GROUP (Short Medical)
ENROLLMENT APPLICATION

[Print in black ink]

DATE OF EMPLOYMENT

EFFECTIVE DATE OF

COVERAGE

[~ New Enroliment
[~ Add Dependent
[~ Open Enroliment

Qualifying Event
(Select from below)
[ Marriage (License Req'd)
[~ Divorce (Decree Req'd)
[ Birth / Adoption

DEPT CODE

[GROUP NUMBER

A

COMPANY NAME

EMPLOYEE LAST

NAME

FIRST

Mi

EMPLOYEE

HOME

ADDRESS

[ Loss of Coverage
Creditable Coverage Cert. Req'd

[~ Other:

CITY

STATE

ZIP+ 4 CODE

= |

COVERAGE APPLIED FOR:

PPO:

HMO: [
Rx Plan:

HDHP:

HOME PHONE

BUSINESS PHONE

COu NTY:(Where you live)

EMAIL ADDRESS:

Do you wish to receive all member material by E-mail instead of hard-copy? YES[ NO

EMPLOYMENT STATUS:

[ Active | Leave of Absence
[ Retired[  Disabled

I_COBRA:Start Date:
Reason on COBRA:

WAIVER OF COVERAGE: Complete ONLY if Waiving Coverage

[ I waive medical coverage for: [ Self (and Dependents) [~ Spouse | Dependents

State Reason for Waiving Coverage:

COMPANY DIV/DEPT | — Hourly

| [ Salary

SIGNATURE

NOTE: Be sure to PRINT your full name in the top section

DATE

Complete the following on each person applying for coverage:

LAST NAME

FIRST

g

Ml | DATE OF BIRTH

|:| - -

Height:

P
L
O]SOCIAL SECURITY NO.
Y
E
E

Weight:

SEX[ MALE [ FEMALE |

[DISABLED?[~ YES[™ NO

LAST NAME

FIRST

Ml [DATE OF BIRTH

|:| - -

SOCIAL SECURITY NO.

Height:

Weight:

mwcoOovTwmw

SEX| MALE[ FEMALE

DISABLED?[ " YES| NO

LAST NAME

FIRST

MI | DATE OF BIRTH

|:| - -

SOCIAL SECURITY NO.

r— I O

Height:

Weight:

b

SEX|” MALE [ FEMALE |

Is this is a "Step-Child"?[ YES [ NO

[DISABLED?[~ YES[™ NO
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LAST NAME FIRST MI | DATE OF BIRTH
; DO
H
I'_ SOCIAL SECURITY NO.
D Height: Weight:
SEX|” MALE[ FEMALE Is this is a "Step-Child"q YES] NO |DISABLED?[_ YES[ NO
LAST NAME FIRST MI | DATE OF BIRTH
; DO
H
I'_ SOCIAL SECURITY NO.
D Height: Weight:
SEX[ MALE[— FEMALEl Is this is a "Step-Child"J YES| NO |DISABLED?[_ YES[ NO
Medical Information
HEALTH QUESTIONS: All of the following questions must be answered with respect to each person applying for coverage.
Answer YES or NO for each question
Yes No
[~ [ a.INTHE LAST 6 MONTHS — have you (or any eligible dependents) incurred claims in excess of $2,500?
< [ [ b.lsany person applying for coverage receiving treatment, taking medication or been advised of a
(Z) condition that will require attention IN THE NEXT 6 MONTHS?
o
(&} [ [ c.Has any person applying for coverage been diagnosed or tested for Acquired Immune Deficiency
5,’ Syndrome (AIDS) or AIDS related complex by a Physician or member of the medical profession?
[~ [ d.INTHE LAST 6 MONTHS - has any person applying for coverage been diagnosed or had treatment for
any of the following: Cancer/Tumor, Diabetes, Health/Blood/Vascular Disorder, Kidney Disorder, Liver
Disorder, Respiratory/Lung Disorder, Stroke, System Lupus/Multiple Sclerosis, Transplant of any kind?
COMPLETE THIS SECTION IF ANY QUESTIONS WERE ANSWERED “YES” IN SECTION A ABOVE
Condition/ L . Treatment Dates Name and Address of
Person Treated Diagnosis Medication Prescribed From To Attending Physician

If you need more room, please attach additional information to this application. Be sure to include YOUR full name in case it gets separated.

[LAST NAME FIRST MIDDLE
o T
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Will you or any dependents have any other medical insurance, including Medicare [ YES [ NO
Who is covered by this other insurance?[ Self [ Spouse [ Child(ren) Only [ Family

Are you eligible for Medicare? [~ YES [ NO Is your Spouse eligible for Medicare?[ YES [ NO
Part A / Effective Date I I Part A / Effective Date I I
Part B / Effective Date I - Part B / Effective Date

MEDICARE HIC#:

Is Medicare coverage related to end-stage renal disease? [ YES [ NO

DISCLOSURE ACKNOWLEDGEMENT: | understand that | am enrolling in a health care plan issued by Alliant Health Plans ("AHP")
that requires health care services be provided by participating providers. Failure to use a participating provider will result in
reduced coverage or no coverage for services that | receive, and | will be fully responsible for any and all costs not covered by
AHP. | have reviewed the list of participating providers which can be found on AHP's web site, www.AlliantPlans.com. | may also
verify provider status by contacting Customer Service at the number listed on my member ID card. | understand that 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 AHP 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 AHP 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 services in
accordance with a specific fee schedule; 4) Other ancillary services including home health, skilled nursing, and hospice are paid
on a contracted fee schedule with per diems or per visits amounts, or through a capitated per member per month flat fee.

ABBREVIATED NOTICE OF INSURANCE INFORMATION PRACTICES

PRIVACY ACT. Georgia State law establishes standards for the collection, use and disclosure of information gath-
ered 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 collect-
ed 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. 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 want any of your personal information to be amend-
ed, corrected or deleted. If you wish to have a more detailed explanation of our information practices, please contact
the Customer Service Department.

YOU MUST PROVIDE YOUR SIGNATURE HERE AND ON PAGE 4 TO BE CONSIDERED FOR COVERAGE

APPLICANT or LEGAL GUARDIAN'S DATE
SIGNATURE SIGNED
PRINT NAME

LAST NAME FIRST MIDDLE
o
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IF YOU ARE APPLYING FOR COVERAGE AND PORTABILITY RULES APPLY, PLEASE FURNISH PROOF OF
YOUR PRIOR COVERAGE (Creditable Coverage Certificate) WITH THIS APPLICATION

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 Health Plans (hereinafter referred to as the Company). | understand and agree
that 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 that
membership will continue according to the terms of the contract between my Employer and the Company. | hereby
authorize my Employer to periodically deduct any charge due from me hereunder and to remit same to the
Company along with any contribution due from the Employer. | understand and agree that the Company reserves
the right to change the subscription 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-enrollment underwriting or risk-rating of health insurance coverage for you, or to determine
your eligibility for enroliment or benefits under a health plan. INFORMATION WE WILL USE and/or DISCLOSE:
My dependents and | authorize any physician, medical or health care practitioner, hospital, clinic, 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 information 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 the Company, its reinsurer or its legal representatives, and
its affiliates.
* The information obtained by use of this authorization may be used by Alliant Health Plans to determine eligibility |
declare that all statements and information made hereon are complete and true to the best of my knowledge.
* Any information obtained will not be released by Alliant Health Plans 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 application, 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 connection 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 redisclosed 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
written requst. A photographic copy of this authorization shall be as valid as the original. This authorization shall be
valid for two (2) years from the date shown 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 application, a claim or a pending
insurance action; and the revocation will become effective after it is received by Alliant Health Plans.

YOU MUST PROVIDE YOUR SIGNATURE HERE AND ON PAGE 3 TO BE CONSIDERED FOR COVERAGE

APPLICANT or LEGAL GUARDIAN'S DATE
SIGNATURE SIGNED
PRINT NAME

[CAST NAME FIRST MIDDLE
o
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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)

» 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 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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https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Language Assistance
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de AlliantHealth Plans, tiene derecho a obtener ayuda e
informacionensuidioma sin costoalguno.Para hablar conunintérprete, [lameal (800) 811-4793.

Né&u quyvi, hayngudi ma quyvi danggitup dd, c6 cauhdivé Alliant Health Plans, quy vi s& cé quyén duwocgitp 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 2toi Al 2 201 QJICHA Flot= Jdedet cSHEEE Aot 02
HE U0 S = A= 2t JASUICH DEH S S AL2E 01 J10kI1 2160 A =(800) 811-4793 2 M SIS Al L.

MRE FREEEBPHHESER, ARNRFEASBMIER A TEAlliant Health Plans | FERIME, THEEFRELUGHEESIIEDMAR
o A IENER, FEERE (ELLEA T (800) 811-4793,
Aol (Aot YA ARl eHl HeE ot HUEAl Racatall A@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 co(t. 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, A 31U GRT YETAd HHU Sl Te bebd] oerdd &b Alliant Health Plans S SR H Uel € 0l 3MUD URA SO 11T H Hd H Fgryell
3R YT U IR BT HABR 81 HHd!T HTYNT I 1 R & T, (800) 811-4793 TR &I B |

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 entepret, rele nan (800) 811-4793.

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

bod odeedl 5 dasuroaabess |l FosuAlliant Health Plans « <is o8l Jriss) drosd gdis) dabgas ) dagdise! O duzs g wlicdlagasol &
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 falarcom um intérprete, ligue para (800) 811-4793.

\uﬁ)qﬁ\ ¢ Aﬁ‘ ;&H}_ﬂeu{;\ ‘.—""}‘;‘%’Aé—&(,ﬁ-‘ ¢ L)f\d-’JejJJ Alliant Health Plans¢ 2} (& duéﬁﬂcé‘w)‘ A‘JL._SJ da;ﬁdj‘l:d\ &\ ‘i“.—"’J.‘T'CJC}J Bl
Godas ) )l o€y s dinga! e (800) 811-4793. Gl 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 ZERMN ST WE LD, CHFEDEETHR— 22T
YU, BEREAFLEYTBEIENTEETT, HEEIIMY FEHA, BREBFINDIBA. (800)811-4793F THEFEL 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).

9.2017
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ENROLLMENT APPLICATION
[Print in black ink]
DATE OF EMPLOYMENT
EFFECTIVE DATE OF COVERAGE
GROUP (Short Medical)
DISABLED? 
n
YES 
n
NO
C
H
I
L
D
SEX
n
MALE
n
FEMALE
SOCIAL SECURITY NO.
LAST NAME
FIRST
MI
DATE OF BIRTH
DISABLED? 
n
YES 
n
NO
S
P
O
U
S
E
SEX
n
MALE
n
FEMALE
LAST NAME
FIRST
MI
DATE OF BIRTH
DISABLED? 
n
YES 
n
NO
E
M
P
L
O
Y
E
E
SEX
n
MALE
n
FEMALE
SOCIAL SECURITY NO.
LAST NAME
FIRST
MI
DATE OF BIRTH
Complete the following  on each person applying for coverage:
COVERAGE APPLIED FOR:
PPO:
HMO:
Rx Plan:
EMPLOYMENT STATUS:
Active
n
Leave of Absence
n
Retired
n
Disabled
n
COBRA:
COMPANY DIV/DEPT
Hourly
n
Salary
GROUP NUMBER
A
DEPT CODE
COMPANY NAME
EMPLOYEE HOME ADDRESS
CITY
STATE
HOME PHONE
BUSINESS PHONE
EMAIL ADDRESS:
ZIP+ 4  CODE
n
New Enrollment
n
Add Dependent
n
Open Enrollment
Qualifying Event
(Select from below)
n
Marriage (License Req'd)
n
Divorce (Decree Req'd)
n
Birth / Adoption
n
Other:
Height:
Weight:
Height:
Weight:
Height:
Weight:
 
I waive medical coverage for:
n
Self (and Dependents)
n
Spouse
n
Dependents
State Reason for Waiving Coverage:
EMPLOYEE LAST NAME
FIRST
MI
WAIVER OF COVERAGE: Complete ONLY if Waiving Coverage
DATE
SIGNATURE
HDHP:
Reason on COBRA: 
n
Loss of Coverage
Creditable Coverage Cert. Req'd
Is this is a "Step-Child"?
YES 
NO
NOTE:   Be sure to PRINT your full name in the top section 
SOCIAL SECURITY NO.
Do you wish to receive all member material by E-mail instead of hard-copy?
n
YES 
n
NO
Start Date:
COUNTY:(Where you live)
n
DISABLED? 
n
YES 
n
NO
C
H
I
L
D
SEX
n
 
MALE
n
 
FEMALE
SOCIAL SECURITY NO.
LAST NAME
FIRST
MI
DATE OF BIRTH
Medical Information
HEALTH QUESTIONS:
All of the following questions must be answered with respect to each person applying for coverage.
Answer YES or NO for each question
Yes No
n
 
n
 
a. IN THE LAST 6 MONTHS – have you (or any eligible dependents) incurred claims in excess of $2,500? 
n
 
n
 
b. Is any person applying for coverage receiving treatment, taking medication or been advised of a
condition that will require attention IN THE NEXT 6 MONTHS?
n
 
n
 
c. Has any person applying for coverage been diagnosed or tested for Acquired Immune Deficiency
n
 
n
 
d. IN THE LAST 6 MONTHS - has any person applying for coverage been diagnosed or had treatment for
any of the following:  Cancer/Tumor, Diabetes, Health/Blood/Vascular Disorder, Kidney Disorder, Liver
SECTION A
Weight:
Height:
LAST NAME
FIRST
MIDDLE
2 of 4
DISABLED? 
n
YES 
n
NO
C
H
I
L
D
SEX
n
 
MALE
n
 
FEMALE
SOCIAL SECURITY NO.
LAST NAME
FIRST
MI
DATE OF BIRTH
Weight:
Height:
Is this is a "Step-Child"?
n
YES 
n
NO
Is this is a "Step-Child"?
n
YES 
n
NO
Syndrome (AIDS) or AIDS related complex by a Physician or member of the medical profession?
Disorder, Respiratory/Lung Disorder, Stroke, System Lupus/Multiple Sclerosis, Transplant of any kind?
If you need more room, please attach additional information to this application.  Be sure to include YOUR full name in case it gets separated.
Person Treated
Condition/Diagnosis
Medication Prescribed
Treatment Dates
Name and Address of
From
To
Attending Physician
COMPLETE THIS SECTION IF ANY QUESTIONS WERE ANSWERED “YES” IN SECTION A ABOVE
GrpApplSh 1-2012
3 of 4
LAST NAME
FIRST
MIDDLE
APPLICANT or LEGAL GUARDIAN'S
DATE
SIGNATURE
SIGNED
PRINT NAME
YOU MUST PROVIDE YOUR SIGNATURE HERE AND ON PAGE 4 TO BE CONSIDERED FOR COVERAGE
DISCLOSURE ACKNOWLEDGEMENT: I understand that I am enrolling in a health care plan issued by Alliant Health Plans ("AHP") that requires health care services be provided by participating providers. Failure to use a participating provider will result in reduced coverage or no coverage for services that I receive, and I will be fully responsible for any and all costs not covered by AHP. I have reviewed the list of participating providers which can be found on AHP's web site, www.AlliantPlans.com. I may also verify provider status by contacting Customer Service at the number listed on my member ID card. I understand that 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 AHP 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 AHP 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 services in accordance with a specific fee schedule; 4) Other ancillary services including home health, skilled nursing, and hospice are paid on a contracted fee schedule with per diems or per visits amounts, or through a capitated per member per month flat fee.
Will you or any dependents have any other medical insurance, including Medicare
n
YES
n
NO
Are you eligible for Medicare?
n
YES
n
NO
n
Part A / Effective Date
n
Part B / Effective Date
MEDICARE HIC#:
Who is covered by this other insurance?
n
Self
n
Spouse
n
Family
Is your Spouse eligible for Medicare?
n
YES
n
NO
Is Medicare coverage related to end-stage renal disease?
n
YES
n
NO
n
Part A / Effective Date
n
Part B / Effective Date
Child(ren) Only
n
ABBREVIATED NOTICE OF INSURANCE INFORMATION PRACTICES
PRIVACY ACT
. Georgia State law establishes standards for the collection, use and disclosure of information gath-
ered 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 collect-
ed 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.
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 want any of your personal information to be amend-
ed, corrected or deleted. If you wish to have a more detailed explanation of our information practices, please contact
the Customer Service Department.
GrpApplSh 1-2012
4 of 4
LAST NAME
FIRST
MIDDLE
IF YOU ARE APPLYING FOR COVERAGE AND PORTABILITY RULES APPLY, PLEASE FURNISH PROOF OF
YOUR PRIOR COVERAGE (Creditable Coverage Certificate) WITH THIS APPLICATION
GrpApplSh 1-2012
CONDITIONS OF ENROLLMENT
I hereby apply for myself and/or my eligible family members for the medical coverage specified in the Contract between my Employer and Alliant Health Plans (hereinafter referred to as the Company). I understand and agree that 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. I understand that membership will continue according to the terms of the contract between my Employer and the Company. I hereby authorize my Employer to periodically deduct any charge due from me hereunder and to remit same to the Company along with any contribution due from the Employer. I understand and agree that the Company reserves the right to change the subscription 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-enrollment underwriting or risk-rating of health insurance coverage for you, or to determine
your eligibility for enrollment or benefits under a health plan. INFORMATION WE WILL USE and/or DISCLOSE: My dependents and I authorize any physician, medical or health care practitioner, hospital, clinic, 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 information 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 the Company, its reinsurer or its legal representatives, and its affiliates.
* The information obtained by use of this authorization may be used by Alliant Health Plans to determine eligibility I declare that all statements and information made hereon are complete and true to the best of my knowledge. 
* Any information obtained will not be released by Alliant Health Plans 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 application, claim or as may be otherwise lawfully required, or as we may further authorize. If a Consumer reporting Agency is used, I (we) may request to be interviewed in connection with the preparation of the report and I (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 redisclosed 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 written requst. A photographic copy of this authorization shall be as valid as the original. This authorization shall be valid for two (2) years from the date shown below. I have the right to revoke this authorization at any time. To revoke the authorization,I 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 application, a claim or a pending insurance action; and the revocation will become effective after it is received by Alliant Health Plans.
APPLICANT or LEGAL GUARDIAN'S
DATE
SIGNATURE
SIGNED
PRINT NAME
YOU MUST PROVIDE YOUR SIGNATURE HERE AND ON PAGE 3 TO BE CONSIDERED FOR COVERAGE
DATE OF EMPLOYMENT
undefined
undefined
EFFECTIVE DATE OF
COVERAGE
undefined
New Enrollment
Dependent Add
Open Enrollment
Marriage (License
Divorce (Divorce
Birth / Adoption
undefined
GROUP NUMBER
DIVISION
EMPLOYEE HOME ADDRESS
CITY
STATE
ZIP+ 4 CODE
HOME PHONE
undefined
undefined
BUSINESS PHONE
undefined
undefined
EMAIL ADDRESS
Other
Leave of Absence
Retired
Disabled
Cobra
Hourly
Salary
LAST NAME
FIRST
MI
DATE OF BIRTH
undefined
undefined
SOCIAL SECURITY NO
undefined
undefined
undefined
E SEX
undefined
DISABLED
DISABLED
LAST NAME
FIRST
MI
DATE OF BIRTH
undefined
undefined
SOCIAL SECURITY NO
undefined
undefined
undefined
undefined
undefined
DISABLED
DISABLED
LAST NAME
FIRST
MI
DATE OF BIRTH
undefined
undefined
SOCIAL SECURITY NO
undefined
undefined
SEX
SEX
COLLEGE STUDENT
DISABLED
DISABLED
Leave of Absence
I waive medical coverage for
Self (and Dependents
Spouse
Dependents
State Reason for Waiving Coverage [1]
LAST NAME
FIRST
MI
undefined
DISABLED
YES
undefined
undefined
undefined
undefined
undefined
State Reason for Waiving Coverage [2]
State Reason for Waiving Coverage [2]
State Reason for Waiving Coverage [2]
State Reason for Waiving Coverage [2]
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