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<7 LARGE GROUP PLAN

EMPLOYEE ENROLLMENT AND CHANGE IN COVERAGE FORM

Use this form to Enroll, Change or Waive Coverage (Print in black or blue ink)

EMPLOYER NAME GROUP ID SuUB PLAN
Section A - Coverage Information
Employee Name Date of Hire Effective Date
Employment Status O Active O Leave of Absence O Retired O Disabled 0 COBRA Date Reason
Enroliment Type O New Enrollment 0 Add Dependent(s) 0 Drop Dependent(s) 0 Open Enroliment 0O Waiving Coverage
Qualifying Life Event *DOCUMENTATION REQUIRED
O Marriage* O Divorce* O Birth / Adoption* O Loss of Coverage*
O Other Event Date (MM/DD/YYYY)
Section B - Employee Information
Last Name First Name Mi
Date of Birth Social Security Number
GenderO M O F Disabled? O Y O N

Physical Address

City State Zip Code County

Mailing Address

City State Zip Code County

Phone Number Cell Number Email

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

Section C - Dependent Information

Spouse Information

Last Name First Name M

Social Security Number Date of Birth (MM/DD/YYYY) Gender OMOF Disabled? O Y O N

Child Information

Last Name First Name Ml Is this a “Step-Child”?
OYON
Social Security Number Date of Birth (MM/DD/YYYY) Gender OMDOF Disabled? O Y O N

Child Information

Last Name First Name Ml Is this a “Step-Child”?
OYON
Social Security Number Date of Birth (MM/DD/YYYY) Gender OMOF Disabled? O Y O N

Child Information

Last Name First Name Ml Is this a “Step-Child”?
OYON
Social Security Number Date of Birth (MM/DD/YYYY) Gender OMOF Disabled? O Y O N

Section D - Waiving/Other Coverage

COMPLETE IF WAIVING COVERAGE. Check all that apply. | waive medical coverage for: [ Self O Spouse O Dependents
Reason for Waiving:

COMPLETE IF YOU HAVE OTHER COVERAGE. Insurance Company Name Effective Date

Policy No. Policyholder Name Policyholder Date of Birth

Insurance Company Address Policy covers O Self OSpouse OFamily
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LAST NAME FIRST NAME M

Are you eligible for Medicare? TOYES ONO Part A - Effective Date Part B - Effective Date
Is your spouse eligible for Medicare? OYES ONO Part A - Effective Date Part B - Effective Date
Medicare HIC No. Is Medicare related to end-stage renal disease? OYES CONO

Is anyone listed on this application currently covered by other insurance? OYES ONO

Section E - Disclosure Acknowledgment

You must sign both places in Section E to be considered for coverage.

| understand that | am enrolling in a health care plan issued by Alliant Health Plans, Inc. (Alliant) that requires health care services be provided by participat-
ing providers. Failure to use a participating provider will result in reduced coverage or no coverage for services received, and | will be fully responsible
for any and all costs not covered by Alliant. | have reviewed the list of participating providers which can be found on the website, AlliantPlans.com. |
may also verify provider status by contacting Customer Service at (866) 403-2785. | understand the participation status of any provider may change
from time to time and that it is my responsibility to verify participation of my health care provider with Alliant prior to receiving services. As required
by the State of Georgia regulations, the following is a summary of the financial arrangements with health care providers who are participating in the
Alliant network: 1) Hospital providers are paid according to a contract that includes per diems, case rates, and discounted fee for service arrangements
depending on the specific services provided; 2) Physicians are paid either a discounted fee for services in accordance with a specific fee schedule or a
predetermined set amount per member per month (capitation); 3) Laboratory services are provided through a capitation arrangement or a discounted
fee for service in accordance with a specific fee schedule; 4) Other ancillary services including home health, skilled nursing, and hospice are paid on a con-
tracted fee schedule with per diems or per visits amounts, or through a capitated per member per month flat fee.

Sign Applicant or Legal Guardian Signature Print Name Date (MM/DD/YYYY)
Here

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 are required to advise
you that personal information may be collected from persons other than you or other individuals proposed for coverage. An investigative consum-
er report may be made to help us obtain additional medical data from physicians or hospitals. ALL DATA CONFIDENTIAL: We are required by law
to keep such data confidential. It will be seen only by our employees and authorized agents. This data may in certain circumstances be disclosed
without your authorization. We may furnish such data to authorized federal or state agencies, consumer investigative service bureaus or others if
part of our standard business practice or required by law. 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 need your personal information amended, corrected or
deleted. If you wish to have a more detailed explanation of our information practices, please contact Customer Service.

CONDITIONS OF ENROLLMENT
| hereby apply for myself and/or my eligible family members for the medical coverage specified in the Contract between my Employer and Alliant.
| understand and agree the effective date of coverage will be governed by the stipulations of the Employer Group Application and the Group Health
Care Contract & Execution sheet under which this application is made. | understand membership will continue according to the terms of the contract
between my Employer and Alliant. | hereby authorize my Employer to periodically deduct any charge due from me hereunder and to remit same to
Alliant along with any contribution due from the Employer. | understand and agree that Alliant reserves the right to change the premium charges
due for this coverage and to increase or decrease the benefits by giving sixty (60) days written notice to my Employer.

MEDICAL INFORMATION RELEASE AUTHORIZATION
PURPOSE: By signing this form, you will authorize the disclosure and use of the Protected Health Information described below for pre-enroliment
underwriting or risk-rating of health insurance coverage for you, or to determine your eligibility for enrollment or benefits under a health plan.
INFORMATION ALLIANT WILL USE and/or DISCLOSE: My dependents and | authorize any physician, medical or health care practitioner, hospital, clin-
ic, veterans administration facility, other medical or medically related facility, third party administrator, Pharmacy Benefit Manager, insurance, HMO
or reinsuring company, employer or the Consumers Reporting Agency having information regarding myself and my dependents, including informa-
tion concerning advice, diagnosis, treatment and care of the physical, psychiatric, mental or emotional conditions, drug, substance or alcohol abuse,
illness and copies of all hospital or medical records, non-public personal health information, and any other non-medical information to share any
and all such information with Alliant, its reinsurer or its legal representatives, and its affiliates.

Please initial below:
The information obtained by use of this authorization may be used by Alliant to determine eligibility. | declare that all statements and infor-
mation made herein are complete and true to the best of my knowledge.

Any information obtained will not be released by Alliant to any person or organization except to reinsuring companies, or other
persons or organizations performing health care operations or business or legal services in connection with any enrollment, claim or as may be
otherwise lawfully required, or as we may further authorize. If a Consumer Reporting Agency is used, | (we) may request to be interviewed in connec-
tion with the preparation of the report and | (we) may request a copy of the report.

Once personal and health (including medical, dental and pharmacy) information is disclosed pursuant to this authorization it may be redis-

closed by the recipient and the information may not be protected by federal and state privacy requirements.

EXPIRATION AND REVOCATION: A copy of this authorization is available to me or my legal representative upon writtWWWWen request. A pho-
tographic copy of this authorization shall be as valid as the original. This authorization shall be valid for two (2) years from the date below. | have
the right to revoke this authorization at any time. To revoke the authorization, | understand that the revocation must be in writing to Alliant Health
Plans, that it will not apply to information already released, that a revocation may adversely affect my enrollment, a claim or a pending insurance
action, and the revocation will become effective after it is received by Alliant.

Sign Applicant or Legal Guardian Signature Print Name Date (MM/DD/YYYY)
Here
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HEALTH PLANS

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:

o Qualified interpreters

o Information written in other languages

If you need these services, contact Customer Service at (800) 811-4793.

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.

Language Assistance

English

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-811-4793
(TTY: 711).

Espafiol (Spanish)
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al 1-800-811-4793
(TTY: 711).

Tiéng Viét (Vietnamese)
CHU Y: Né&u ban néi Tiéng Viét, c6 cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s6 1-800-811-4793 (TTY: 711).

et30{ (Korean)
FOl: 3t 0| E AFESIA|= 42, A X| A MHIAE 222 0|54 4= UEL|CH 1-800-811-4793 (TTY:
711)H O 2 Fols FAMA| h 2.

%83 (Chinese)
R REEHER T BB EGE SRR - 5550 1-800-811-4793 (TTY : 711) -
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J1%R1dl (Gujarati)
YUall: A dR Al clledl &, Al [A:ges ettt Usla Al dHIRL HER2 Guasd B. §lot 5 1-

800-811-4793 (TTY: 711).
Francais (French)

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-
811-4793 (ATS : 711).

AMCT (Ambharic)
MAFMA: PMG4F 7% ACT NPT OFCFIR ACBF SCEFTI NIR ALTIHPF T+HIETPA: ML M N+AD €A
220k 1-800-811-4793 (AATF A+ATTF@-: 711).

&4t (Hindi)
©IT & ITE 3T Rt sty € A 31T9eh foIT o & 179 HTIATT YaTW 3UeTetr 8| 1-800-811-4793 (TTY: 711) TR il
A

Kreyol Ayisyen (French Creole)
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele 1-800-811-4793 (TTY: 711).

Pycckun (Russian)
BHUMAHMUE: Ecnu Bbl FOBOPUTE HA PYCCKOM A3bIKE, TO BaM AOCTYNHbI 6ecnnatHble ycnyr nepesoga. 3soHuTe 1-800-
811-4793 (teneTtaiin: 711).

4w 2l (Arabic)
axall Cila o8 5) 800-811-4793-1 by Joil laally Sl il 55 4y salll s2e Lsal) ciladd (o Aalll QY Caaai i€ 1) 1ida pala
(T11TTY) aSil
Portugués (Portuguese)

ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-800-811-4793 (TTY:
711).

4 (Farsi)
L2l (e pal 8 Led (o) 801 ey (L) gt i€ o SER B L) 42 S Aa s
A sa (bl 1-800-811-4793 (TTY: 711)
Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung.
Rufnummer: 1-800-811-4793 (TTY: 711).

HAEE (Japanese)

AEEIE: BREBZEINDSIGE. BHOEEXEZ CFAWZI+£T, 1-800-811-4793
(TTY:711) £T. BBEEICTTHERKCIZELY,
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