National strength
Local focus.

Individual care: Group Health Insurance Application/Change Form

Excellus

A nonprofit independent licensee of the Blue Cross Blue Shield Association

Please print clearly and complete all sections that apply to you FOR INTERNAL USE ONLY

e Additional instructions are included

e This application cannot be processed without this information and a signature EC
Section 1: Employer Group Information
This section should be completed by the Group Benefits Administrator

00041326
Medical Group Number (8 digits) Medical Subgroup Number (4 digits) Medical Class Number (4 digits)
Dental Group Number Dental Subgroup Number Department Number Employee Number
AccessCNY, Inc.
Employer Name Association/Chamber Name (if applicable)
Group Administrator’s Signature Date
Subscriber Status:
CINew Hire - Date of Hire: _ / /
[IRehire - Date of Rehire: _ / / [CIRetired - Effective Date: _ /  /
[ICOBRA - Effective Date:  / _/ [ICanceled - Effective Date: _ / [/
Please indicate reason for COBRA if applicable:

CILeft Employment/Retired [IDivorce/Legal Separation [ILoss of Student Status [IDeath of Spouse
[IDependent Reached Max Age 1 Other:
Section 2: Your Information
This section should be completed by the Subscriber
Last Name First Name MI Social Security #**
Birthdate  / / Sex: Male [J Female [
Street Address City State Zip
Phone Email
Medicare Eligible (JYes [INo  If yes, indicate reason [JAge 65+ [IDisability [JEnd Stage Renal

Part A Effective Date: _ /  / Part B Effective Date: /]

Medicare Number (if applicable)
Marital Status: [1Single  [JMarried [Legally Separated [IDivorced Marital Status Event Date ___ /  /

Section 3: Subscriber Medical Plan Selection If enrolling in a Medical plan, who do you
_ Sig HDHP 1 Opt 1 (DAE) _ Sig HDHP 1 Opt 2 (DAY)

_ Sig HDHP 1 Opt 3 (DAZ) _ Sig HDHP 2 Opt 1 (DAF) need coverage for?

_ Sig HDHP 2 Opt 2 (DBC) _ Sig HDHP 2 Opt 3 (DBD)

v/ Sig HDHP 3 Opt 1 (DAG) _ Sig HDHP 3 Opt 2 (DBG) [CISelf Only [ISelf & Child(ren)
__Sig HDHP 3 Opt 3 (DBH) __Sig HDHP 4 Opt 1 (DAH) ] )

__ Sig HDHP 4 Opt 2 (DBK) __ Sig HDHP 4 Opt 3 (DBL) [ISelf & Spouse/Domestic Partner CIFamily
__ Sig HDHP 3 Non-HSA Opt 1 (DCA) __ Sig HDHP 3 Non-HSA Opt 2 (DCB) .

__Sig HDHP 3 Non-HSA Opt 3 (DCC) __Sig HDHP 4 Non-HSA Opt 1 (DCF) Effective Date: / /

__Sig HDHP 4 Non-HSA Opt 2 (DCG) __Sig HDHP 4 Non-HSA Opt 3 (DCH)
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Section 4: Su

O Smile Saver | (EAA)
Q Smile Saver | Modified (EAB)
QO Smile Saver Il (EAC)
Q Smile Saver IIl (EAD)

criber Dental

Blue Options

DBO Orthodontics not covered (EBA)
Q0 DBO Orthodontics not covered (2nd option) (EBG)
O DBO Cosmetic Orthodontics to age 19 (EBB) LISelf Only

n Selection If enrollingdn a Dental plangwho do you

need cover

[ISelf & Child (ren)

QO Smile Saver IV (EAE) O DBO Orthodontics to age 19 (EBC) i

Q Smile Saver IV Modified (EAF) 0 DBO Orthodontics to age 19 (2nd option) (EBE) LSelf & Spouse/Dom DFamlIy

O Smile Saver IV Modified with Orth 1 DBO Orthodontics all eligible(EBD) A

Q Smile Saver V (EAH) Effective Date:

O Smile Saver VI (EAI) Iue Classic

Q Sm!le Saver VIl (EAJ) Orthodontics not covered (ECA)

0 Smile Saver VIll (EAK) QO DBC Orthodontics to age 19 (ECB)

Section 5: Please indicate the reason for this enrollment or change

[INew Hire / Rehire [JOpen Enroliment [IRetirement [Loss of Coverage [1COBRA
[IMedicare Eligible [JChange in employment status [1Change to new employer that does not offer insurance
[Loss of eligibility through employer or discontinuation of employer coverage

[IMarital Status Change CIMarriage [IDivorce [1Dependent reaches maximum age of coverage
[1Address Change [ILast Name Change CJA move in or out of service area

[IRemove Dependent [1Death

[1Add Dependent: Please indicate reason [LINewborn  [IMarriage [1Other

Date of Event / /

Section 6: If canceling coverage, who are you canceling coverage for?

OSubscriber CIMedical Cancellation Date
[JDependent(s) (List each dependent)

[OMedical Cancellation Date /7

-/ [ODental Cancellation Date /7

[ODental Cancellation Date /7

Dependent 3 Dependent 4

Spouse/DP Dependent 2
Why are you canceling coverage?
[ISubscriber’s request [CIDivorce

[1Coverage through spouse/domestic partner

COther

[1Deceased [IMedicare/Medicaid or other coverage
[Loss of eligibility through employer or discontinuation of employer
coverage

Section 7: Information about who you would like coverage for
[JSpouse [1Domestic Partner [1Dependent Child [IDisabled Dependent Child *Separate form required

UJOther
Sex: Male [ Female [ Birthdate /__/
Last Name (if different) First Name MI Social Security #**

Is dependent a full time student over age 19? [1Yes [INo If yes, please provide name of college/university

Medicare Eligible [1Yes [INo If yes, indicate reason [JAge 65+ [IDisability [JEnd Stage Renal

Medicare Number (if applicable)

Part A Effective Date: /] Part B Effective Date: /!

[IDependent Child [Disabled Dependent Child*separate form required CIOther

Sex: Male [ Female [ Birthdate /.

Last Name (if different) First Name MI Social Security #**
Is dependent a full time student over age 19? [1Yes [INo If yes, please provide name of college/university

Medicare Eligible [1Yes [INo If yes, indicate reason [1Age 65+ [(IDisability [JEnd Stage Renal

Medicare Number (if applicable)

Part A Effective Date: /] Part B Effective Date: !/
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[IDependent Child [Disabled Dependent Child*separate form required CIOther

Sex: MO FO Birthdate /]

Last Name (if different) First Name Ml Social Security #**
Is dependent a full time student over age 19? [1Yes [CINo If yes, please provide name of college/university

Medicare Eligible [1Yes [INo If yes, indicate reason [JAge 65+ [IDisability [JEnd Stage Renal

Part A Effective Date: /] Part B Effective Date: /7

Medicare Number (if applicable)

Note: Use an additional application if more than four people need coverage.

Section 8: Other coverage information (Must be completed — you may be contacted for additional
information)

Are you or any member of your family enrolled in other coverage? [1Yes [INo

If yes, are you keeping the coverage? [1Yes [INo What is the name of the other carrier?
If no, when will the coverage cancel? _/ [/

Policyholder’'s name ID#

Effective Date: __ /  /

Who did the insurance cover?  [1Self Only [ISelf & Child (ren)
LISelf & Spouse/Domestic Partner CIFamily

Section 9: Release — You must sign and date this form to be eligible for health insurance.

I acknowledge and agree that by signing this enrollment form and subsequently accepting services, | and everyone else
who is covered under the contract you issue is bound by the terms and conditions of the contract applicable to my
coverage. This includes, without limitation, the terms and conditions regarding the receipt and release of medical records
and information. I make this acknowledgement and agreement on behalf of myself and each other person who accepts
coverage under the terms of the contract applicable to my coverage (who may include, for example my spouse and my
eligible family dependents).

I hereby accept responsibility for payment of any portion of the premium.

I 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 out-of-network benefit that 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.

I have thoroughly read, understand and agree to comply with the terms of the release in this section.

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

Please return to PO Box 22999, Rochester, NY 14692
If you have questions, please contact your Group Administrator.
Or, visit us at: ExcellusBCBS.com
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Instructions for completing the Group Health Insurance Application

Section 1
This section should be completed by a Group Benefits Administrator.

Section 2

This section should be completed by the Subscriber.

**\We are required to ask for your social security number in order to meet our reporting obligations under the Affordable
Care Act.

Section 3
Column A — This column is populated with the plan nhame your group has selected.
Column B — Select who you want to cover on this medical plan.

Section 4

Column A — Select the dental plan your employer offers. All products may not be applicable to your employer group.
Please check with your Group Administrator.

Column B — Select who you want to cover on this dental plan.

Section 5

Select the box that describes what you need to do regarding health insurance coverage and include the date of the event.
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 for
events that fall outside the 30-day period. If New Hire, Open Enroliment, Add/Remove Dependent or Loss of Coverage,
you must also check coverage type and persons to be covered, and Dependent Information section.

You may be required to provide documentation of certain events.

Section 6
If you are canceling coverage, select who you are canceling coverage for and the date the coverage will cancel. Then
select your reason for canceling.

Section 7
Please include information about all the people who you would like coverage for.
Use an additional application if more than five people need coverage.
If your dependents are Medicare eligible, complete the questions regarding Medicare Coverage.
Quialified guidelines for coverage include:
e Alegal spouse/domestic partner (An ex-spouse no longer qualifies as of the date court documents are stamped
and filed with the court)
e Must be under the eligible child age for your employer group including natural, adopted or stepchild(ren)
e Child(ren) Only coverage is available for children up to age 26 or 29 depending on the employer group coverage.
e There are additional eligibility requirements for dependents pending adoption, for which you are the legal
guardian, and/or a handicapped or disabled dependent who is over the dependent age. Please contact your Group
Administrator for the appropriate form.
**We are required to ask for your social security number in order to meet our reporting obligations under the Affordable
Care Act.

Section 8
Please include accurate information in this section. This could affect the processing of your application and/or claims.




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:
o0 Qualified sign language interpreters
0 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 and are a Child Health Plus or Managed Medicaid member, please
call 1-800-650-4359. If you are an Essential Plan member, please call 1-877-626-9298. All
others please call 1-800-499-1275.

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.




Atencion: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted. Si
usted es un asegurado de Child Health Plus o Managed Medicaid, llame al nimero 1-800-650-
4359. Si usted es un asegurado de Essential Plan, llame al nimero 1-877-626-9298. Todos los
demas pueden llamar al nimero 1-800-499-1275.

FE: WAREWHS B et RE S RS . wREZ Child Health Plus 2t Managed
Medicaid <= 1, 'LH }kﬂ 1 800 650 4359, W2 Essential Plan <= 7, i {k{] 1-877-626-
9298, WidE b4 i, 1HEILFT 1-800-499-1275,

BHumaHme! Ecnv Balw poaHON $3bIK PYCCKMIM, BaM MOMyT 6biTb NpeaocTaBnieHbl becnnaTHble
nepesoayeckune ycnyru. Ecnm Bol sBnseTecb yd4actHukoM nporpammel Child Health Plus nnm
Managed Medicaid, no3soHuTe no TenedoHy 1-800-650-4359. Ecnu Bbl ABNSIETECh YHACTHUKOM
nporpammsbl Essential Plan, no3BoHuTe no TenedoHy 1-877-626-9298. Bcex ocTasnbHbIX MPOCUM
3BOHUTbL MO TenedoHy 1-800-499-1275.

Atansyon: Si ou pa pale Kreyol Ayisyen, gen éd gratis nan lang ki disponib pou ou. Si ou se yon
manm Child Health Plus oswa Managed Medicaid, tanpri rele nimewo 1-800-650-4359. Si ou se
yon manm Essential Plan, tanpri rele nimewo 1-877-626-9298. Tout [0t moun yo, tanpri rele
nimewo 1-800-499-1275.
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Attenzione: Se la vostra lingua parlata é I'italiano, potete usufruire di assistenza linguistica
gratuita. Se siete iscritti a un programma Child Health Plus o Managed Medicaid, chiamate il
numero 1-800-650-4359. Se siete iscritti a un programma Essential Plan, chiamate il numero 1-
877-626-9298. In tutti gli altri casi, chiamate il numero 1-800-499-1275.

AN X IXD DAVDWIK 92N XY YODTINIX X EATR OTY IR X DXIPIVNOIX

X U1yt X Child Health Plus "YTX QyanynManaged Medicaid, .1-800-650-4359 U9 yU"a
IX VIVT 'R QX Essential Plan 091N YU YVIYTIX VOX 1-877-626-9298.0910 YO ,yanyn
1-800-499-1275.

o foer: I Sstfey TR F I ©IT AT Sie¥y [FAR[CT SN2 STy T@®| =eifey Child
Health Plus 91 Managed Medicaid 95 STwSTy R(T 9131z F(F 1-800-650-4359 A (T Fper | IArifey
Essential Plan a5 STUSTY 30T 9e[sI? S 1-877-626-9298 T (B FP | ATy STHI JCIF Jes,
TR FF 1-800-499-1275 F(F I I |

Uwaga: jesli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Jesli jestes

cztonkiem ubezpieczenia Health Plus lub Managed Medicaid, zadzwon pod nr 1-800-650-4359.

Jesli jestes$ cztonkiem ubezpieczenia Essential Plan, zadzwon pod nr 1-877-626-9298. Pozostate
osoby powinny dzwoni¢ pod nr 1-800-499-1275.

8 lg.ac wiS 15] el dslio aulzoll dygelll dacluodl OB () ell aslll Lozt @S 15] tauuisChild
Health Plus gl Managed Medicaid s lg.ac «uS 13| .1-800-650-4359 08 ,JI (sle JlaiVl (s>, «
Essential Plan  sde JlaiVl (s> «S,3V| zwol,l gaosd .1-877-626-9298 p3,J1 (sde JlaiVl (s> «
R,

.1-800-499-1275



Remarque : si vous parlez frangais, une assistance linguistique gratuite vous est proposée. Si
vous étes un membre du programme Child Health Plus ou Managed Medicaid, veuillez appeler
le 1-800-650-4359. Si vous étes un membre du programme Essential Plan, veuillez appeler le 1-
877-626-9298. Si vous étes dans une autre situation, veuillez appeler le 1-800-499-1275.

Sl Oliws 330 S Ubj pao o o S Ol g5 G dor 93,1 OIS i

Child Health Plus |, Managed Medicaid oI ;31 ..,S JIS 5 1-800-650-4359 0,5 ol gi s sa0w0
Essential Planl- o0,S oy So) (spuw 8L .S JIS 5y 1-877-626-9298 p4,S ol g5 Gt jaoo —S
oS JIS ,, 800-499-1275

Paunawa: Kung nagsasalita ka ng Tagalog, may magagamit kang libreng tulong sa wika. Kung
isa kang miyembro ng Child Health Plus o0 Managed Medicaid, mangyaring tumawag sa 1-800-
650-4359. Kung isa kang miyembro ng Essential Plan, mangyaring tumawag sa 1-877-626-
9298. Para sa lahat ng iba pa, mangyaring tumawag sa

1-800-499-1275.

Mpoooxn: Av JIAGTE EAANVIKG UNnopoUUE va 0ag NnpoopEPoUE BonBela oTn YAWood oag
dwpeav. Av gioTe JENOC TwV npoypappdTwy Child Health Plus i Managed Medicaid, kaAéoTe aTO
1-800-650-4359. Av €ioTe JENOG Tou npoypdaupaTtog Essential Plan, kaAéoTe oTo 1-877-626-
9298. AlapopETIKA, KAAéOTE 0TO 1-800-499-1275.

Vini re: Nése flisni shqip, ju ofrohet ndihmé gjuhésore falas. Nése jeni anétar i "Child Health
Plus" ose "Managed Medicaid", ju lutemi té telefononi numrin 1-800-650-4359. Nése jeni anétar
i planit bazé, ju lutemi té telefononi numrin 1-877-626-9298. Té gjithé personave té tjeré iu
lutemi gé té telefonojné numrin 1-800-499-1275.



