/Province Florida
Country USA  Postal Code 33634 Phone £13-290-6200 Offices/Positions Held Senior Corporate Counsel
Supervisor/ Contact Steven Jones, Bsq., Legal Department

Beginning/Ending

Dates (MM/YY) 02/07-08/08 Employer’s Name Akerman Senterfitt

Address 401 Bast Jackson Street  City Tampa State/Province Florida

Country USA Postal Code 33602-5250 Phone 813-223-7333 Offices/Positions Held Of Counsel
Supervisor/ Contact  Joseph Rugg, Esq.

Beginning/Fnding

Dates (MM/YY) 07/05-02/G7 Employer's Name Universily Community Health

Address 3100 East Fletcher Avenue City Tampa State/Province Florida

Country USA Postal Code 33613 Phone 813-615-7217 Offices/Positions Held Senior Counsel
Supervisor / Contact Joline Miceli-Mullen

See attached Schedule A for More Information

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidentiq

Persong] Information
Applicant Name (Company) CollabHealth Managed Solutions, Inc. NAIC No.
FEIN: 46-1222808
9, a. Have you ever been in a position which required a fidelity bond? _NO_ If any claims were made on the

bond, give details,

b. Have you ever been denied an individual or positior. schedule fidelity bond, or had a bond canceled or reveked?
If yes, give details. No

10, List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or governmental licensing agency or regulatory authority or licensing authority that you presently hold or have held
in the past. For any non-insurance regulatory issuer, identify and provide the name, address and telephone number of
the licensing authority or regulatory body having jurisdiction over the license (s) issued.. If your professional
Heense number is your Social Security Number (SSN) or embeds your SSN or any sequence of more than five
numbers that are reasonably identifiable as your SSN, then write SSN for that portion of the professional license
number that is represented by your SSN. (For example, “SSN”, “12-SSN-345" or “1234-SSN” (last 6 digits)).
Attach additional pages if the space provided is insufficient

License to Practice Law

Organization/Issuer of License Florida Bar Address 6351 BEast Jefferson Street,

City Tallahassee  State/Province Florida Couniry USA Postal Code 32399-2300
License Type Florida Bar License # 0056464 Date Issued 09/95

Date Expired (MM/YY) CURRENT Reascn for Termination

Non-insurance Regulatory Phone Number (if known 850-361-5600

Organization /Tssuer of License Colorado Bar  Address 1900 Grant Street, Suite 900

City Denver State/Province Colorado Country USA Postal Code 80203-4336

License Type License # Daie Issued (MM/YY)

Date Expired (MM/YY) CURRENT Reason for Termination

Non-insurance Regulatory Phone Number (if known)  303-860-1115

1. In responding to the following, if the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “no” fo the question. Have you ever,

8. DBeen refised an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licensing agency? NO

b, Ilad any occupational, professional, or vocational license or permit you hold or have held, been subject o any
judicial, administrative, regulatory, or diseiplinary action? NQ

¢.  Been placed on probation or had a fine levied against you or your occupational, professional, or vocational
license or permit in any judicial, administrative, regulatory, or disciplinary action? YES. 1 received probation

in 1973 for possession of marijuana and drunkenness. I am in the process of expunging this from my record.

d. Bcen charged with, or indicted for, any criminal offense(s) other than civil traffic offenses? YES, Sece above.
In a separate incident 28 vears ago, I was charged with DUI, refusal (o sign the citation and refusal to take the
breathalyzer test, I was acquitted of the DUI and the other two charpes were dismissed.

e. Pled guilty, or nolo contendere, or been convicted of, any criminal offense(s) other than civil traffic offenses?
See above answer 1o (¢),

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential

Personal Information
Applicant Name (Company) CollabHealth Managed Solutions, Inc.. NAIC No.
FEIN: 46-1222808

12.

13.

f.  Had adjudication of guilt withheld, had a sentence imposed or suspended, had pronouncement of a sentence
suspended, or been pardoned, fined, or placed on probation, for any criminal offense(s) other than civil traffic
offenses? See abgve answers,

g. Been subject to a cease and desist letter or order, or enjoined, either temporarily or permanently, in any judicial,
administrative, regulatory, or disciplinary action, from violating any federal, state law or law of another couniry
regulating the business of insurance, securities or banking, or from carrying out any particular practice or
practices in the course of the business of insurance, securities or banking? NO

h. Been, within the last ten (10) years, a party to any civil action involving dishonesty, breach of trust, or a
financial dispute? NO

i. Had a finding made by the Comptroller of any state or the Federal Government that you have violated any
provisions of small loan laws, banking or trust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully made by the Comptreller of any state or the Federal Government? NQ

j. Had alien or foreclosurs action filed against you or any entity while you were associated with that entity? NO

If the response to any question above is answered “Yes”, please provide details including dates, locations,
disposition, ete, Attach a copy of the comgplaint and filed adjudication or settlement as appropriate.

List any entity subject to regulation by an insurance regulatory authority that you control directly or indireetly, The
term “control” (including the terms “controlling,” “controlled by” and “under common control with™) means the
possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a
person, whether through the ownership of voting securities, by contract other than a commercial contract for goods
or non-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Control shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person. None

If any of the stock is pledged or hiypothecated in any way, give details. None

Do [Will] you or members of your immediate family individually or cumulatively subscribe to or own, beneficially
or of record, 10% or more of the outstanding shares of stock of any entity subject to regulation by an insurance
regulatory authority, or its alfiliates? An “affiliate” of, or person “affiliated”” with, a specific person, is a person that
directly, or indirectly through one or more intermediaries, controls, or is controlled by, or is under common control
with, the person specified. If the answer is “Yes”, please identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding voting securities. '

No

If any of the shares of stock are pledged or hypothecated in any way, give details, None

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidentinl

Applicant Name (Company) CollabHealth Managed Solutions, Inc. Personal Infor maﬁﬂfb No.
FEIN; 46-1222808

14. Have you ever been adjudged a bankrupt? No If yes, provide details

15. To your knowledge has any company or entity for which you were an officer or director, trustee, investment
committee member, key management employee or controlling stockholder, had any of the following events occur
while you served in such capacity? If yes, please indicate and give details. When responding to questions {b) and (c)
affiant should also include any events within twelve (12) months after his or her departure from the entity.

a. Been refused a permif, license, or certificate of authority by any regulatory authority, or Governmental-
licensing agency? Not to my knowledge

b. Had its permit, license, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regulatory, or disciplinary action (including rehabilitation, liquidation, receivership,
conservatorship, federal bankruptcy proceeding, state insolvency, supervision or any other similar proceeding)?
Not to my knowledge

¢.  Been placed on probation or had a fine levied against it or against its permit, license, or certificate of authority
in any civil, criminal, administrative, regulatory, or disciplinary action? Not to my knowledge

Note:  If an affiant has any doubt about the accuracy of an answer, the question should be answered in the positive
and an explanation provided.

Dated and signed this [ 7~ day of hgc_ 20 2at 4_—'777' &Aoo D, CO I heteby certify under
penalty of perjury that I am acting on my own behalf, and that the foregoing statements are true and correct to the best of my
knowledge and belief,

L{%”r’/@»— AF s Mo

{(Signature of Affiant)

State of O m\ RN A o County of \\ S e \poe

The foregoing instrument was acknowledged before me this \ 1=\ \~day ofr%c—:. - ,20 Y\ By

IR \‘\ E&m <, » and:

o0 N0

%

Q, waryPublic
Ql\?b\@_ ™e e

—_— Printed Notary Name
N o D Dol

My Commission Expires
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Confidential

Personal Information
Applicant Name (Company) CollabHealth Managed Solutions, Inc.. NAIC No.
FEIN: 46-1222808
BIOGRAPHICAL AFFIDAVIT

Supplemental Personal Information
(Print or Type}

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Names).

CollabHealth Managed Solutions, Inc.
198 Inverness Drive West
Englewood, CO 80112

Ph: 720-874-1293

1. Affiant’s Full Name (Initials Not Acceptable). Linda Hope DuPuis

2. Have you ever used any other name including nickname, maiden name or aliases? NO _If yes, give the reason if
any, if none indicate such, and provide the full name(s) and date(s) used.

Beginning/Ending Name(s Reagon (If None, indicate such)
Date(s) Used (MM/YY)

Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could
be an overlap of dates when transitioning from one name to another.

3. Affiant’s Social Security Number 262-19-5478

4, Government Identification Number if not a U.S. Citizen

5. Foreign Student ID# (if applicable)

6. Date of Birth: (MM/DD/YY) 04/13/55 Place of Birth: City Carlisle
State/Province Pennsylvania Country US

7 Name of Affiant’s Spouse (if applicable) Not Applicable

©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential

Personal Information
Applicant Name (Company) CollabHealth Managed Solutions, Inc. NAIC No.
FEIN: 46-1222808

8. List your residences for the last ten (10) years starting with your current address, giving:

Boginning/Ending

Dates State/

(MM/YY) Address City Province Country Postal Codg
05/11  Current 6414 Silver mesa Drive Highlands Ranch CO USA 80130

Unit B
10/05-05/11 13411 Fawn Springs Drive Tampa FL. USA 33626

Unit B
06/05-10/05 9291 Telfer Run Orlando FL. USA 32817
12/04-06/05 584 Brantley Terrace Way Altamonte Springs FL. USA 32714
10/02-12/04 15920 Farringham Dr. Tampa FL. USA 33647

Note:  Dates provided in response to this question may be approxiimate, except for current address. Parties using this form
understand that there could be an overlap of dates when transitioning from one address to another.

Dated and signed this ___{ 7°_ day of Decambir, 2012 at Sg feevo oo, T 1 hareby certify

under penalty of perjury that T am acting on my own behalf, and that the foregoing statements are true and correct to the best
of my knowledge and belief,

MJ/?&:/J /(‘/ P Mb&;}

o (Signature of Affiant)

Stateono\cw- m\;g County of \Pw\m ?h\m\(-?

The foregoing instrument was acknowledged before me this N2 S\ _ day of QQ . 20\ By

\-\\'\ N\Am\és :B\N ule ,and:

/E\/ who is personally known to me, or

[] who produced the following identification:

o0 0

[SEAL] I\\tary Public
Q,Ql e e:;\ =3 &eﬁ. «nlc,\“'
— Printed Notary Name
) an. S DOVL
My Commission Expires
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Confidential

. _ Personal Information
Applicant Name (Company) CollabHealth Managed Solutions, Inc.. - NAIC No,
FEIN: 46-1222808

DISCLOSURE, AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (A states except Californin,
Minnesota and Oklahoma)

This Disclosure and Autherization is provided to you in connection with pending or future application(s) of CollabHealth
Managed Solutions, Inc. (“Company™) for licensure or a permit to organize (“Application”) with a department of insurance in
one or more states within the United States. Company desires to procure a consumer or investigative consumer report (ot
both)(“Background Reports”) regarding your background for review by a department of insurance in any state where
Company pursues an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of directors or other management representative (“Affiant”) of Company or of any business entities affiliated with
Company (“Term of Affiliation”) for which a Background Report is required by a department of insurance reviewing any
Application. Background Reports requesied pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto. To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the consumer reporting agency (“CRA™) that produces
them. You may also request more information about the nature and scope of such reports by submitting a written request to
Company. To obtain contact information regarding CRA or to submit a written request for more information, contact
Corporate Counsel, 198 Inverness Drive West, Englewood, CO 80112
303-383-2615

Attached for your information is a “Summary of Your Rights Under the Fair Credit Reporting Act.”

AUTHORIZATION:  Tam currently an Affiant of Company as defined above. 1 have read and understand the above
Disclosure and by my signature below, I consent to the release of Background Reports to a department of insurance in any
state where Company files or intends to file an Application, and to the Company, for purposes of investigating and reviewing
such Application and my status as an Affiant, I authorize all third parties who are asked to provide information concerning
me to cooperate fully by providing the requested information to CRA retained by Company for purposes of the foregoing
Background Reports, except records that have been erased or expunged in accordance with law.

I understand that I may revoke this Authorization at any time by delivering a written revocation to Company and that
Company will, in that event, forward such revocation promptly to any CRA that either prepared or is preparing Background
Reports under this Disclosure and Authorization. This Authorization shall remain in full force and effect until the earlier of
(i) the expiration of the Term of Affiliation, (ii) written revocation as described above, or (iii) twelve (12) months following
the date of my signature below.

A true copy of this Disclosure and Authorization shall be valid and have the same force and effect as the signed original.
Linda DuPuis, 6414 Silver Mesa Drive, Unit B, Highlands Ranch, Colorado 80130

%M(AA/ /aéﬁpf,; fR—/ 2~ SR

(Signature) (Date)
State ofC2. O County of i}t\f\g Q"“\“ o e

The foregoing instrument was acknowledged before me this N 23 Y~ day of e . 20 \D By

L\\ w&_a \\N;\\L: < , and

d/ .
;@ who is personally known to me

R N

L O ;
[SEAL] NE Q tary Rublic
&'. /anﬁ\ﬁf_ ANV
%‘“’-.....--"" —. Printed Notary Name
N, D Do\
EXPINES > My Commission Expires
©2000-2009 National Association of Insurance Commissioners September 23, 2008
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Confidential

Personal Information _
Applicant Name {Company) CellabHealth Managed Solutions, Inc.Inc. NAIC No.
FEIN: 46-1222808

SCHEDULE A TO BIOGRAPHICAL AFFIDAVIT
LINDA HOPE DUPUIS

#8 Employment

Beginning/Ending

Dates: (MM/YY) 12/04-07/05- Employer's Name Tandem Health Care

Address 800 Concourse Parkway S., Suite 200 City Maitland State/Province Florida
Country USA Postal Code 32751 Phone 407-571-1550 Offices/Positions Held Senior Counsel
Supervisor / Contact Rosemary Corsetti, Esq.

Dates; (MM/YY) 07/02-12/04 Employer's Name University Community Health

Address 3100 East Fletcher Avenue City Tampa State/Province Florida

Country USA Postal Code 33613 Phone 813-615-7217 Offices/Positions Held Senior Counsel
Supervisor / Contact Joline Miceli-Mullen

[NOTE: |was rehired at UCH, so worked at the same company twice]

Dates, (MM/YY) 09/00- 07/02 Employer's Name Kalish & Ward

Address 101 East Kennedy Blvd, 4100 City Tampa State/Province Florida

Country USA Postal Code 33602 Phone 813-222-8700 Offices/Positions Held Associate
Supervisor / Contact William Kalish, Esq.

Dates; (MM/YY) 10/99-09/00 Employer's Name Rogers & Towers

Address 1301 Riverplace Blvd City Jacksonville State/Province Florida

Couniry USA Postal Code 32207 Phone 904-398-3911 Offices/Positions Held Associate
Supervisor { Contact E. Allen Hieb, Esq.

Dates;, (MM/YY) 08/98-10/99 Employer's Name LeBoeuf Lamb Greene & Macrae
Address 50 North Laura Street, Suite 2800 City Jacksonville State/Province Florida
Country USA Postal Code 32202 Phone 904-354-8000 Offices/Positions Held Associate
Supervisor / Contact Not Required

At the University of Florida in the Tax Program 8/97-8/98 See Affidavit
Dates; (MM/YY) 07/95-8/97 Employer's Name Barnett Bolt Kirkwood & Long
Address 601 Bayshore Blvd City Tampa State/Province Florida

Country USA Postal Code 33606 Phone 813-253-2020 Offices/Positions Held Associate
Supervisor / Contact Not Required '

At the University of Florida in the Law Program 08/92-05/95 See Affidavit




Confidential

Dec. 21. 2012 12:44PM Personal Information Vo 1391 b 2.
Applicant Name (Company) CollabHegalth Managed Solutions, Inc. NAIC No.
: FEIN 46-1222808

BIOGRATPHICAL AFFIDAVIT

To the extent pennitted by laww, this affidavit will be kept confidential by the state insurance regulatory authority,

{Print or Type)

Full Name, Address and telephone number of the present or proposed entity under which this biographical statement is being .

required (Do Not Use Group Names).

CollabHealth Managed Solutions, Tne. |
198 Iverness Drive West

Englewood, CO 80112

Ph: 720-874-1293 .
In connection with the above-named entity, | herewith make representations and supply information about ‘myself as
hexeinatter set forth, (Attach addendum or separate sheet if space hereon is insufficient to answer any question fully.) IF
ANSWER I8 “NO” OR “NONE,” 50 STATE.

), Affiant’s Full Name (Initizls Not Acceptable), Jﬁmﬂ Ofs Djépm‘ SOraits

2 & AwyouacizenoftieUntedSiaes? Y AS

b. Are you a citizen of any other country, if so, what country?

-

3 Affi‘q.nt’s'()cwpai;ion or Profesgion. ' 2 ; T2 .
4. Affiant's business address. 7 I ?8 LN VERRESS ?)A‘.Djl; WEY  Fn Crl.'ﬂdmo,. Co
" Business Lé]ephone. 3ol 5 £i1 Q2 0% - : .

5. Bducation and Training:

College/ University cim Sate ' Dates Attended (MM/YY) Degree Obtained
PrtdSAls Cotiats Inve)Don s E908] €3 Bba Actounriy,

Graduate Studiea: College/ University City/ State Daies Attended (MM/YY) Degree Obtained

_ Duk Ut Dt e Jo/a3  MBa

- Other Training: Name City/ State Lates Attended (MM/YY) Degree/Cerfification Obtajped

(Note: If affiant attended a foreign school, please provide full address and telephone pumber of the college/university, Tf
applicable, provide the foreign student Identification Number in the space provided in the Biographical Affidavit
Supplemental Informarion.)

©2000-2009 National Association of Insurance Commissioners September 23, 2008
1 FORM 11
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Dec. 20 2012 12:44PH Personal Information Mo 1351 R 3
Applicant Name (Company) CollabHealth Managed Solutions, Inc. NAIC No.
FEIN: 46-1222808
6. List of memberships in professional societies and associations.
Name of . Address of Telephone Number
Society/Association Contact Nane ' Bociety/Association of Society/Association

‘N!ﬂr

7. Present or proposed position with the #pplicant entity. ‘ [s QAAD ML /"\ﬂ) Z"f\

8. List complete employment record for the past twenty (20) years, whether compensated or otherwise (up to and
ineluding present jobs, positions, partnerships, owner of an entity, administrator, manager, operator, directorates aor
officerships). Please list the most recent first, Attach additional pages if the space provided js insufficient, It is only
necessary to provide telephone numbers and supervisory information for the past ten (10) years.

EZ%ETEEUW#LLn ‘LES@ r Empioyer’s Name Corte LrLHZfAfLr’)—} TATL TN o 5
adaress |9 2a s Dk ciy fnCrldid agny  SttProvince ¢y

Comuy ()9 f  PostlCode §2//2.  PhondsJd 3% g%“}ﬁ?cesxpos{ﬁans getd - AN / I
Superviscr/;:ontam /ZEZ i an A)FT“ Sy C')‘;C_) . N —

Begiming/Ending '

Duates (MM/YY)OS/C? E - 0'-2’/! & BEmployer's Name “ O\/M ( /!iﬂ“br#

Address : City N,,f N&STOA S‘A/f{m State/Province 'f*] ¢

Country u S & Postal Cods . Phone Offices/Positions Held A-Z\/F/ C:/:ﬂ

Supervisor / Contact f? Al IA-).:F-’ L@/ CE:O

Beginning/Ending ' o
Dates (MM/YY) 5)/9 4 - (3/9%  Employer’s Name Crrnplat. ’/ ilzﬂm’-ﬂ} So«i‘? T8N
Address ' City 2 &.};fﬂ;\ g v nl State/Province Z_/L

Country \ 2 2!5 Postal Code Phone Offices/Positions Held '/P’ 5’!\’}’\,‘:{4/\%%
Supervisor / Contact fé&d—q\ Seal = CHFo '

Beginning/Ending

Dutes (MM/YY) - Employer’s Name

Address City Swate/Province

Country Postal Code Phone Offices/Positions Held

Supervisor / Contact

©2000-2009 National Association of Insurance Commissioners September 23, 2008
2 FORM 1!
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Personal Information

Applicant Name (Company) CollabHealth Managed Solutions, Inc. NAIC No.
FEIN 46-1222808

9. a. Have you ever been in a position which required a fidelity bond? N If any claims were made on fhe
bond, give details,

b. Have you ever been denied an individual or position schedule fidelity bond, erhad a bond canceled or revoked?
If yes, give details. H‘Q .

10, List any professional, occupational and vocational licenses (including licenses to sell securities) issued by any public
or govermmental Jicensing agency or regulatory, authority or licensing authority that you presently hold or have held
in the past. For any non-ingurance regulatory issver, ideptify and provide the name, address and telephone number of
the licensing suthority or regulatory body having furisdiction over the license (s) issued.. If your professional
license number 8 your Social Security Nuraber (SSN) or embeds your SSN or any sequence of more than five
mimbers that are reasonably identifiable as your 88N, then write SSN for that portion of the professional license
mimmber thar is repregented by your 88N. (For wcamplc “SENP, “12.88N-345" ar “1234-85N" (Jast 6 digits)).
Attach additional pages if the space provided s insnfficient

|

Qrganization/Issuer of License Address
City State/Province ' Country Postal Code
License Type - License # Date Issued (MM/YY)

Date Bxpired (MM/YY) - Reason for Tennination

Non-insurance Regulatory Phone Number (if known

Organfzatioh /lssuer of License . Address
City ' State/Pravinse ________ Counfry m Postal Code
License Type License # Date Issued (MM/YY)
Date Expired (MM/YY) . Reason for Termination |

Non-inguranee Regylatory Phone Number (if known)

11.  Inrespending o the following. If the record has been sealed or expunged, and the affiant has personally verified that
the record was sealed or expunged, an affiant may respond “ne™ to the question. Have you ever:

. & Been refused an occupational, professional, or vocational license or permit by any regulatory authority, or any
public administrative, or governmental licehsing agency? ‘H 3

b. Had any occupational, professional, or vogational license or permit you hold or have held, been subject to any
judicial, administrative, regulatory, or disciplinary action?
oy

¢. DBeenplaced on pmbanon ot had a fine levied against you or your occupational, professional, or voeational
licenge or permit in any judicial, administrative, regulatory, or disciplinary action?
f

d. Been charged with, or indicted for, any c_riminai offense(s) other than civil traffic offenses? A

e. Pled guilty, or nole contendere, or been convicted of, any critninal offense(s) other than civil traffic offenses?

@2000-2009 Naticnal Association of Insirance Cormmissioners September 23, 2008
3 FORM 11




Dec, 21.

Applicant Name (Company) CollabHealth Managed Solutions, Inc. NAIC No.

13.

, | Confidential
2012 12:45PM Dersonal Information No. 1391 . 5

FEIN: 46-1222808

f.  Had adjudicstion of guilt withheld, had a sentence imposed or suspended, bad pronouncement of a sentence
suspended, or been pardoned, fined, or pla?&i Bn probation, for any criming) offense(s) other than civil traffic
offences? -

g. Been subject to a cease and desisi letter or order, or enjoined, eithex temporarily or permanently, in any judicial,
administratfve, regulatory, or disciplinary action, frora violating any federal, state law or law of another country
regulating the business of insurance, securities or banking, or from carrying out any particular practice or
practices ba the course of the business of insurance, securfties or banking? A

h. Been, within the last ten (10) years, a party to any civil action invelving dishonesty, breach of wust, or a
financial dispute? __ RO :

i Had a finding made Hy the Comptroller of any state or the Federal Government that you have violated any
provisions of smell loan laws, banking or frust company laws, or credit union laws, or that you have violated
any rule or regulation lawfully inade by the Comiptroller of any state or the Federal Government? _} )

j.  Hada lien or foreclosure action filed against you or any entity while you were assoclated with that enfity?
~J

If the response to any question above is answered “Yes”, please provide details including dates, locations,
disposition, etc. Attach a copy of the complaint and filed adjudication or settlement as appropriate.

No

S

. List any entity subject 1o regulation by an insurance regulatory authority that you control directly or indirectly. The

term “control” (inclnding the terms “conmelling,” “cantrolled by” snd “ander comnmon control with”) means the
possession, diveet or indirect, of the power to direct or canse the direction of the management and policies of 4
persom, wherher through the ownership of voring seeurities, by contract other than a comnercial contract for goods
of noh-management services, or otherwise, unless the power is the result of an official position with or corporate
office held by the person. Conrrol shall be presumed to exist if any person, directly or indirectly, owns, controls,
holds with the power to vote, or holds proxies representing, ten percent (10%) or more of the voting securities of any
other person. .

N

If smy of the étock is pledged or hypothecated in any way, give dotails.

Do [Will] you or members of your immediate farily individually or cumulatively subseribe to or own, beneficially
or of record, 10% or more of the outstanding shares of atock of any entity subject to regularion by an insuranot
regulatory authority, or irs affiliates? An “affiliate™ of, or person “affiliated” with, a specific person, 18 a person that
directly, or mdireoctly through one or more intermediaries, controls, er is controlled by, or is wnder common contro]
with, the person specified. If the answer is “Yes”, plense identify the company or companies in which the
cumulative stock holdings represent 10% or more of the outstanding vofing securities.

'l.\ LY
N

If any of the shares of stock are pledged or hypothecated n any way, give details,

©2000-2009 National Association of Insurance Commissinners September 23, 2008
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Applicant Name (Company) CollabHealth Managed Solutions, [ne. NAIC No.
FEIN 46-1222808

14,  Have you ever been adindged a bankrupt? lﬁ =2 Ifyes, provide details

15.  To your knowledge hag any company or entity for. which you were an officer or director, trustee, investment
commities member, key management employee or controlling stockholder, had any of the following events oceur
while you served in.such capacity? If yes, please indicate and give defafle, When responding to questions (b) and (c)
affiant should also includs any events within rwelve (12) months after his or her departure from the entity.

a4, Been refused a permit, license, or pertificate of authority by any regulatory authority, or Govermnmental-
Heensing agency? [N

b Had its permit, licenge, or certificate of authority suspended, revoked, canceled, non-renewed, or subjected to
any judicial, administrative, regnlatory, or diseiplinary action (including rehabilitation, liquidation, receivership,
eonservatorship, federal bankraproy ;lzgcsedin g, state insolvency, supervision or any other similar proceeding)?

¢. , Been placed on probation or had a'_finc levied against it or against its permit, license, or certificate of authority
in gny 6ivil, criminal, administrative, repulatory, or disciplinary action? 2 )

Note:  If an affiant has any doubt about the accuracy of an engwer, the question should be answered in the positive
and an explanation provided, f[\

Dated and signed this DIV day of DX 0l ar I hereby certify under
penalty of perjury that | am acting on my own behalf, and that the foregoing statements are true and correct to the best of my

lmowledgc and betief. (Q/ M

(Slgnature of Affiant)

State of [’al_dk?ﬂbq County cf ﬂr.ﬁgga}wg‘ﬂ-

. . -+ '
The foregoing mstrument was acknowledged before me this 2 {7 hdﬁy of 2 bec, .20 j7, By

;TE;_ nes _Dl?ﬁh jb,,’d@ld;

W who is personally known to me, or

O who produced the folowing identification:

[SEAL]

ﬁrgﬁlﬁﬁ l}otary Narne

My Commission Expires

@2000-2009 National Assotiation of Ingurance Corrmmissioners September 23, 2008
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Applicant Name (Company) CollabHealth Managed Solutions, Tne. NAIC No.
FEIN: 46-1222808

BIOGRAPHICAL AFFIDAVIT
Sopplemental Pergonal Information

{Print or Type)

To the extent permitted by law, this affidavit will be kept confidential by the state insurance regulatory authority.

Full Name, Address, and telephone number of the present or proposed entity under which this biographical statement is being
required (Do Not Use Group Neames). '

CollabHealth Managed Solutions, Inc.
198 Inverness Drive West
Englewood, CO 80112

Ph: 720-874-1293

I, Affisnt’s Pull Name (Initials Not Acceptable). - 3AA~EDS O/ D, Sinptd

2, Have you ever msed any other name including nickname, maiden name or aliases? 1f yes, give the reason if
any, if none indicate such, and provide the full name(s) and dee(s) used.

Beginning/Ending _ Name(s) ' Reagon (If None, indicare such)
Date(s) Used (MM/YY) - .

o s

iriimiir

Note:  Dates provided in response to this question may be approximate. Parties using this form understand that there could
be an overlap of dates ,}}"hgm transitioning from one name to another.

3. .Affiant’s Sécjal Security Number -
5

4. Govcmnimﬁ-ldentiﬁcaﬁon Number if not 2 U.S. Citizen

5, Foroign Student ID# (if applicable)

6. Date of Birth; (vaDD/W)-Place oth[t)h:SCity & MEClonb
e

State/Province __ v ) Country
1 Name of Affiant’s Spouse (if applicable) 3\] f A
@2000-2009 National Association of Insurance Commissioners ~ September 23, 2008
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Applicant Name (Company) CollabHeelth Managed Solutions, Inc. . NAIC No.
FEIN 46-1222808

8. List your residences for the last ten (10) years starting with your current address, giving:

Beginning/Endin

Dates State/
(MM/YY) Address City Province Country Posta] Code
{19 Dénust Co Usa ¥01.1%
jof 02~ Jrsron S g N USA - 710

Note:  Dates provided in response to this question may be approximate, except for current address. Parties using this form
understand that there ¢could be an overlep of dates when wansitioning from one address to another,

Dated and signed this ___ day of 20 at I ereby certify
wnder penalty of perjury that I am acting on my own behelf, and tat the foregoing statements are troe and comect to the best

of my knowledge and beliet. M
. W CM '

(Signature of Affient)

State ﬁfdé@f_ﬂﬁ&ﬁ_ County of 14 rapahee

The foregoing iﬁsﬁuiﬁeﬁt wasl_ack.ﬁowlcdggd before me this .,;;?a“f__ day of Dec 20 /2 By
J—EM £.9 ben [ SW I'HJ L@ and:

ﬂ who is personally known to me, or

[1 who produced the following identification:

L Sl

ol T p
[SEAL) N7 & Notary Pyblic
. /\/Qr;—-q 5 = A :
Frinted Notary Name
/ / 2o /] b

My Commission ¥xpires

©2000-2009 National Association of nsurance Commissioners September 23, 2008
7 ‘ FORM 11
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Applicant Name (Cornpany) CollabHealth Managed Solutiens, Ine. NAIC No.
FEIN: 46-1222808

DISCLOSURE AND AUTHORIZATION CONCERNING BACKGROUND REPORTS (AN states excepr Califarnic,
Minnesota and Gklahoma)

This Disclosure and Anthorization is provided to you in connection with pending or future application(s) of CollabHealth
Memaged Soutions, Ine. (“Company”) for Hicensure or a permit to organize (" Application®) with a department of insurance in

one or more states within the United States, Cempany desires to procure a consumer or investigative consumer report (or

both)(“Background Reperts”) regarding yeur background for review by a department of {nsurance in any state where
Company pursies an Application during the term of your functioning as, or seeking to function as, an officer, member of the
board of divestors or other managemsnt repressntative (“Affiant™) of Coinpany or of any business entities affiliated with
Company (“Term of Affiliation™) for which a Background Report is required by a department of insurance reviewing any
Application. Backgroand Reports requested pursuant to your authorization below may contain information bearing on your
character, general reputation, personal characteristics, mode of living and credit standing. The purpose of such Background
Reports will be to evaluate the Application and your background as it pertains thereto, To the extent required by law, the
Background Reports procured under this Disclosure and Authorization will be maintained as confidential.

You may obtain copies of any Background Reports about you from the ¢onsumer reporting agency (“CRA") that produces
them. You mnay also request more information about the namre and scope of such reports by submitting & written request to
Company. To obtain contact mformation regarding CRA or 1o submit a writen request for more information, contact
Corporate Counsel, 198 Inverness Dr, West, Englewood CO 80112 Ph: 303-383-2615.

Attached for your informarion is a “Summary of Your Rights Under the Fair Credit Rﬁportmg Act”

AUTHORIZA’I‘ION' 1 am ourrently an Affiant of Company as defined a,bovc I have read and understand the above
Disclogure and by my signaiure below, I consent to the release of Background Reports to a department of ‘nsurarice in any

. state where Company files or-intends to file an Application, and to the Company, for purposes of investigating and reviewing.
“such Appllcanon and iy status as an Affiant. 1 authorize all third parties who ave asked to provide information tongerning:
me to cooperate fully by providing the requested information to CRA retgined by Company for plxrp()ses of the foregoing

Background. Rsports axcept records that have been erased or expunged i accordance with law.

I mderstand t]mt 1 may revuke thlS Authorization at any tme by dcl:vanng a written revocarion o Company and that
Company will, in that évent, forward such revecarion prompily to any CRA that either prepared or is preparing Background
Repoits under this Diselosure and Authorizatien. This Authorization shall remain in full force and effect until the earlier of
{i) the expiration of the Term of Affiliation, (n) writen revocation as deseribed above, or ({if) twelve (12) months following
the date of my signature below.

Atroe capy of this Disclogure and Authorlzatmn shall be valid and
Txen 53 N LB S0
(Printed Full Name and Re

the signed original,
ANl

/22071

Signature) (Date)

State of aOLV'&HDp County of {.ig‘ pméo-é’.c

The foregoing instrument was acknowledged befors me  this K ia <8 " day of 2;2 o 2012 By

ﬂ;mrﬁ lgam ﬁm?,ﬂﬂ& and

W who i personally kaown to me, or

[ whe produced the following identification:

[SEAL] ~ )N /jtary Public
k [ r*n_,. dres G
Printed Notary Name
M L}@zz,é/ 4
A My Commission Expires
' (o pedd ol .
©2000-2009 Natlonal Association of Insurance Cmnm:SSwnmrs September 23, 2008
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