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Excell @ CEWW Health
Xc’e us e € Insurance Consortium HIOS ID#
A nonprofit independent licensee of the BlueCross BlueShield Association GROUP EN ROLLMENT FORM EC
P.O. Box 22999, Rochester, NY 14692
Instructions on last page. All Dates = mm/dd/yy PLEASE PRINT CLEARLY

1— Group Employer Information

This section should be completed by the Group Benefits Administrator.
This application cannot be processed without this information and a signature.

Please use blue or black ink, print one character per box Subscriber Status:

Group # Subgroup # Class# |:| Active |:| Retired |:| COBRA |:| Cancelled
EE@....@ DI:“:”:I DDI:“:' Please indicate reason for COBRA:
Employer Name |:| Left Employ/Retirement |:| Death of Spouse
|:| Divorce/Legal Separation |:| Dependent Reached Max Age
Association/Chamber Name (if applicable) |:| Other
Effective Date COBRA Effective Date

Group Administrator Signature/Date DI:”:”:“:“:I DDDDDD

X

Hire/Rehire Date Retired Effective Date

e B e e

2 — Subscriber Plan Selection Department #| | R : ] :I Employee # DDDDDDDDDD

Please use blue or black ink, print one character per box. Check appllcable plan(s).

Please check coverage type and person(s) to be covered:
|:| Platinum Plan 1 (WN)

|:| Platinum Plan 2 (WO)
|:| Signature Ded 3 (DAG)

[ Medical [ single [ sub & spouse[] sub & dependent(s) [ family

3 — Reason for Enroliment/Change |

Subscriber, please indicate the reason for this enrollment or change. |

|:| New Hire |:| COBRA |:| Retirement |:| Loss of Coverage |:| End Stage Renal Disease
|:| Open Enroliment |:| Address/Phone Number |:| Last Name |:| Age 65+ |:| Remove Dependent |:| Marital Status Change

|:| Medicare Eligible / Please indicate reason for Medicare eligibility: |:| Newborn |:| Disability
|:| Add Dependent / Please indicate reason for adding dependent: |:| Adoption |:| Marriage

4 — Subscriber Information |

Please complete both sides of this application.
The subscriber signature is required in order to process the application.

Subscriber's Last Name Subscriber's First Name
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OO0 Oele OO
Marital Status: |:| Single |:| Married |:| Legally Separated |:| Divorced/ Marital Status Event Date DDI:“:“:“:'

Medicare Number (if applicable) Part A Effective Date Part B Effective Date

I EEEEENEEEEENEEEEE.
If Medicare eligible due to ESRD please check type of dialysis: |:| Self administered |:| Facilitated Date started DI:“:“:“:“:'

FAP (0216) E Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group (B-5858)



5 — Other Coverage Information | Have you ever been a member of Excellus BlueCross BlueShield? [] Yes [] No

In addition, please provide a copy of your “Certificate of Coverage” from your former health insurance carrier or employer.

Are you or any member of your family enrolled in any other health insurance policy (including Medicare or Medicaid)? Health?DNo |:|Yes
If answering “Yes”, are you keeping the additional health or dental coverage? Health? |:| No |:| Yes
Who did the other plan cover? |:| Self |:| Spouse |:| Children

Other insurance carrier name:

Other insurance name of policyholder:

Policy ID Number: Effective Date Termination Date

IENEEEEEEE e e

Please indicate who is being cancelled and the reason for cancellation (reason listing on page 4).

Subscriber |:| Medical /Reason Date DI:“:“:“:“:'

Dependent (list each dependent in section 7)

|:| Medical / Reason Date DDDDDD

7 — Dependent Information |

Please provide all information for each person to be covered.

Subscriber's Last Name Subscriber’s First Name
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|:| Female DDDDDD DDD-DD-DDDD (See last page for additional information) |:| No

FAP (0216) E Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group (B-5858)



8 — Release/Signature |

Subscriber signature required. You must sign and date this form to be eligible for insurance.

RELEASE

> | am applying to enroll myself and my eligible dependents, if any, under the medical and/or dental contract.

> Inthe event that a premium contribution is required of me, | agree to pay the premium amounts applicable to the contract under which | am covered.
| authorize my employer to deduct from my payroll such applicable amounts and to remit them to Excellus BlueCross BlueShield.

»  If this application is made on behalf of a minor, the responsible party must complete the application.

» By accepting this contract, | grant permission to Excellus BlueCross BlueShield to submit charges to and/or recover payment from any other
insurance carrier acting as my primary insurer.

> lauthorize Excellus BlueCross BlueShield to request and receive medical or dental information regarding me or my covered dependents from my
healthcare practitioner or healthcare institution either orally or in writing and to use this information for providing coverage. Providing coverage
includes: processing claims, reviewing grievances or complaints involving care and quality assurance reviews of care, whether based on a specific
complaint or a routine audit of randomly selected cases. In the use of data for these purposes, we may transmit personal information to third parties
with which we contract, including pharmacy benefit managers, disease management vendors or surveyors.

» | hereby represent that all information furnished by me hereon is true and complete to the best of my knowledge.

» PREFERRED PROVIDER ORGANIZATION (PPO)

I understand that the Preferred Provider Organization (PPO) coverage is comprised of an in-network benefit that is dependent on the utilization of
medical providers who participate with the PPO and an out-of-network benefit which provides coverage for services of medical providers who do not
participate with the PPO. | understand that the in-network benefit provides the highest level of coverage under the plan.

| have thoroughly read, understand and agree to comply with the terms of the release.

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals for the
purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act,
which is a crime, and shall also be subject to a civil penalty not to exceed $5,000 and the stated value of the
claim for each such violation.

Subscriber Signature Date

FAP (0216) E Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group (B-5858)




CEWW Health

EXCCHHS @ Insurance Consortium

onprofit independent licensee of the BlueCross BlueShield Association GROUP ENROLLMENT FORM

PO Box 22999, Rochester NY 14692
Instructions on last page. All Dates = mm/dd/yy PLEASE PRINT CLEARLY

9 — Additional Dependents

Please provide all information for each person to be covered.
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|:| Female DI:“:“:“:“:' DI:“:H:“:H:“:“:“:‘ (See last page for additional information) |:| No

FAP (0216) E Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group (B-5858)



Instruction Page

Reason for Enrollment/Change: Check the appropriate action in the space provided. An event is a specific occurrence, due to change in status,
marriage, divorce, birth or adoption, group's anniversary date, or rate change. Your request must be received within 30 days of the event date. Please
see your Group Administrator/Representative for events that fall outside the 30-day period. If New Hire, Open Enrollment, Add/Remove Dependent or

Cancel Request
To Cancel an Employee/Subscriber using the
Group Enrollment Form:

> check Subscriber box _
> check Products to be cancelled (Medical)
> indicate Cancellation Date in space provided

Loss of Coverage, you must also check coverage type and persons to be covered, and Dependent Information section.

To Cancel a Dependent using the
Group Enrollment Form:
check Dependent box

check Products to be cancelled (Medical)
indicate Cancellation Date in space provided

VVVVV

» complete Subscriber Information complete Subscriber Information

complete Dependent Name and Dependent Birth date

Cancel Subscriber Reasons Cancel Dependent Reasons

iai COBRA End Date iage — i COBRA Begin Date
Ié%ftmEanepr%el:r/No Longer Eligible Subscriber Request %Ag{r)rel%%% mvcv)fcl%r: Rsremltted by law Subscriber Request
COBRA Begin Date Subscnper Deceased Deceased Divorce
COBRA Handicapped/Disabled Date ~ SPOUSe's Insurance Ineligible Student Medicare
Transfer to Traditional edicaid
Transfer to HMO Medicare
Transfer to POS

COVERAGE TYPE All products may not be applicable to your employer group. Please check with your Group Administrator/Representative.

SUBSCRIBER If you or your dependents are Medicare eligible, complete the questions regarding Medicare Coverage.

FAMILY MEMBER INFORMATION _If there are more than seven dependents please use an additional form.
*We are required to ask for your social security number in order to meet our reporting obligations under the Affordable Care Act.

QUALIFIED GUIDELINES:

» Alegal spouse (An ex-spouse no longer qualifies as of the date court documents are stamped and filed with the court)

»  Must be under the eligible child age for your employer group:
- natural, adopted or stepchild

» Other: Plea?e contact your Group Administrator/Representative for the appropriate form. These dependents have additional eligibility
requirements.
Dependents pending adoption, for whom you are the legal guardian, and/or a handicapped or disabled dependent who is over the
dependent age for your employer group.

GROUP EMPLOYER INFORMATION This section to be completed and signed by the Emﬁloy_er Group Administrator/Representative.
Complete only the coverage section (Medical/Dental) that'is applicable to the employee's request.

If you have any questions, please contact your Group Administrator/Representative
Or, visit us at:
www.excellusbchs.com

FAP (0216) E Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group (B-5858)



Notice of Nondiscrimination

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of
race, color, national origin, age, disability, or sex. The Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The Health Plan:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

e Provides free language services to people whose primary language is not English, such
as:
o Qualified interpreters
o Information written in other languages

If you need these services, please refer to the enclosed document for ways to reach us.

If you believe that the Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone number: 1-800-614-6575
TTY number: 1-800-421-1220

Fax: 315-671-6656

You can file a grievance in person or by mail or fax. If you need help filing a grievance, the
Health Plan’s Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

B-5495



Attention: If you speak English free language help is available to you. Please refer to the
enclosed document for ways to reach us.

Atencién: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted.
Consulte el documento adjunto para ver las formas en que puede comunicarse con nosotros.

EE: WREVAH S, FATRONER O % 9% 8 = il
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BHuMaHue! Ecniu Balw pofHOW A3blK PYCCKUIA, BaM MOTyT 6biTb NpeAocTaBneHbl 6ecniaTHble
nepeBofYeckue ycnyru. B npuno)eHHOM JOKyMeHTe CoAepXUTCS MHDOPMaLIMSt O TOM, Kak UMK
BOCMO/1b30BaATLCS.

Atansyon: Si ou pale Kreyol Ayisyen gen éd gratis nan lang ki disponib pou ou. Tanpri gade
dokiman ki nan anvlop la pou jwenn fason pou kontakte nou.

=30 FHR: S=0E MEStAIE B3R, F2 A0 NES 224 = JASLIO. g S8
S8 ENE EX 6MIDI gherLICh.

Attenzione: Se la vostra lingua parlata € l'italiano, potete usufruire di assistenza linguistica
gratuita. Per sapere come ottenerla, consultate il documento allegato.

YO "X XD DAYDWNXR 99N IXIOY YOOTNIXK PX AT UV 1R QMK DXTPIVNRDIX
JNIX U TR 18 T DMIDIX WY DIVAIPKT J0AMYAM DI VIMYOYN

99 ;I A IRAT ST FYT IEE ORE AFHF Ty FRTO] &Sy @@ AT ST
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Uwaga: jesli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Patrz
zatgczony dokument w celu uzyskania informacji na temat sposobdw kontaktu z nami.

3.93d sd eoz,dl s .ddbelee dsulpdls el 8¢l wedluldidsugl )l g anowd bl oS
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Remarque : si vous parlez francais, une assistance linguistique gratuite vous est proposée.
Consultez le document ci-joint pour savoir comment nous joindre.
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Paunawa: Kung nagsasalita ka ng Tagalog, may maaari kang kuning libreng tulong sa wika.
Mangyaring sumangguni sa nakalakip na dokumento para sa mga paraan ng pakikipag-ugnayan
sa amin.

Mpoooxn: Av pIAGTe EAANVIKG UnopoUUE va 0ac NnpoopEPOUE BonBela oTn YAWood oag
Owpedav. A&iTe TO Eyypago Nou E0WKAEIETAI yIa NANPOPOPIEC OXETIKA e TOUG OIABETIUOUG
TPOMOUG EMIKOIVWVIAG Madi Jac.

Kujdes: Nése flisni shqip, ju ofrohet ndihmé gjuhésore falas. Drejtojuni dokumentit
bashkélidhur pér ményra se si té na kontaktoni.

B-5495



