National strength.
Local focus.
Individual care.

Excellus

A nonprofit independent licensee of the Blue Cross Blue Shield Association

FOR INTERNAL USE ONLY

HIOS ID#: 78124NY0900003-00
EC: 1JIK

Individual & Family Health Insurance Application/Change Form

e Please print clearly and complete all sections that apply to you
e Additional instructions are included

Section 1: Plan options Section 2: Pediatric dental coverage YES
(A) (B) ©
Plan Options Dependent Child Only Please answer the following questions:
Coverage to Age 29 (Only available if
(You may only you select a 1.) Have you obtained stand-alone dental coverage
select one) Standard plan that provides a pediatric dental essential health
option in column A. benefit through a NY State of Health-certified
If selected your stand-alone dental plan offered outside of the NY
child will be State of Health?
covered until age Yes CINo
21)
O Bronze Standard 2 no O no 2.) If yes, please provide the name of the company
HSA issuing the stand-alone dental coverage
If no, we will provide you with coverage of the
pediatric dental essential health benefit.
e At an additional charge
Section 3: What do you need to do?
CIEnroll in a new plan [JAdd dependent(s) to current coverage [JCancel coverage
[JChange current coverage [JRemove a dependent [OName or address change

Section 4: If enrolling in a new plan, who do you need coverage for?
[JSelf Only [JSelf & Child (ren) [JSelf & Spouse/Domestic Partner

Effective Date: __ /  /

CIFamily CChild Only
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Section 5: If canceling coverage, who are you canceling coverage for?
[JSelf Only [JSelf & Child (ren) [JSelf & Spouse/Domestic Partner CFamily JIChild Only

Cancelation Date
Why are you canceling coverage?

[JSubscriber’s request [Coverage through spouse CIDivorce [ODeceased [OMedicare/Medicaid or other
coverage

Section 6: Special Enroliment Period
If you are applying outside of the annual Open Enroliment Period, please check one of the events below that applies to you. The

Special Enroliment Period begins on the date of the event checked and continues for 60 days.

CLoss of coverage  [OMarriage [Birth [DJAdoption [ODomestic Partnership [ODeath [OPregnancy [1Domestic Violence
JA move in or out of service area [1Divorce, annulment or legal separation [Dependent reaches maximum age of coverage
[OChange to new employer that does not offer insurance [1Change in employment status [1Other

Date of Event

Section 7: Your Information (REQUIRED)
Subscriber ID#

Last Name First Name MI (For changes and cancellations)
Social Security #** Birthdate /| Sex:M F

Street Address City State Zip
Billing Address (if different) City State Zip

Would you like to receive emails about health & wellness? Yes No

Phone Email

Section 8: Third party administrator must complete this section (Broker, Agent, Internal Sales, and Certified
Application Counselor (CAC) — If a broker, license # for the agency must be completed to be eligible for commission)

Name of Broker/Agent/CAC/Person assisting

Agency Name (if applicable)

Agency License # (if applicable)

Agency Tax ID (if applicable)

Section 9: Information about who you would like coverage for

[ISpouse [JDomestic Partner [Dependent Child [IDisabled Dependent Child [JChild Only (JOther
Sex:M F Birthdate___ /__ [

Last Name (if different) First Name MI Social Security #**

Section 9: Information about who you would like coverage for
[ISpouse [JDomestic Partner [Dependent Child [IDisabled Dependent Child [JChild Only [JOther
Sex:M F  Birthdate___ /[

Last Name (if different) First Name MI Social Security #**
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[(OSpouse [1Domestic Partner [Dependent Child [IDisabled Dependent Child [Child Only CIOther
Sex:M F Birthdate___/__ [/

Last Name (if different) First Name MI Social Security #**

[(OSpouse [1Domestic Partner [Dependent Child [IDisabled Dependent Child [Child Only CIOther
Sex:M F Birthdate___ /__ [

Last Name (if different) First Name MI Social Security #**

[(OSpouse [1Domestic Partner [IDependent Child [IDisabled Dependent Child [Child Only CIOther
Sex:M F Birthdate___ /[

Last Name (if different) First Name MI Social Security #**

Section 10: Other coverage information (Must be completed — you may be contacted for additional information)
Are you or any member of your family enrolled in Medicare or Medicaid? (JYes [INo

If yes, are you keeping the coverage? (IYes [INo

If no, when will the coverage cancel? _ /_/

Policyholder’s name ID# Effective Date: __ / [/
Did the insurance cover (IInsured [Insured and family

Section 11: Release — You must sign and date this form to be eligible for health insurance.

Pursuant to federal rules that implement the Affordable Care Act, individual health insurance policies must be written on a
calendar year basis. This means that if your effective date of coverage is a date later than January 1 of that year, the initial term
of coverage for your policy will be for less than a full year and will end on December 31 of that same year. Please be advised
that all benefits and cost sharing under your policy, including the full annual deductible, apply to the partial year of coverage.

I acknowledge and agree that by signing this enrollment form and subsequently accepting services, I 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.

I understand that if I elect Exclusive Provider Organization (EPO) coverage, except in an emergency, all care must be provided
by medical providers who participate with the EPO and I will not receive benefits for care that I receive from providers who do
not participate with the EPO.

I have thoroughly read, understand and agree to comply with the terms of this Release 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
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Instructions for completing Individual & Family Health Insurance Application

Section 1

Column A — Select one plan option only

Column B — Select this option if you would like to purchase additional coverage for dependents age 26 — 29. Dependents will be
covered until end of the month the Dependent turns 30 years of age (cannot be selected in conjunction with a Child-Only plan)
Column C - Select a child only plan if you need coverage for a child or children up to age 21.

Section 2

Indicate whether you have stand-alone pediatric dental coverage through a NY State of Health plan or through a different
insurance company. If your coverage is through another company, please include the name of the company. If you indicate that
you do not have a stand-alone pediatric dental plan through a different insurance company; understand that we will
automatically enroll you in the medical plan you selected that includes pediatric dental care for an additional cost.

Section 3
Select the box that describes what you need to do regarding health insurance coverage.

Section 4
Select the box that describes who you need coverage for. Please complete section 7 if you select any box other than self only.

Section 5
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 6

There are certain life changes that make you eligible for a Special Enrollment Period (SEP) such as having a baby, getting
married or your coverage under another plan is ending. Select the event that applies to you and include the date of the event.
You may be required to provide documentation of certain events. *Please contact our dedicated Insurance Advisors at 1-888-
264-7792 for a list of documentation required.

Section 7

The entire section is REQUIRED to be completed by the subscriber. For child only plans, the parent or guardian’s information is
REQUIRED in this section.

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

Section 8

This section is to be completed by the Third Party Administrator who may be assisting you with your enrollment process. A third
party administrator can be an authorized agent or broker and to the extent permitted by the Federal and State law and
regulation, any other third party assistors. If you are not working with a Third Party Administrator, you can disregard this
section.

Section 9

Please include information about all the people for whom you would like coverage. Use an additional application if more than
five people need coverage. There are additional eligibility and documentation requirements for coverage of dependents noted
with an asterisk (*) below. Qualified guidelines for coverage include:

e A legal spouse*/domestic partner* (An ex-spouse no longer qualifies as of the date court documents are stamped and
filed with the court)

e Dependent under the age of 26 — Natural, adopted* or stepchild

e Child (ren) Only coverage is available for children up to age 21

e Disabled Dependents* over the dependent age

e Dependents by legal guardianship*

e *Please contact our dedicated Insurance Advisors at 1-888-264-7792 or visit our website Excellusbcbs.com for

information and any required form(s). Eligibility Requirements are outlined in the Member Contract.
** We are required to ask for your social security number in order to meet our reporting obligations under the Affordable Care Act.
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Section 10

Please include accurate information in this section. This could affect the processing of your application and/or claims. Medicaid is
a public aid program for those with a limited income. This is not the same as Medicare.

If you are Medicare eligible and enrolled in Medicare Part A and/or Medicare Part B, do not complete this application. Please
contact one of our dedicated Insurance Advisors at 1-888-264-7792 for the Supplemental Medicare Eligible Enrollment Form or a
Medicare Advantage plan enrollment application

YOUR PREMIUM PAYMENT MUST BE INCLUDED WITH THE APPLICATION

Please mail application and payment to:
Excellus BlueCross BlueShield

P.O. Box 22999
Rochester, NY 14692

If you have questions, please contact our dedicated Insurance Advisors at 1-888-264-7792
Learn about exclusive member benefits at ExcellusBCBS.com/FindAPlan
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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:
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, please refer to the enclosed document for ways to reach us.

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.
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Attention: If you speak English free language help is available to you. Please refer to the
enclosed document for ways to reach us.

Atencién: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted.
Consulte el documento adjunto para ver las formas en que puede comunicarse con nosotros.

EE: WREVH S, FATRONER O % 9% 38 = il
T2 LR B B SCPF DR HRERAT (3B 2 7 3K

BHuMaHue! Ecniu Bal pofiHOW A3blK PYCCKUIA, BaM MOryT 6biTb NpeAocTaBneHbl 6ecniaTHble
nepeBoaYecKue ycnyru. B npunoXkeHHOM JOKYMEHTe COAepXUTCS MHDOPMaLIMSl O TOM, Kak UMK
BOCMO/1b30BaTLCS.

Atansyon: Si ou pale Kreyol Ayisyen gen éd gratis nan lang ki disponib pou ou. Tanpri gade
dokiman ki nan anvlop la pou jwenn fason pou kontakte nou.

=30l FHR: S=0E MEStAIE B3R, F2 A0 &S &4 = JASLIL. g S8
S=E ENE EX 6MIDI gherLICh.

Attenzione: Se la vostra lingua parlata € l'italiano, potete usufruire di assistenza linguistica
gratuita. Per sapere come ottenerla, consultate il documento allegato.

YO "X XD DAYDWNXR 99N IXIOY YOOTNIXK PX AT UV 1R QMK DXTPIVNRDIX
JNIX U JTIIXRD 18 T DMIDIX WY DIVAIPKT JUAMYAM DI L IMYOYN

99 ;. I A IRAT ST YT IEE ORE AFHF Ty FRTO] STy @@ AT STOF
(TTSTIENST FATH Tels FA[aIR FE IS AN TG |

Uwaga: jesli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Patrz
zatgczony dokument w celu uzyskania informacji na temat sposobdw kontaktu z nami.

aaiell Wl 92l iy el @slio bl dugalll daclowodl OB (el @sll Gams cuS 13|t
L] Jguog)l @S @8 ,20) @as ol

Remarque : si vous parlez francais, une assistance linguistique gratuite vous est proposée.
Consultez le document ci-joint pour savoir comment nous joindre.

=S S Ably —w 1 e Sliws 330 io S Vb ) =S Wl 95 G g 95, I ST G
S Ao uglicws Sl —J S ugsy,b

Paunawa: Kung nagsasalita ka ng Tagalog, may maaari kang kuning libreng tulong sa wika.
Mangyaring sumangguni sa nakalakip na dokumento para sa mga paraan ng pakikipag-ugnayan
sa amin.

Mpoooxn: Av pIAGTe EAANVIKG UnopoUPE va 0ac NnpoopEPoUE BonBeia oTn YAWood oag
Owpedav. A&iTe TO Eyypago Nou E0WKAEIETAI yIa NANPOPOPIEC OXETIKA e TOUC OIABETIUOUG
TPOMOUG EMIKOIVWVIAG Madi Jac.

Kujdes: Nése flisni shqip, ju ofrohet ndihmé gjuhésore falas. Drejtojuni dokumentit
bashkélidhur pér ményra se si té na kontaktoni.
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