~
SmHCH® 5117 SMALL GROUP PLAN 2

EMPLOYEE ENROLLMENT APPLICATION AND CHANGE IN COVERAGE FORM
NAME OF YOUR EMPLOYER/GROUP:

To help us process your application promptly, please remember to:
n Print all answers in blue or black ink only. Pencil will not be accepted. Fill in the boxes [ 0] like this --> m. |

l Please have available the following information for all applicants: social security number, date of birth and
address.

To correct any errors, cross out the incorrect information and write your initials next to the correct information|

Make sure you personally sign the application as the primary applicant. If your spouse or any dependent(s)

& age 18 and over is also applying, he/she must also personally sign the appropriate signature line.

Section A - Coverage Information

Application Type (select one): Front of Sample ID Card

oNew Coverage: Employee Hire Date:

o Change policy coverage:
Please provide your current Member ID:

0 Add dependent(s) to current coverage: e i
Please provide your current Member ID: . S

L e
0 aolul T
0 COBRA coverage: L J
Please provide your current group policy number: Your Member ID number

Requested Effective Date (MM/DD/YYYY):

Open Enrollment
Open Enrollment is the annual period of time during which you may apply for coverage, change plans or add
dependents. The time frame for open enrollment is determined by employer and renewal date.

Applications must be received during the Open Enrollment period. If you are applying outside of the Open
Enrollment period, you must qualify for Special Enrollment Period (SEP) due to a change in family status or
loss of other health coverage within the last 60 days. You must provide acceptable documentation showing
proof and date of your qualifying life event.

SPECIAL ENROLLMENT EVENTS
Please check the special enrollment period event you experienced (documentation will be required):

o Involuntary loss of Minimum Essential Coverage o Exhaustion of COBRA
for any reason other than fraud, intentional 0 Marriage/Divorce

misrepresentation of a material fact or failure to pay . . )
premium o Adoption or placement for adoption or appointment

o Involuntary loss of employer sponsored health of guardianship

insurance o Birth of a dependent-child
o Loss of coverage for dependent child who has 0 OTHER (please describe):
reached age 26

Please provide the date of the special event (MM/DD/YYYY):

NOTE: Special Events require supporting documents (e.g. Marriage Certificate/Divorce Decree, adoption
certificate, loss of employer coverage letter, etc.). Please provide supporting documents as an attachment to this
application. Special Events listed on this form are the most common qualifying life events and not a complete list.
If you have questions regarding your special event, please call Customer Service at (800) 811-4793.
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Interpreter and translation services are available in all languages. If you or a family member needs
Spanish-language assistance to understand this document, you may request it at no additional cost by

calling (800) 811-4793 and selecting option #3 at the prompt.
Servicios de interpretacion y traduccion estan disponibles en todos los idiomas. Si usted o un miembro de

la familia necesita ayuda en espariol para entender este documento, puede solicitarlo sin costo adicional
llamando al (800 ) 811 hasta 4793 y seleccionando la opcion # 3 en el indicador.

Section B - Primary Applicant Information

Last Name First Name MI Gender Marital Status
OM OF O Single O Married O Divorced O Widow

Social Security Number (SSN) No SSN? Check oner] Newborn O Green Card [ Passport| Date of Birth (MM/DD/YYYY)
List Number:

Physical Address

City State Zip Code County

Mailing Address

City State Zip Code County

Billing Address (if different than above)

City State Zip Code County
Primary Phone Number Secondary Phone Number Email
( ) ( )

Would you like to receive all policy documents via your email address above?
O Yes O No

What is your preferred written language? What is your preferred spoken language?
O English O Spanish O English O Spanish

Section C - Spouse to be Covered Information

Last Name First Name MI Gender
OM OF
Social Security Number Date of Birth (MM/DD/YYYY) Within the past 6 months, have you used tobacco?
(4 or more times per week on average) O Yes O No

Section D - Child Dependents to be Covered Information (4li fields are required. Please attach a separate sheet if necessary,)
Dependent information must be completed for all additional child dependents (if any) to be covered under this coverage. An

eligible dependent may be your child(ren), or your spouse’s child(ren) (to the end of the calendar month in which they turn age 26).
(List all dependents beginning with the eldest.)

Last Name First Name MI| Sex DOB Social Security Tobacco | Relationship to

(circle) | (MM/DD/YYYY) | Number User (circle Applicant

O Biological Child
M F Y N | oother:

O Biological Child
M F Y N | gother:

O Biological Child
M F Y N1 gother:

O Biological Child
M F Y N | oother:

AHP - GROUP ENROLLMENT APPLICATION/CHANGE IN COVERAGE FORM 10-25-2016

2



Are all applicants listed on this application legal residents of the United States and residents of the state in which you are applying
for coverage? O Yes 0O No

Are all applicants listed on this application United States citizens, nationals or lawfully present non-citizens? O Yes 0O No

Section E - Select Medical Coverage

Plan Name and Deductible/Coinsurance Options

Into which plan are you enrolling (ask your HR Dept. if unsure about your choices)

Please provide the PLAN Name and ID: (example: SimpleCare 50008)

Section F - Other Health Coverage

Are you or anyone applying for coverage currently eligible for Medicare? o Yes o No
If YES, who?

Are you or anyone applying for coverage currently receiving Social Security Disability, Medicare, Medicaid
or other government program benefits, or unable to work due to disability or receiving Workers’ Compensation

benefits? O Yes ONo

If YES, who and reason:

Do you or anyone applying for coverage currently have health care coverage? o Yes o No

If YES, please provide the following:

Name(s) of covered persons (If the whole family, write ALL in space below.)] Member ID(s) or Policy ID
Number(s)
Name and phone number of prior carrier(s)
Type of Coverage Effective Date of Coverage
g Group o Individual
Will you be canceling this coverage if approved for Alliant Health Plans coverage? o Yes 0 No
If YES, what is the cancellation date?
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Section G: Significant Terms, Conditions and Authorizations (TERMS)

Please read this section carefully before signing the application.

* As an eligible employee, I am requesting coverage for myself and all eligible dependents listed and
authorize my employer to deduct any required contributions for this insurance from my earnings. All
statements and answers I have given are true and complete. I understand it is a crime to knowingly provide
false, incomplete or misleading information to an insurance company for the purpose of defrauding the
company. Penalties may include imprisonment, fines or a denial of insurance benefits. I understand all
benefits are subject to conditions stated in the Group Contract and coverage document.

Eligible Employee
* An active employee of the Employer who works the number of hours per week to be eligible for benefits
as defined by the Employer and approved by Alliant Health Plans as of the effective date. Employment
must be verifiable from state or federal wage tax reports.

* Anemployee, as defined above, who enters into employment after the coverage effective date and who
completes the group imposed waiting period for eligibility (if any) and applies for coverage within 30
days.

* Any other class of persons identified by the Employer, provided that written approval of their eligibility
is obtained from the Company(ies); or

* Employees eligible for continuous coverage under state or federal laws.

Eligible employees do not include independent contractors (whose compensation is reported on IRS Form
1099) and directors and officers of the Group Policyholder if they do not work the required number of hours
per week described above.

Eligible Dependent (if offered by the employer):

» Employee’s spouse, or child(ren) under age 26, which includes a newborn, natural child, or a child
placed with the employee for adoption, a stepchild or any other child for whom the employee has legal
guardianship or court ordered custody. The age limit for enrolling a child is age 26 (through age 25).
Coverage for children will end on the last day of the month in which the child reaches age 26.

The age limit of 26 does not apply for the initial enrollment or maintaining enrollment of an unmarried child
who cannot support himself or herself because of mental retardation, mental illness, or physical incapacity
that began prior to the child reaching the age limit. Coverage may be obtained for the child who is beyond
the age limit at the initial enrollment if the employee provides proof of handicap and dependence at the

time of enrollment. (The employee may be asked to provide a physician’s certification of the dependent’s
condition.)

» Dependents eligible for continuous coverage under state or federal laws.

* By signing this application, I agree and consent to the recording and/or monitoring of any telephone
conversation between Alliant Health Plans and myself or my authorized representative.

» [ acknowledge and agree that the cell phone number and the contact information that I have provided to
Alliant may be used to contact me to pursue any debt collection or to correspond with me regarding my
account. I authorize Alliant or its contractors or agents to contact me regarding debt collection or my account
by using my cell phone number or other forms of identification provided to Alliant. I hereby acknowledge
that Alliant or its contractors or agents may contact me using an auto-dialer.

O By shading this box, I authorize and expressly consent that Alliant Health Plans and its affiliated
companies may send email communications instead of sending communications by mail, including
but not limited to legally required Plan Notices, enrollment, billing and explanation of benefits
statements, to the email address I have provided on this Application. I understand that I can revoke
this authorization or request paper copies at any time free of charge by contacting Alliant Health Plans
customer service at (800) 811-4793.
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I give this authorization for and on behalf of any eligible dependents and myself if covered by Alliant
Health Plans. I am acting as their agent and representative.

I hereby acknowledge that Alliant Health Plans has informed me of the following prior to my enrollment
in their health care coverage plan:

* number, mix and location of participating/network health care providers;

* limitations of choices of participation/network health care providers;

» disclosure of contractual relationship between participation/network provider and Alliant Health Plans;
« application shall be altered solely by the applicant or with his or her written consent.

Authorization for Use of Protected Health Information

By signing below: I authorize Alliant Health Plans, or an agent/broker, subsidiary or affiliate that has a business
associate contract with Alliant Health Plans, to obtain any medical records or other health history information
concerning me and any family member listed on my Application from any physicians, hospitals, pharmacies,
other health care providers, pharmacy benefits managers, health benefits plans, health insurers, medical or
pharmacy benefit administrators, Consumer Reporting Agencies, MIB, Inc., formerly Medical Information
Bureau (MIB), and/or insurance support organizations.

This authorization is subject to revocation at any time by written notice to Alliant Health Plans except to the
extent that Alliant Health Plans has already taken action in reliance on this authorization. If I revoke this
authorization after I initially apply for coverage, I understand that I/we will not be considered for coverage. If

I revoke this authorization after I ask to upgrade my coverage or add a family member, I understand that the
change will not be made. I understand that if my and/or my family’s information is to be received by

individuals or organizations that are not health care providers, health care clearinghouses or health plans
governed by federal privacy regulations, my/our information might be re-disclosed by any of those recipients
and will not be protected by federal privacy regulations. A copy of this authorization is available to me, or to my
authorized representative, upon request and will serve as the original.

Authorization for use of protected health information (PHI) is valid for the initial term of the policy,
automatically renewing as the policy renews, unless written revocation is provided by the policy holder. Failure
to renew the policy will result in revocation of authorization, effective 24 months from the date of termination.

Sign Applicant signture Date (MM/DD/YYYY)
Here
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ONLY USE THIS PAGE IF YOU ARE DECLINING COVERAGE

DECLINING COVERAGE: By checking this box, I herby certify that [ have been given the opportunity to
apply for the available group benefits offered by my employer, the benefits have been explained to me, and I
and/or my dependents(s) decline to participate. Neither I nor my dependents(s) were induced or pressured by
my employer or agent into declining this coverage, but elected of my (our) own accord to decline

coverage. | understand that if I wish to apply for such coverage in the future, I may be restricted in doing so.

If you are declining coverage, please provide a reason for declining:

Section H: EMPLOYEE DECLINING Information

Last Name First Name MI EE ID or Last 4-digits of SSN

Sign Applicant signture Date MM/DD/YYYY)
Here

Special Enrollment Rights

If you declined enrollment for yourself or your dependent(s) (including a spouse) because of other health
insurance or group health plan coverage, you may be able to enroll yourself and your dependent(s) in this plan
if you or your dependent(s) lose eligibility for the other health insurance or group health plan coverage (or if the
employer stops contribution towards your coverage or your dependent’s other coverage). However, you must
request enrollment within 31 days after coverage ends (or after the employer stops contribution toward the other
coverage). In addition, if you have a dependent as a result of marriage, birth, adoption or placement for
adoption, you may be able to enroll yourself and your dependent(s) provided that you request enrollment within
31 days after the marriage, birth, adoption or placement for adoption. I also understand that my dependents and
I may enroll under two additional circumstances:

» Either your or your dependent’s Medicaid or Children’s Health Insurance Program (CHIP) coverage is
terminated as a result of loss of eligibility; or
* You or your dependent becomes eligible for a subsidy (state premium assistance program).

In these cases, you may be able to enroll yourself and your dependents provided that you request enrollment
within 60 days of the loss of Medicaid/CHIP or of the eligibility determination.
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Abbreviated Notice of Insurance Information Practices

PRIVACY ACT. Georgia state law establishes standards for the collection, use and disclosure of information
gathered in connection with insurance transactions. The application attached to this notice contains specific
personal questions about you and your dependents. We need your answers to decide if you qualify for coverage.
We are required to advise you that personal information may be collected from persons other than you or other
individuals proposed for coverage. An investigative consumer report may be made to help us obtain additional
medical data from physicians or hospitals.

ALL DATA CONFIDENTIAL. Official Code of Georgia, Code Section 33-39-5, subsection (c¢) (1 through 4)
requires that:

1. Personal information may be collected from persons other than the individual or individuals proposed for
coverage;

2. Such information as well as other personal or privileged information subsequently collected by the
insurance institution or agent may in certain circumstances be disclosed to third parties without
authorization;

3. Aright of access and correction exists with respect to all personal information collected; and,

4. The notice prescribed in subsection (b) of the above referenced Code Section will be furnished to the
applicant or policyholder upon request.

ACCESS TO YOUR DATA. You have the right to see or obtain a photocopy of your personal information which
we have. You also have the right to send us a written request if you want any of your personal information to be
amended, corrected or deleted. If you wish to have a more detailed explanation of our information practices, please
contact Alliant Health Plans Customer Service at (800) 811-4793.
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Language Assistance
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Alliant Health Plans, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, Illame al (800) 811-4793.

Né&u quy vi, hay nguwdi ma quy vi dang giup d&, cé cau héi vé Alliant Health Plans, quy vi s& c6 quyén dwoc giup va cé
thém thong tin bing ngdn ng* cta minh mién phi. P& ndi chuyén véi mot thong dich vién, xin goi (800) 811-4793.

grok 3 e HEH7E 51 U= o{E AFEO| Alliant Health Plans Of 28 A & &20| QCtH sl 2t =81
HEE 75t HO{E HIS REQI0o| dE = A= HEIZTI Y&t 22 H SALet 07|87 ?/81 A =(800) 811-

mERE, :*I.;E'EﬁIEETn’:’:EbE’J%?%, FRAMR[HEASBMIE B BI& fEAlliant Health Plans | A EMIMEE, EHEMNBE LGN
ERIEMMAR, AR —MMER, FRES [THBAKT (800)811-4793,

) dd HYdl di 5184 Hee s3 e olold dH o u”l 5194 zﬂaoﬂzﬂu 3 AsHel o1 ol U Y 51] (A9 Ul €12 d)
dua Hee a4 ssdl A (A0 «)l w(@s2 9. d b{u (del du z”l HNYold Uy sﬂ ol RO eddNol [0dsRy
2,0l (el & wWE 5] o[6R ] U 514 51(800) 811-4793.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Alliant Health Plans, vous avez
le droit d'obtenir de 1'aide et l'information dans votre langue a aucun colt. Pour parler a un interpréte, appelez
(800) 811-4793.

ACNPIMEI® ACNP P Pt TIANNT NAAlliant Health Plans®™f® hATUT PA 2190 N&PNE TRP ACSFT a°LE
P97 @®NF AATU= NAN+CAT, IC ATRYI7C7(800) 811-4793 L &M-frx:

gefeu® a1 319 TART FGTIAT HHY AT I8 HH Y gTHdd  Alliant Health Plans ® §R T UIYA ¢ , 1 3MUD
1y Ut Y191 & YW d A I1IdT 3R AT UIMUd H1 &1 HUfHR 8 | FHH fHT99T ¥ 919 S & af¥, (800)
811-4793 R HIf B |

Si oumenm oswa yon moun w ap ede gen kesyon konsénan Alliant Health Plans, se dwa w pou resevwa asistans
ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon entepret, rele nan (800)
811-4793.

Ecau y Bac UM J1Mja, KOTOPOMY Bbl IOMOTaeTe, UMelTCA Bonpochkl no noBoay Alliant Health Plans, To BEI
MMeeTe IPaBo Ha GecCNJaTHOe NMOJy4YeHUe NOMOIM U MHPOpMaAL MM Ha BaueM s3blKe. [l pasroBopa c
nepeBoJYMKOM NMO3BOHUTe no TesedoHy (800) 811-4793.

1o @iy dagd 15 Jass Uig oa @uslg 2o lustsds wgoasu= Alliant Health Plans « Gdasd 10z 8 G Ve oasd gdes 1dauslg 2
}‘datd)ﬁ‘ﬁ 1Ju= s s udt&d p0 250 gt @ Jes, dducéu et ez lagad @ (800) 811-4793.

Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre o Alliant Health Plans, vocé tem o direito
de obter ajuda e informa¢do em seu idioma e sem custos. Para falar com um intérprete, ligue para (800) 811-
4793.

\SJ u:ne\c ‘é‘ Lﬁu.ud Y U:'?‘ [S=Y |J éeki eé‘ﬁdéﬁ 3 u.uj\d Q) ps0d Alliant Health Plans:« J\u‘l&b u\ul&d Cé \‘éu )\ J\J‘éd .9y d?d
s 1hdlgla qe Sty Fsa ) we ks, SRy a6l palsese (800) 811-4793. Galus gluad el

Falls Sie oder jemand, dem Sie helfen, Fragen zum Alliant Health Plans haben, haben Sie das Recht, kostenlose
Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte
die Nummer (800) 811-4793 an.

RN, FEIEBEEHEOHDOE Y DA TE Alliant Health Plans [CDW T ZEBEACE WELEL, CHFENDEE
THYR—+EZHY, BREAFLEZYTDHIENTEET, HEELIMYERA, BREBESNZEE
(800) 811-4793FE THEFEC =&,

Non-Discrimination

Alliant Health Plans does not discriminate on the basis of race, color, national origin, disability, age, sex, gender
identity, sexual orientation, or health status in the administration of the plan, including enrollment and benefit
determinations.

TTY/TDD

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to you. Call 1-(800)
811-4793 (TTY/TDD: 1-(800) 811-4793).
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