&N
Simple Care
‘ 2018 SMALL GROUP PLAN

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

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

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

B 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
Simg;CaD

ONew Coverage: Employee Hire Date:

CJChange policy coverage:
Please provide your current Member ID:

[JAdd dependent(s) to current coverage:
Please provide your current Member ID:

LICOBRA coverage:
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 Enroliment is determined by employer and renewal date.

Applications must be received during Open Enrollment. If you are applying outside of Open Enrollment, you
must qualify for a Special Enrollment Period (SEP) due to a Qualifying Life Event (QLE), within the last 60 days.
You must provide acceptable documentation showing proof and date of your QLE.

QUALIFYING LIFE EVENTS
Please check the QLE event you experienced to trigger a SEP (documentation will be required):

OInvoluntary loss of Minimum Essential Coverage J Exhaustion of COBRA
for any reason other than fraud, intentional [ Marriage/Divorce

misrepresentation of a material fact or failure to i )
pay premium JAdoption or placement for adoption or

OlInvoluntary loss of employer sponsored health appomtment of guardla.nshlp
insurance [1Birth of a dependent child

[JLoss of coverage for dependent child who has [JOTHER (please describe):
reached age 26

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

NOTE: QLEs 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. QLEs
listed on this form are the most common qualifying life events and should not be considered a complete list. If
you have questions regarding your QLE, 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 estdn disponibles en todos los idiomas. Si usted o un miembro de

la familia necesita ayuda en espafiol 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 Ml Gender Marital Status
M OF [IsinglelIMarried [Divorced [JWidow

Social Security Number (SSN) No SSN? Check one: [JNewborn [JGreen Card [JPassport| 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

Phone Number Cell Phone Number Email

( ) ( )

Would you like to receive all policy documents via your email address above? |Within the past 6 months, have you used tobacco? (4 or more times

JYes [ No per week on average) [] Yes [ No
What is your preferred written language? What is your preferred spoken language?
] English [] Spanish [] English [] 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) [] Yes [] No

Continue to next page
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Section D - Child Dependents to be Covered (Al 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 policy. 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 Ml Sex (circle) | Social Security Number Tobacco User (circle)
M F Y N
Relationship to Applicant Phone Number Date of Birth (MM/DD/YYYY)
|:|Biological child[_]other:
Address (if different from Applicant) Email
Last Name First Name M Sex (circle) | Social Security Number Tobacco User (circle)
M F Y N
Relationship to Applicant Phone Number Date of Birth (MM/DD/YYYY)
|:|Biological child [_]other:
Address (if different from Applicant) Email
Last Name First Name Ml Sex (circle) | Social Security Number Tobacco User (circle)
M F Y N
Relationship to Applicant Phone Number Date of Birth (MM/DD/YYYY)
[ IBiological Child[_]Other:
Address (if different from Applicant) Email
Last Name First Name Ml Sex (circle) Social Security Number Tobacco User (circle)
M F Y N
Relationship to Applicant Phone Number Date of Birth (MM/DD/YYYY)
DBioIogicaI child[_]other:
Address (if different from Applicant) Email

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? [lves [INo
Are all Applicants listed on this Application United States citizens, nationals or lawfully present non-citizens? [dYes  [INo

Section E - Select 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)
Dental Coverage - Please indicate your selected dental plan code (if any):

Section F - Other Health Coverage

Are you or anyone applying for coverage currently eligible for Medicare? LlYes [INo
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?

If YES, who and reason:

Do you or anyone applying for coverage currently have health care coverage? [lYes [INo
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 carrier(s)

Type of Coverage [iGroup  [JIndividual Effective Date of Coverage

Will you be canceling this coverage if approved for Alliant Health Plans coverage? [1Yes [INo

If YES, what is the expected cancelation 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, | 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 | have given are true and complete. | 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. |
understand all benefits are subject to conditions stated in the Group Contract and coverage document.

Eligible Employee
e 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.

e An employee, 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

e 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):

e Eligible Employee’s spouse, or child(ren) under age 26, which includes a newborn, natural child, or a
child placed with the Eligible Employee for adoption, a stepchild or any other child for whom the Eligible
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
incapacitated dependent (unmarried child who cannot support himself or herself because of mental
retardation, mental illness, or physical incapacity, as defined by the Georgia Department of Human
Resources) that began prior to the child reaching the age limit. Coverage may be obtained for the
dependent who is beyond the age limit at the initial enroliment if the Eligible Employee provides
proof of incapacitation and dependence at the time of enrollment. (The Eligible 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.

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

e | acknowledge and agree that the cell phone number and the contact information that | have provided
to Alliant may be used to contact me to pursue any debt collection or to correspond with me regarding
my account. | 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. | hereby
acknowledge that Alliant or its contractors or agents may contact me using an auto-dialer.

O By shading this box, | 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, enroliment, billing and explanation of benefits statements, to the email address
I have provided on this Application. | understand that | 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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| give this authorization for and on behalf of any Eligible Dependents and myself if covered by Alliant
Health Plans. | am acting as their agent and representative.

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

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

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

e disclosure of contractual relationship between participation/network provider and Alliant Health Plans;
e 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: | authorize Alliant Health Plans, or an agent/broker, subsidiary or affiliate that has a Business
Associate Agreement 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 | revoke this
authorization after | initially apply for coverage, | understand that I/we will not be considered for coverage. If
| revoke this authorization after | ask to upgrade my coverage or add a family member, | understand that the
change will not be made. | 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.

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

DECLINING COVERAGE: By checking this box, | 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 | and/
or my dependents(s) decline to participate. Neither | 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 | wish to apply for such coverage in the future, | 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 Ml EE ID or Last 4-digits of SSN

Sign Applicant signature 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 enroliment
within 31 days after the marriage, birth, adoption or placement for adoption. | also understand that my depen-
dents and | may enroll under two additional circumstances:

e Either you 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.

AHP - SMALL GROUP ENROLLMENT APPLICATION/CHANGE IN COVERAGE FORM NOVEMBER 2017
7



V"

Simfole‘que

SMALL GROUP

THANK YOU FOR APPLYING

Please include all necessary materials when submitting this Application.

Mail this Application to:
Alliant Health Plans
1503 N. Tibbs Rd.
Dalton, GA 30720

HEALTH PLANS

For more information, visit us on the web at: AlliantPlans.com

(800) 811-4793
SimpleCare@AlliantPlans.com

AHP - SMALL GROUP ENROLLMENT APPLICATION/CHANGE IN COVERAGE FORM NOVEMBER 2017
8


http://AlliantPlans.com

Notice of Non-Discrimination

Alliant Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Alliant Health Plans does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Alliant Health Plans:
* 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:
0 Qualified interpreters
o Information written in other languages

If you need these services, contact Sabrina LeBeau.

If you believe that Alliant Health Plans 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: Sabrina LeBeau,
Compliance Officer, 1503 N. Tibbs Rd. Dalton, GA 30720, Ph: (706) 237-8802 or (888) 533-6507 ext 125, Fax:
(706) 229-6289, Email: Compliance@AlliantPlans.com. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, Sabrina LeBeau 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.
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Language Assistance
Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de AlliantHealth Plans, tiene derecho a obtener ayuda e

informacionensuidioma sincostoalguno.Para hablar conunintérprete, [lameal (800) 811-4793.

Né&u quyvi, hay ngudi ma quyvi danggitup dd, c6 cauhdivé Alliant Health Plans, quy vi s& cé quyén dwocgitp va cé thém thongtinbang ngdn ngi
clia minh mién phi. D& néi chuyén véi mot thong dich vién, xin goi (800) 811-4793.

Brot Fot £= Aot &1 A= OE ALE 0l Alliant Health Plans Ofl 21oi Al 2201 QJICHA Flot= Jdelet S H EE2E Aot 02
HE U0 =S = A= 2t JASUICH DEH S S AL2E 0B J10kI1 216H A =(800) 811-4793 2 M SIS Al L.

MRE FREEERPHHEER, ARNRFEASBMIER A TEAlliant Health Plans | FERIME, EHEEFREUGHEESIIEDMAR
o A IENEE, FEER (LA T (800) 811-4793,

Aol (Aot YA ARl el Hee ot HUEAl Racatall AR s1R B, AR Ll cltuRoredR QA geuRal
ofesAAML allcdAd s:dl, Sl $3A (800) 811-4793.

Sivous,ouquelqu'unque vous étes entraind’aider, a des questions a propos de Alliant Health Plans, vous avez le droit d'obtenir de |'aide et
I'information dans votre langue a aucun coGt. Pour parlera uninterpréte, appelez (800) 811-4793.

ACOP: WCTCACOP L TRATINOTE (1\Alliant Health PlansTPEhATU¢ £A TGP NE TP ACAIT a2 8 ¢ 77 it a’t AdTuUs: hAN-TCAT.
2C A% D7 (5 (800) 811-4793 SR Mh=:

S 3T, A1 31U GRT YETAd] HHU Sl Te bebdl] oerdd & Alliant Health Plans b SR H Uel € 0l 3MUD U S0t 11T H Hd H Fgryell
3R YT U IR BT HABR 81 HHd! HTYVT I 1 R & 7Y, (800) 811-4793 TR &I HY |

Si oumenm oswa yon mounw ap ede gen kesyon konsénan Alliant Health Plans, se dwa w pou resevwa asistans akenfomasyonnan lang oupalea,
sanoupagen poupeye pousa. Pou pale avek yon entépret, rele nan (800) 811-4793.

Ecnavy Bacuam nnua, KOTOpoMy Bbl MOMOTaeTe, UMe toTca Bonpockl no nosoay Alliant Health Plans, To Bbl UMe e Te NpaBo Ha 6e cniaTHoe noayyeHue
NOMO WM U MHDO pMa LMK Ha Ba Luem A3blKe. [11a pasroBopa C e peso a4 MKOM No3BoHuUTe no tenedoHy (800) 811-4793.

bod odeedl 5 dasuroaabess |l FosuAlliant Health Plans « <is o8l Jriss) drosd gdis) dabgas ) dagdise! &) duzs g wlpcdlagasol &
clla | Jderadiag aaze | Cud (800) 811-4793.

Se vocé, ou alguéma quemvocé estd ajudando, tem perguntas sobre o Alliant Health Plans, vocé tem o direito de obterajuda e informagdo em seu
idioma e semcustos. Para falar com um intérprete, ligue para (800) 811-4793.

\uﬁ)qﬁ\ ¢ Aﬁ‘ ;&H}_ﬂeu{;\ ‘.—""}‘;‘%’Aé—&(éﬁ ¢ L)f\d-’JejJJ Alliant Health Plans¢ 2! (& dué,sﬁcé‘du)‘ A‘JL._SJ da;ﬁdj‘l:d\ &\ ‘i“.—"’J.‘T'CJC}J )
Godas ) )l o€y s digal e (800) 811-4793. <l i) Ldp) @

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

CARNE. £EIEEEHOBOEY DA TEH AlliantHealthPlans IZDWT ZEBRMN ST WL, CHFEDEETHR— 22T
YU, BEREAFLEYTEIENTEETT, HEEIMMY FEA, BREBFINDIBA. (800)811-4793F THEFELL L&Y,

TTY/TDD

ATTENTION: Ifyou speak another language, language assistance services, free of charge, areavailable to you. Call (800) 811-4793
(TTY/TDD: (800) 811-4793).
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