Small Group Employee Enrollment Application Empjre (3

BLUECROSS BLUESHIELD

An Anthem Company

The employee who completes this application is solely responsible for its accuracy and completeness. Be sure to answer all questions and to sign
and date your application. Please complete in black ink only.
Section A: Employer and Employee Information

Employer name

Employment status Date of hire (MM/DD/YYYY) Date waiting period begins (MM/DD/YYYY)

O Full-time O Part-time O Retired I I

Employee home address - Street and PO Box if applicable City County State | ZIP code
Primary phone no. Employee email address

By providing my email address | agree to get information about my benefits by email, including my Evidence of Coverage, explanation of benefits and
other information. These emails may include specific details about me and my plan. | know | can change my mind at any time and request a free copy of
specific materials by mail by going to www.empireblue.com or calling Member Services.

Application type — select one: [0 New enrollment [0 Open enroliment [0 COBRA [ Rehire date: (MM/DD/YYYY) / /

Language choice (optional): [ English O Spanish O Chinese [ Korean [ Other — please specify:
Select qualifying event for special enroliment by employee, spouse or dependent child.
O Mandatory Right of Election to continue Dependent coverage through age 29 (qualified dependents only)

Loss of coverage in other group plan due to:

[ Loss of dependent child status [0 Reduction in hours O Gain or become a dependent via marriage, birth or adoption
[ Death of spouse [0 COBRA/ State continuation is exhausted [ Loss of or become eligible for Medicaid or Child Health Plus
O Employer ends plan contributions O Employment termination

O Other group plan ends O Legal separation, divorce or annulment

Select qualifying event for COBRA:

[ Death of subscriber O Employee becomes eligible for Medicare [ Divorce or legal separation from subscriber

O Employment termination [0 Reduction in hours O Loss of dependent child status

Section B: Employee and Dependent Type of Coverage and Coverage Information — Complete this section for you and dependents to be
covered. All fields required. Attach a separate sheet if necessary.
Enrollee Employee/Subscriber Spouse/Domestic Partner |Dependent* Dependent*

Social Security no.!

Birthdate (MM/DD/YYYY)

Last name

First name, Middle initial

Sex O Male O Female O Male O Female O Male O Female O Male O Female
Check all that apply: O Domestic Partner O Young adult? O Young adult?
*Enter dependent’s

address, if different:

If your overage adult dependent is impaired, complete the NY Handicapped/Dependent Form (HAC 506), which can be found at
https://www.empireblue.com/employer/forms/.

1 Empire BlueCross BlueShield (Empire) is required by the Internal Revenue Service to collect this information.
2 Your dependent between ages 26-30 may be covered if your employer has chosen this option or if you or your eligible dependent buy extended
coverage through age 29.

Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield
Association, an association of independent Blue Cross and Blue Shield plans.
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Employee name:

Social Security no.: / /

Medical Coverage

Enrollee

Employee/Subscriber

Spouse/Domestic Partner

Medical contract code

Enrollment status

O Enroll O Waive

O Enroll O Waive

Dependent

O Enroll O Waive

Dependent

O Enroll O Waive

Primary Care Physician
(PCP) name?®

PCP ID no.

Existing patient

OYes [ONo

OYes [ONo

OYes [ONo

OYes [ONo

Dental Coverage

Dental contract code

Enrollment status

O Enroll O Waive

O Enroll O Waive

O Enroll O Waive

O Enroll O Waive

Primary Care Dentist (PCD)
name?

PCD ID no.

Existing patient

OYes [ONo

OYes [ONo

OYes [ONo

OYes [ONo

Vision Coverage

Vision contract code

Enroliment status

O Enroll O Waive

O Enroll O Waive

O Enroll O Waive

O Enroll O Waive

Section C: Prior and Other Group Coverage

Is anyone applying for coverage currently eligible for Medicare? O Yes O No If yes, give name:

Medicare ID no. Part A effective date Part B effective date  |Medicare eligibility reason(select all that apply)
(MM/DDIYYYY) (MM/DD/YYYY) O Age 0O Disability
/ / / / O ESRD: Onset date (MM/DD/YYYY) / /
Medicare Part D ID no. Medicare Part D Carrier Part D effective date (MM/DD/YYYY)
/ /
Is anyone applying for coverage covered by other health insurance? O Yes O No If yes, please provide the following:
Coverage . .
Name of person covered Type Insurer . Dates (if applicable)
(Last, First, M.L.) (select one) t(hse'e“ all | Insurername | ohe o, | Policy ID no. (MM/DD/YYYY)
at apply)

O Individual | Health Start: / /

O Group O Dental End: / /

O Medicare | Orthodontia

O Individual | Health Start: / /

O Group O Dental End: / /

O Medicare |0 Orthodontia

O Individual | Health Start: / /

O Group O Dental End: / /

O Medicare |0 Orthodontia

O Individual | Health Start: / /

O Group O Dental End: / /

O Medicare | Orthodontia

3 To select a PCP and/or PCD, visit our website at www.empireblue.com/find-doctor. If your Empire benefit plan requires you to pick a PCP and/or PCD
and you do not select one, we will assign one to you. You will be able to change to another PCP and/or PCD by contacting us.

SG_OHIX_NYBCBS_MED_EE 0120

NYBCBS_SG_MED_EEAPP-A 1-20

Page 2 of 3



Employee name: Social Security no.: / /

Section D: Terms, Conditions and Authorizations — Please read this section carefully before signing the application.

In signing this application | represent that: | have read or have had read to me the completed application, and | realize any false statement or
misrepresentation may result in loss of coverage. | certify each Social Security Number listed on this application is correct.

As an eligible employee, | request coverage for myself and eligible dependents listed and authorize my employer to deduct any required contributions
for this insurance from my earnings. | understand all benefits are subject to conditions stated in my employer's Group Contract and my Evidence of
Coverage.

Special Enrollment Rights — Medical Coverage Only. If you declined enroliment for yourself or your dependent(s) (including a spouse) because of
other group health plan coverage, you can enroll yourself and your dependent(s) in this plan if you or your dependent(s) lose eligibility for the other
group health plan due to any of the following: termination of employment; termination of the other group health plan; death of your Spouse; legal
separation, divorce or annulment; reduction of hours of employment; employer contributions toward the group health plan were terminated; or a child
no longer qualifies for coverage as a child under the other group health plan. You must request enrollment within 31 days after the other coverage
ends (or after the employer contributions ends).

You may also enroll 31 days from the date your exhaust COBRA or state continuation coverage. In addition, if you have a new dependent as a result
of marriage, birth, adoption or placement for adoption, you may enroll yourself and your dependent(s) starting on the date of birth if you request
enrollment within 60 days after the birth, adoption or placement for adoption. Otherwise, coverage begins on the date we receive notice of the birth or
adoption, provided you pay additional premium when due.

If you get married while covered, you can add your Spouse effective on the date of your marriage if you tell us within 31 days. You, your Spouse or
child can also enroll within 60 days of the occurrence of the following circumstances: You or Your Spouse or Child loses eligibility for Medicaid or
Child Health Plus; or You or Your Spouse or Child becomes eligible for Medicaid or Child Health Plus.

Health Savings Account: If you want to establish a Health Savings Account (HSA) with an HSA-compatible health plan, a bank needs to act as the
HSA financial custodian. By signing below you hereby authorize the financial custodian to provide Empire with information about your HSA, including
account no., account balance and information about account activity. You may revoke this authorization at any time in writing.

INSURANCE FRAUD STATEMENT: 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 five thousand dollars and the stated value of the claim for each such violation.

Applicant signature Today’s date (MM/DD/YYYY)
X / /

Company officer signature Today’s date (MM/DD/YYYY)
X / /

Printed name Group no.
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Get help in your language  Empire @@

BLUECROSS BLUESHIELD

Language Assistance Services An Anthem Company

Curious to know what all this says? We would be too. Here’s the English version:

If you need assistance to understand this document in an alternate language, you may request
it at no additional cost by calling the Member Services number (855-748-1806). (TTY/TDD:
711)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If
you need a copy of this document in an alternate format, please call
the Member Services telephone number on the back of your ID card.

Spanish
Si necesita ayuda para entender este documento en otro idioma, puede solicitarla sin costo
adicional llamando al numero de Servicios para Miembros (855-748-1806). (TTY/TDD: 711)

Albanian

Nése ju nevojitet ndihmé pér ta kuptuar kété dokument né njé gjuhé tjetér, mund ta kérkoni pa
kosto shtesé duke telefonuar né numrin e shérbimeve pér anétarét (855-748-1806).
(TTY/TDD: 711)

Arabic
lead a8 Jlai¥) DA (e ddlia) 4815 () 50 3ac bl calla cliais (s Al Al anid) 13 agdl Bacluall I Canial) 13
(711 :TDD/TTY) .(855-748-1806) clacd)

Bengali

236 779 e 22 o YRFFH @RE SO IM ATaE TRFOR TIB 2T, SRE
(FIET AMofFE AFE "GT 0 AFHAT 99 (855-748-1806)-(8 Fo IE A afod i@
FA@ @S| (TTY/TDD: 711)

Chinese
MR IR BN DE LSS — e = B REASI R » (0] DAREF T Rl & Ak 75 57 15(855-748 1
1806):5°K e &) - (TTY/TDD: 711)

French

Si vous avez besoin d’aide pour comprendre ce document dans une autre langue, vous
pouvez en faire la demande gratuitement en appelant les Services destinés aux membres au
numéro suivant : 855-748-1806. (TTY/TDD: 711)

Greek

Av xpelaoTeite forbeia yia va KaTavonoeTe TO TTAPOV Eyypago e AAAN YAWOo oA, UTTOPEITE va TN
(NTAOETE XWPIG TTPOOBETO KOOTOG KAAWVTAG TOV aplBuod Tou Tunparog Ymrnpeoiwv MéNoug
(855-748-1806). (TTY/TDD: 711)
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Haitian
Si ou bezwen éd pou konprann dokiman sa a nan yon 16t lang, ou kapab rele nimewo Manm
Sévis la pou mande asistans gratis nan nimewo (855-748-1806). (TTY/TDD: 711)

Italian

Se ha bisogno di assistenza per la comprensione del presente documento in un’altra lingua,
puo richiederla senza alcun costo aggiuntivo chiamando il numero dedicato ai Servizi per i
membri (855-748-1806). (TTY/TDD: 711)

Korean
CHE AOE 2 EAE O|ofStH7| flo ==20| 225t 42, F&7HH|E 10| 2|/ MH[A

=
H(855-748-1806)2 FM3tE Z0 3= 28Y = YSLICL (TTY/TDD: 711)

Polish

Jesli potrzebujesz pomocy w zrozumieniu niniejszego dokumentu w innym jezyku, mozesz jg
uzyskac¢ bez ponoszenia dodatkowych kosztow, dzwonigc do Dziatu Obstugi Klienta pod
numer (855-748-1806). (TTY/TDD: 711)

Russian

Ecnun Bam Hy)kHa noMoLLb, YTOObI NOHATL CoAepXaHNe HaACTOALLEro AOKYMEHTa Ha APYrom
A3blKe, Bbl MOXeTe GecnnaTtHo 3anpocuTb ee, NO3BOHMB B OTAEN 00CNYXMBaHUSA y4aCTHUKOB
(855-748-1806). (TTY/TDD: 711)

Tagalog

Kung kailangan ninyo ng tulong upang maunawaan ang dokumentong ito sa ibang wika,
maaari ninyo itong hilingin nang walang karagdagang bayad sa pamamagitan ng pagtawag sa
Member Services sa numerong (855-748-1806). (TTY/TDD: 711)

Urdu
)f*iw)bémgdéﬁcle-w;i)a}\fmu»‘wo@/)awﬁ@ﬁé%‘ﬁ‘ JS g i Ges e siae
O S S Gl A 50 (Sl SOS a8 s oxd dile Dlal Al el S8 al A S e
(711:TDD/TTY) (855-748-1806)

‘.

Yiddish
['"'7 [N |OY2A OV V'X LIV ,JNIOY VIWTIN [N 'K VIVAIZNT DYT [MOWIRD IX §7'0 UOINT I'N 2N
AWUNI VAT WANYN T 9N )IT VORP YIVOOojRY
(711:TDD/TTY) (855-748-1806)

It’s important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them
differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For
people whose primary language isn’t English, we offer free language assistance services through interpreters and other written

languages. Interested in these services? Call the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed to
offer these services or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint, also known as a
grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop
VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800(
537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available

at http://www.hhs.gov/ocr/office/file/index.html.

Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue
Shield Association, an association of independent Blue Cross and Blue Shield plans.
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