
ARCADIAN
 
Health Plan &. Management Services 

Contracting Checklist 

Complete and sign the following items. 

o Medicare Advantage Producer Agreement (Page 16) 
o License Information (Page 17) 
o Demographic Information (Page 18) 
o Complete ACH Payment Method (Page 19) 
o Copy of Voided Check for ACH Payment 
o W-9Form 
o Copy of Your Insurance License 
o Copy of Your Insurance Agency License (if applicable) 
o Copy of Your Errors & Omissions 

Fax Completed Signature Pages to: (417) 877-1336 

Any Questions? Please call us at... (800) 647-0724 

Osborn & Associates 
3444G S. Campbell Avenue 
Springfield MO 65807-5102 

Please read and fill out the entire contract and make personal copies.
 
Thank You for your business!
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personally against written receipt, or facsimile transmission against 
facsimile confirmation, or by email against confirmation of receipt (but only if 
a copy if also sent by first class United States mail (postage prepaid) on the 
same day or on the next business day), or mailed by internationally 
recognized overnight courier prepaid, to the FMO. 

All such notices, requests and other communications will (i) if delivered 
personally to the address as provided in this Section XI (A), deemed given 
upon facsimile confirmation, (iii) if delivered by email to the email address 
as provided for in this Section XI(A), be deemed given upon confirmation of 
receipt (provided that a copy is also sent by first class United States mail 
as provided for in this Section XI(A) and (iv) if delivered by overnight courier 
to the address as provided in this Section XI (A), be deemed given on the 
earlier of the first business day following the date sent by such overnight 
courier or upon receipt. Any party from time to time may change its 
address, facsimile number or other information for the purpose of notices to 
that party by giving notice specifying such change to the other party hereto. 

B.	 Entire Agreement Modification. This Agreement and attached exhibits 
constitute the entire agreement among parties with respect to the Services. 
The Agreement supersedes all prior agreements and understandings, both 
written and oral, among the parties with respect to the subject matter 
hereof. This Agreement may be amended or modified by the FMO as 
needed. Whenever possible, the FMO will provide written notification of 
amendments or modifications 30 days prior to effective date of the 
amendment or modification, however, reserves the right to amend or modify 
immediately as required or directed to maintain regulatory compliance. This 
Agreement cannot be changed by any oral promise or statement by 
whosoever made, and no written modification or change will bind the FMO 
unless it is signed by the President, a Vice President, or the Secretary of 
the FMO and expresses and intention to modify or change this Agreement. 

C.	 Waiver. Any term or condition of this Agreement nay be waived at any time by 
the party that is entitled to the benefit thereof, but no such waiver shall be 
effective unless set forth in a written instrument fully executed by or on 
behalf of the party waiving such term or condition of this Agreement, in any 
one or more instances shall be deemed to be or construed as a waiver of 
the same or any other term or condition of this Agreement on any future 
occasion. All remedies, either under this Agreement or by law or otherwise 
afforded, will be cumulative and not alternative. 

D.	 No Assignment; Binding Effect. Neither this Agreement nor any right, interest 
or obligation hereunder may be assigned (by operation of law otherwise) by 
the PRODUCER without the prior written consent of the FMO and any 
attempt to do 50 will be void. Subject to the preceding sentence, this 
Agreement is binding upon, insures to the benefit of and is enforceable by 
the parties hereto and their respective successors and assigns. 
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E.	 Survival. Notwithstanding anything to the contrary contained in this Agreement, 
the provisions of Sections II, III, and IV hereof shall survive the termination 
or expiration, for any reason of this Agreement. 

F.	 Headings. The headings used in this Agreement have been inserted for 
convenience of reference only and do not define or limit the provisions 
hereof. 

G.	 Severability. Any term or provision of this Agreement that is invalid. illegal, or 
unenforceable in any situation in any jurisdiction shall not affect the validity, 
legality, or enforceability of the offending term or provision in any other 
situation or in any other jurisdiction. If such invalidity, illegality, or 
unenforceability is caused by length of time or size of area, or both, the 
otherwise invalid provision shall be, without further action by the parties, 
automatically amended to such reduced period or area as would cure such 
invalidity, illegality, or unenforceability; provided, however, that such 
amendment shall apply only with respect to the operation of such provision 
in the particular jurisdiction in which such determinations are made. 

H.	 Governing Law. This Agreement shall be governed by and construed in 
accordance with the domestic laws of the State of Florida. without giving 
effect to any choice of law or conflict of law provision or rule (whether of the 
State of Florida or any other jurisdiction) that would cause the application of 
the laws of any jurisdiction other than the State of Florida. 

I.	 Jurisdiction; Venue. All actions and proceedings arising out of or relating to 
this Agreement shall be heard and determined in any venue as determined 
solely by the FMO, and the PRODUCER hereby irrevocable accepts and 
consents to the exclusive personal jurisdiction of the chosen courts for such 
purpose. In addition, the PRODUCER hereby irrevocably waives. to the 
fullest extent permitted by law, any objection which it may now or hereafter 
have to the laying of venue of any action or proceeding arising out of or 
relating to this Agreement or any judgment entered by any court in respect 
thereof brought in any state or federal court and further irrevocably waives 
any claim that any action or proceeding brought in any such court has been 
brought in an inconvenient forum. The law of the state in which the FMO is 
domiciled will govern the actions or proceedings. 

J.	 Waiver of Trial by JUry. In any action or proceeding arising herefrom, the 
parties hereto consent to trial without a jury in any action, proceeding, or 
counterclaim brought by any party hereto against the other or their 
successors in respect of any matter arising out of or in connection with this 
Agreement, regardless of the form of action or proceeding. 

K.	 Counterparts; Facsimile Execution. This Agreement may be executed and 
delivered (i) in any number of counterparts, each of which will be deemed 

14
 



an original, but all of which together will constitute one and the same 
instrument, and/or (ii) by facsimile, in which case the instruments so 
executed and delivered shall be binding and effective for all purposes. 

L.	 Indemnification. The PRODUCER agrees to indemnify, defend, and hold the 
FMO and the COMPANY harmless from and against any and all claims, 
damages, costs, losses, and expenses including, without limitation, 
reasonable attorney's fees and costs of settlement or defenses, for all acts 
or for those arising out of or relating to the actual or alleged negligent or 
actual or alleged willful misconduct of the PRODUCER with respect to their 
obligations under this Agreement. 

M.	 Accounting. The FMO shall have the right to inspect and copy (at its own 
expense), and the PRODUCER shall make available at its primary offices 
for such purposes, all records reflecting business placed with the FMO of 
the PRODUCER, or its Sub-Agents, including the hierarchy. which arose, 
directly or indirectly, from the efforts of the PRODUCERs. Such inspection 
shall be granted within thirty (30) days of written request by the FMO for 
same and shall be conducted during normal business hours. The above 
shall not be requested more frequently than once per year. 

N.	 Definitions. The following definitions are applicable to all communication from the 
COMPANY to the PRODUCER: 

1. "Annual Election Period" or "AEP" means the time between November 15 and 
December 31 of each year when any Medicare-eligible individuals may enroll 
or disenroll from the COMPANY's Medicare Plans. 

2. "Open Enrollment Period" or "OEP" means the time between January 1 and March 
31 of each year when Medicare-eligible individuals may disenroll from a 
Medicare Advantage plan and have a limited opportunity to enroll in other such 
plans or in the original Medicare program. 

3. "Hiatus" means the time between April 1 and November 15 of each year when all 
members are locked into their current plans and only age-ins to Medicare and 
dual eligible individuals may enroll in a new Medicare Advantage plan. 

The PRODUCER hereby acknowledges they have read and understood all parts of this 
agreement including all relevant attachments. The PRODUCER also acknowledges and 
understands the FMO may add to, remove from, or amend any section of this agreement 
or its attachments. The PRODUCER will be held accountable for all new information, 
rules or regulations. 

The signature page follows this page. 
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ARCADIAN
 
Health ptan 8i Management Services 

I, have had the opportunity to thoroughly I 

read and analyze the terms and conditions of the Arcadian "Medicare Advantage 
Producer Agreement". I fully understand all the terms and conditions and agree to 
them without reservation. I have been afforded an opportunity to discuss this agreement 
with my attorney and have declined to do so. 

Producer 

Name as it appears on insurance license 
(please print) 

1O-digit Arcadian writing number 

Producer Signature Date 

Immediate Upline 

Please have this section filled out by your immediate supervisor in your FMO's hierarchy. 

GARY J. OSBORN / OSBORN & ASSOCIATES 

10-digit Arcadian writing number 

Date 

FMO or FMO representative 

In witness thereof that the Producer above has executed this Agreement as of the date 
written above. 

DRENNAN INSURANCE MARKETING, INC. 

Representative's Name (please print) 

Representative's Signature Date 
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License Information 
Please enter license information for each state in which you plan to market Arcadian 
Health Plan products. 

Arizona: 
License ID: 

Arkansas: 
License ID: 

California: 
License ID: 

Georgia: 
License ID: 

Louisiana: 
License ID: 

Maine: 
License ID: 

Missouri: 
License ID: 

New Hampshire: 
License ID: 

New York: 
License ID: 

North Carolina: 
License ID: 

Oklahoma: 
License ID: 

South Carolina: 
License ID: 

Texas: 
License ID: 

Virginia: 
License ID: 

Washington: 
License ID: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

Issue Date: 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 '­ Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

1 '­ Expiration Date: 1 1 _ 

1 1 Expiration Date: 1 1 _ 

'­ 1 Expiration Date: 1 1 _ 
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Demographic Information 

(Please print clearly or type) 

Name (as it appears on insurance license): _
 

Preferred Name: _
 

Address: _
 

City: _ State: _ Zip code: _
 

Phone: _ Cell phone: _
 

Fax:
 

Email address: _
 

Birthdate: Month Day Year _
 

Social Security Number or Tax Identification Number: - - _
 
[We must have your social security number in our records to process state appointments.]
 

National Producer Number (NPN): _
 
If you do not know your NPN, you can look it up at https://www.nipr.com/html/PacNpnSearch.html
 

Tax Information 

Please attach a copy of your W-9 to these pages. We cannot pay 
any commissions if we do not have a W-9 on file. 
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Health Plan & Management Services 

Assignment of Commissions Form 

I, ("the Agent") am properly licensed, appointed, and 
currently contracted to solicit applications on behalf of Arcadian Health Plans ("the Company"). 
For good and valuable consideration, the sufficiency of which is hereby acknowledged, I hereby 
knowingly and willingly assign to ("the Assignee") any 
and all of my commissions, renewal commissions, and any other compensation that would 
otherwise be due me pursuant to the Medicare Advantage Producer Agreement that I have 
executed with my Field Marketing Organization ("FMO") on behalf of the Company. I authorize 
and direct the Company to pay all compensation to the Assignee, and agree that the Company 
shall be fully released and discharged from any obligation, responsibility, or liability to pay any 
compensation to or otherwise credit funds to me. All payments to the Assignee by the Company 
under this Assignment shall be treated as if payment had been made directly to me. I further 
authorize and agree that this Assignment is made subject to the rights the Company may have to 
deduct from said commission payments or compensation any and all indebtedness now due or. 
which may become due to the Company from the Agent. 

I acknowledge that this Assignment shall not go into effect until received and recognized by the 
Company, and it can only be terminated by a written notice of release of assignment signed by 
the Assignee and received by the Company. I waive all rights to claim from the Company any 
compensation paid to the Assignee under the terms of this Assignment. I covenant and agree 
that I am the sole and absolute owner of said compensation and have the full right and lawful 
authority to assign same. All of my heirs, successors, and other claiming parties will be bound by 
the terms of this Assignment. I have had the opportunity to discuss this with my lawyer if I so 
desired. 

Agent Signature Date of Signature Agent's Writing Number or SSN 

For the Assignee: 

I accept this Assignment on behalf of the Agent. I covenant and agree that I am properly licensed 
in the states in which the Agent will solicit applications for the Company, and I am in compliance 
with state and federal regulations that govern payment of compensation. I accept the tax 
consequences of the compensation assigned to me from the Agent pursuant to this Assignment 
and am aware that said compensation will appear on my 1099 form issued by the Company. I 
have already completed an Authorization for Payment form for ACH transfer from the Company to 
my account or have attached that form to this Assignment. 

Assignee Signature Date of Signature Assignee's Writing Number or SSN 



Give form to theRequest for Taxpayer Form W·9 
requester. Do not(Rev. October 2007) Identification Number and Certification send to the IRS.Department of the Treasury 

Internal Revenue Service 

Name (as shown on your Income tax return) 
e-j 

Ql 

~ Business name, If different from above 
c-
o: 

Check appropriate box: 0 Individual/Sole proprietor o Corporation o Partnership o	 Exempto	 Limited liability company. Enter the tax classification (O=dlsregarded entity, C=corporatlon, P=partnership) ~ __ . _. __!J
0 

payee..
0,5

0 o Other (see Instructions) ~ 
~ Ul Address (number, street, and apt. or suite no.) Requester's name and address (optional)'r: .5 
0. 0 

I;:
'0 City, state, and ZIP code
8­
II) 

3l List account number(s) here (optional) 
CI) 

.. Taxpayer Identification Number (TIN) 

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid Social eecurtty number 
backup withholding. For individuals, this is your social security number (SSN). However, for a resident 
alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other entities, it is 
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3. or 

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose Employer Identification number 
number to enter. 

Certification 

Under penalties of perjury, I certify that: 

1.	 The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and 

2.	 I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal 
Revenue Service (IRS) that I am SUbject to backup Withholding as a result of a failure to report all interest or dividends, or (c) the IRS has 
notified me that I am no longer SUbject to backup withholding, and 

3.	 I am a U.S. citizen or other U.S. person (defined below). 

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup 
Withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. 
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement 
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must 
provide your correct TIN. See the instructions on page 4. 

Sign Signature of
 
Here U.S. person ~ Date ~
 

General Instructions 
Section references are to the Internal Revenue Code unless 
otherwise noted. 

Purpose of Form 
A person who is required to file an information return with the 
IRS must obtain your correct taxpayer identification number (fIN) 
to report, for example, income paid to you, real estate 
transactions, mortgage interest you paid, acquisition or 
abandonment of secured property, cancellation of debt, or 
contributions you made to an IRA. 

Use Form W-9 only if you are a U.S. person (including a 
resident alien), to provide your correct TIN to the person 
requesting it (the requester) and, when applicable, to: 

1. Certify that the TIN you are giVing is correct (or you are 
waiting for a number to be issued), 

2. Certify that you are not subject to backup Withholding, or 

3. Claim exemption from backup Withholding if you are a U.S. 
exempt payee. If applicable, you are also certifying that as a 
U.S. person, your allocable share of any partnership income from 
a U.S. trade or business is not subject to the withholding tax on 
foreign partners' share of effectively connected income. 

Note. If a requester gives you a form other than Form W-9 to 
request your TIN, you must use the requester's form if it is 
substantially similar to this Form W-9. 

Definition of a U.S. person. For federal tax purposes, you are 
considered a U.S. person if you are: 

• An individual who is a U.S. citizen or U.S. resident alien, 
• A partnership, corporation, company, or association created or 
organized in the United States or under the laws of the United 
States, 

• An estate (other than a foreign estate), or 
• A domestic trust (as defined in Regulations section 
301.7701-7). 

Special rules for partnerships. Partnerships that conduct a 
trade or business in the United States are generally required to 
pay a Withholding tax on any foreign partners' share of income 
from such business. Further, in certain cases where a Form W-9 
has not been received, a partnership is required to presume that 
a partner is a foreign person, and pay the withholding tax. 
Therefore, if you are a U.S. person that is a partner in a 
partnership conducting a trade or business in the United States, 
provide Form W-9 to the partnership to establish your U.S. 
status and avoid withholding on your share of partnership 
income. 

The person who gives Form W-9 to the partnership for 
purposes of establishing its U.S. status and avoiding Withholding 
on its allocable share of net income from the partnership 
conducting a trade or business in the United States is in the 
follOWing cases: 

• The U.S. owner of a disregarded entity and not the entity, 

Cat. No.1 0231 X	 Form W-9 (Rev. 10-2007) 



Health Plal\ 8. Management. Services 

Authorization for Payment 

Please fill out ONE of the following two pages to indicate your payment preference. 

PAYMENT VIA ACH CREDITS 
(Allows for Electronic Funds Transfer of Commissions to Your Bank Account) 

Please print clearlyl 

Company/Individual Name: _ 

ID Number: (Company Tax ID or SSN): _ 

Address: 

City: _ State: _ Zip: _ 

I hereby authorize Arcadian Health Plan, herein after called COMPANY, to initiate, credit 
entries and/or correction entries to our account indicated below at the depository named 
below, herein called DEPOSITORY, to credit the same such account. 

D Checking account D Savings account 

Depository Name: Branch: _ 

City: State: ~ _ 

Bank Transit/ABA Number: _ 

Account Number: _ 

This authorization is to remain in full force until COMPANY has received written notification 
from me of its termination in such time and in such manner as to afford COMPANY and DE­
POSITORY reasonable opportunity to act upon it. 

Your Name: [please print] _ 

Signature: _ Date: 

Please attach a voided check to this form 
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ARCADIAN
 
Health Plan & Management Services 

Exhibit 3
 
2010 Commission Schedules
 

Marketing Agent Level
 

A. Commission Levels 

The Company will pay a commission on applications accepted for enrollment into the 
Company's health plans in accordance with Section IV of the 2010 Medicare 
Advantage Producer Agreement. All accepted applications will be paid first at the 
Renewal Rate below, pursuant to CMS guidelines. If CMS identifies the applicant as 
new to Medicare Advantage, a "true-up" payment will be issued equal to the 
difference in compensation between the Initial Rate and the Renewal Rate. In 
accordance with CMS guidelines, the Company shall not pay the Initial Rate on any 
application that is not identified by CMS as qualifying for the Initial Rate. The 
Company will periodically receive a report from CMS identifying initial enrollments. 
Upon receipt of a report, the Company will issue the corresponding "true-up" 
payments. No "true-up" payments shall be issued prior to receipt of the report from 
CMS. Enrollments from all states will be paid the same rates unless otherwise 
specified in the table below. The commission rates are shown in Table 1, below. 

Table 1: Marketing Agent Commission Rates 

Initial Rate Renewal Rate 
Nationwide Rates $403.00 $202.00 
California Rates $504.00 $252.00 

Pursuant to subsection IV. F of the 2010 Medicare Advantage Producer Agreement, 
the Company will make every effort to directly pay the Marketing Agent for accepted 
applications. In the direct pay system the Marketing Agent will only receive the 
commission rate indicated in Table 1. If for any reason the Marketing Agent will not 
be paid directly, the Company will send the total commission rate to the Marketing 
Agent's FMO and the FMO will be responsible to distribute the funds to the 
Marketing Agent. The FMO shall pay no more and no less than the amounts listed 
in Table 1. 
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B. Renewal Commissions 

For each enrollee that remains enrolled in the Company's Medicare Plans, the 
Company shall pay the Renewal Rate shown in Table 1 each year for a total of five 
(5) years after the first year, making a total of six (6) years of compensation (the 
original payment in 2010 and renewal payments for 2011 through 2015). The annual 
rate for the five renewal years will be divided into twelve (12) equal monthly 
payments. The first monthly renewal payment will be paid the month of the 
enrollee's first anniversary with the Company, provided that the member has been 
continuously enrolled during that time. If an enrollee disenrolls from the Company's 
Medicare Plans at any point during the five renewal years, monthly renewal 
payments will cease immediately. 

C. Chargebacks 

During an enrollee's first year on the Company's Plans, the commission is subject to 
refund or chargeback on a prorated basis. If the enrollee disenrolls within the first 
three (3) months, as measured by the effective date, the Company will charge back 
the entire commission. If an enrollee disenrolls after three (3) months, the Company 
will charge back one-twelfth (1/12) of the initial commission paid, for each month 
remaining between the disenrollment date of the enrollee and his or her next policy 
anniversary date. This chargeback policy applies to both the Initial Rates and 
Renewal Rates, whichever is paid during the enrollee's first year of enrollment. 

D. Reserve Levels 

When the Company is paying the Marketing Agent directly, the Company will hold a 
reserve on all commissions paid during an enrollee's first year of enrollment. The 
reserve percentage will be agreed upon by the FMO and the Company. A Marketing 
Agent should direct questions about his or her reserve percentage to the FMO. Any 
reserve amounts that are held will be released after the enrollee completes the sixth 
(6th) month of membership as measured from the enrollee's effective date. If the 
Marketing Agent is not on the direct payment system and the commission amount is 
being sent to the FMO for distribution, the FMO will determine the reserve 
percentage and duration of the holding time at the FMO's sole discretion. 

E. Irreconcilable Debt 

For use in subsection IV.F.5.d of the 2010 Medicare Advantage Producer 
Agreement, a debt balance owed to the Company will be considered irreconcilable if 
it exceeds the maximum allowable debt amount for more than ninety (90) days and 
there is no anticipation of reducing the debt to below the maximum allowable debt 
amount with expected renewal commission payments within twelve (12) months. 
The maximum allowable debt amount for a Marketing Agent is $4,000.00. 
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