~ Excellus

Commercial Underwriting Package

Commercial health insurance coverage is available to employer, trust and association
groups, subscribers and dependents that meet the qualifications specified in 4235 (¢) (1) of
the New York State Insurance Law and the Underwriting Guideiines of Excellus Health Plan,
Inc, doing business as Excellus BlueCross Blue Shield (“Health Plan”).

The attached documents must be completed by an Employer enrolling in the Heath Plan’s
insurance.
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EXCELLUS SMALL GROUP ENROLLMENT UNDERWRITING CHECKLIST

All forms listed below should be completed in their entirety and signed by the decision maker at the
group.

1. New Business Group Information
2. Tax Returns and Business Documentation (See documentation requirements)

Note: For new businesses that have not filed their first NYS45-ATT, copies of the W-4 may be
submitted.

If you are submitting enrollment applications for partners or business owners not listed on the NYS 45-ATT,
then please submit one of the following:

 Partnerships: a copy of the most recent 1065 K-1 form for all partners showing 100% ownership of
the business.

» Sole Proprietors: a copy of the most recent Schedule C form.

e Corporations: a copy of the most recent 1120C, 1120E or 1120 form.

+ Charitable organizations: IRS form 990 is required unless exempt from filing tax returns from the
IRS, then a copy of the exemption is required.

Note: If a business with 2 or more employees has been in operation for less than one year, a copy of the DBA
certificate, partnership certificate, certificate of incorporation or other similar tax documentation verifying
the business is authentic.

3. Attestation Form — Must be signed for any newly hired employees, owners, partners or retirees not
listed on the NYS 45-ATT and all sole proprietors.

4, Group Enrollment Form — Must be completed and signed by each employee enrolling in coverage.
5. Waiver of Group Coverage Form — Must be completed by all employees not taking coverage.
7. Signed Rate Sheet for selected plan - Must be downloaded from RBA website. Go to download

forms page on RBA website and click on rate sheets link.

8. Eligibility Policy Form — Must be completed by all groups including sole proprietors.
9. Copy of a voided check from member firm
10. Company check payable to RBA for premium

Upon completion please email, fax or mail all forms along with credit card or check payable to RBA to:

Nina Shelton

Rochester Business Alliance

150 State Street

Suite 400

Rochester, NY 14614

Phone: 585/256-4644

Fax: 585/263-3679

Email: Nina.Shelton@RBAlliance.com



Excellus &
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Documentation Requirements:

» For groups with 2 or more employees:

1.

Each Employer with 2 or more employees must provide a copy of the most recent NYS45-
ATT-MN, with notations indicating eligible employees (those working a minimum of 20 hours
per week) and ineligible employees (part-time employees working fewer than 20 hours per
week, seasonal employees and other persons not eligible for health insurance).

Note: If the Employer's rules require a minimum of more than 20 hours per week in order to
be eligible for coverage (e.g., 30 hours), then the notations should be based on the
employer’s eligibility rule.

If there are any persons who are eligible for health insurance and are not listed on the
NYS45-ATT-MN, the Employer must provide the following forms of documentation to
demonstrate the person works at least 20 hours per week or is otherwise eligible for
coverage:
(i) Partnerships, a copy of the most recent 1065K-1 for each partner; OR
(i) Corporations, a copy of the most recent Schedule K-1 to Form 11208, or
Schedule F; or Form 1120 AND
(i)  The Attestation is always required for eligible employees not listed on the NYS45-
ATT-MN (e.g. retirees, new hires, COBRA/NYS extension). For a new business
that has not yet filed an NYS-45-ATT-MN, all employees must be listed on the
attestation.

If the employer group has been in existence for less than one year, it must provide a copy of
a DBA certificate, certificate of incorporation, business certificate or letter from the IRS
assigning a new business its EIN number.

» For persons in business alone (sole proprietors with no employees).

1.

If the employer group has been in operation for MORE than one year, it must provide a copy
of one of the following tax forms: Schedule C, Schedule F or W-2.

If the employer group has been in operation LESS than one year, it must provide a business
certificate, a DBA certificate, OR similar tax documentation that the business is authentic and
in operation.

Each employer must provide a signed Aftestation to attest that the sole proprietor works at
least 20 hours per week in the business.

If applicable, a copy of the most recent NYS-45-ATT-MN. If the sole proprietor does not file
an NYS-45-ATT-MN, a copy of a pay stub, estimated tax form or other documentation of
active employee status will be accepted.



Excellus

Section One: General Group Information

1.

2.

3.

4.

10.

11.

12,

13.

Group name or DBA name, if applicable:

Legal entity name, if different than group name:

Name of owner/partners:

Physical location of employer:

Mailing address of employer (if different than physical address):

Information for contact person at employer group:

Name Title Phone # Email Address

Description of business: SIC code: EIN/TIN #:

Type of group sponsor: {check one)

Employer Union Trustees of Fund Association Cther:

Organization type: (check one) State government ___ Local government ___ Church group
Nonprofit ___ Trust ____ Publicly traded organization Privately held corporation
Privately held non-incorporated Not-for-profit Other:

Is coverage obtained through a Chamber Trust or Association, including a Professional Society?
Yes ___ No__ {check one)

CTA Name Professional Society Name

Are you a subsidiary company? Yes ___ No ___ (check one)
If yes, list parent company name & address

Are you a parent company with subsidiary companies? Yes No {check one)

If yes, please attach a list of the related companies, the locations and the number of eligible employees working at
each location

Are there any other health plans in place for your group? Yes No {check one)

If yes, type of plan(s) Number of employees enrolled in this plan

PLEASE SUBMIT ALL REQUIRED UNDERWRITING DOCUMENTATION WITH THIS FORM

REFER TO SMALL GROUP ENROLLMENT CHECKLIST FOR REQUIRED DOCUMENTATION

New Business GIF Creation Date: 07/29/2011 Revision Date: 10/24/2011
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Section Two: Regulatory Information

14. Group Size Medical  Dental

a) Total number of employees at ali locations

b) Total number of eligible full-time & part-time employees at all locations

c) Total number of eligible retirees at all locations

d) Total number of employees enrolled due to COBRA/NYS Continuation at all locations

e) Total eligible employees: (@ = b + ¢ + d)

f} Employees working at other locations not eligible for the programs offered through our plan

g) Eligible employees declining coverage due to a valid waiver (please see instructions)

h) Retirees who are offered a Medicare Advantage or Retiree Health Plan group product NA

i) Net eligible employees for our health plan (i=e—-f—g—h)

j) Eligible employees enrolling in group products (excluding those enrolled in a Medicare
Advantage or Retiree Health Plan group product)

k) Group participation percentage (k = j + i)

15. Group size for federal Mental Health Parity and federal medical loss ratio reporting
average number of total employees, at all locations, for the prior calendar year

16. Do you employ any Vermont residents who work at employer locations in Vermont, including
telecommuters working from their home in Vermont? Yes No (check one)

If yes, please provide the number

17. Do you employ any other out-of-state residents who work at out-of-state employer locations
other than Vermont? Yes No {check one)

If yes, please provide the number

Signature: The undersigned certifies that, to the best of my knowledge and belief and under penalty of pétjury, the
information listed above is true and complete, including the number of persons proposed for coverage who work at least the
minimum required hours per week,

Signature of Member Firm Administrator Date Fax Number or Email Address

Signature of CTA Plan Administrator Date Chamber, Trust Association Name

New Business GIF  Creation Date: 07/29/2011 Revision Date: 10/24/2011



Excellus

14, Group size

7his information is required for community rated and experience-rated groups to verify that the group meets the participation
requirements of the New York State Insurance Department and our health plan. If you are a community rated group,
questions 14 (a-e) pertain to the NYSID requirement to verify small group eligibility by reviewing the total number of eligible
employees within each group. Eligible employees are individuals who are eligible to enroll in your health plan(s) through alf
carriers.

a) Total full-time and part-time number of employees at all locations
* Enter the total number of all employees actively working at the employer group. This number should include fufl-
time, part-time and seasonal employees working at alf focations of the company. The owners and partners should be
- included. This is all active employees not just the employees eligible for coverage through your health plan.

b) Total eligible full-time and part-time employees

* This includes only those full-time and part-time individuals who are eligible to enroll in your heaith
plan through any of your locations. Do not list total employees, only those eligible for coverage.

» Include all individuals eligible for health insurance, including all owners and partners.

« Do not include full-time and part-time employees who have not met your new hire wajting period for
eligibility for health insurance.

» Do not include seasonal employees if they are not eligible to enrolf in your health plan, and/or have
not worked at least three months.

» Do not include union employees if coverage is offered directly through their union.

¢) Eligible retirees )
« Include those retirees who are eligible to enrolf in the same plan as the actives.
» Include those retirees eligible for Medicare Advantage or a retiree health plan specifically designed for
Medlicare eligible.
» If your group does not offer health insurance to retirees, please enter zero,
» Do not include spouses enrolled under their own name, e.g., Surviving spouses.

d) Individuals enrolled in your health plan due to COBRA/New York state continuation coverage
« Include any individuals who have experienced a qualifying event and have elected to temporarily
continue their health plan coverage and pay the premiums themselves. They may be entitled to
continue their coverage due to COBRA or New York state law.
» Do not include spouses or children enroffed under their own names, e.g., divorced spouses,
dependents enroffed in their own policy, such as a "voung adulft” option.

e) Total eligible employees calculation
o Add together lines b +c +d
« Total eligible employees should not be 0. If you believe 0 is correct, please contact your account
consuftant for assistance.

f) Employees working at other locations not eligible for our plan
» Include only those employees working at other locations not elfgible for insurance for our health plan.

g) Eligible employees declining coverage due to a valid waiver
» Spousal coverage through a commercial carrier or Tri-Care
» Coverage with a parent through a commercial carrier
* Retiree coverage through a former employer through a commercial carrier
¢ Coverage with Family Health Plus
+ Coverage with Medicare
« Coverage with Medicaid
» Coverage with Healthy NY
» Coverage with the Veterans Administration

New Business GIF  Creation Date: 07/29/2011 Revision Date: 10/24/2011
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h) Medicare-eligible retirees offered Medicare Advantage or another retiree health plan group

product.
» Include only those retirees offered Medicare Advantage or a retiree health plan specifically designed

for Medicare-efigible.
» Do not include retirees eligible for the plan the group offers to their active population.

i) Net eligible employees for our health plan
« Subtract lines f-h from line e; these are the eligible employees that will be used in the participation

calculation.
i) Eligible employees enrolling in our health plan
» Include only those eligible empioyees enrofed in our health plan. Do not include employees who are

enrolfed in other health plans.
Do not include retirees enrolled in a Medlicare Advantage or Retiree Health Plan group product

k) Group participation percentage
» Divide fine j by line i to calculate participation percentage.,

15. Group Size for federal Mental Health Parity and federal medical loss ratio reporting.

Question 15 pertains to the federal government's requirement to identify the average number of total employees within each
group for the purposes of mental health and substance abuse benefit determination and for medical loss ratio reporting.

Who qualifies as an employee?

 All individuals that you employ, regardiess of whether they are eligible for your health plan.

e Include full-time and part-time employees who have not met your new hire waiting period for
eligibility for health insurarice.

» Include part-time and seasonal employees, even if they are not eligible to enrolf in your health plan,

andy/or have not worked at feast three months. -
» Include union employees who are offered coverage directly through their union.

How do I calculate the average number of total employees?

» This is an average number of employees that you have employed on business days during the prior
calendar year, not the number of employees you employ today. This includes each full-time, part-time
and seasonal emplovee.

» For employers who were not in existence throughout the prior calendar year, please use the number
of employees you expect to employ on business days during the current calendar year.

16. Vermont residents working at employer locations in Vermont
» Include only employees who live and work in Vermont, including those who live in Vermont and

telecommute from their residence.
» Do not include residents of other states working or telecommuting from their home in Vermont.

» Do not include residents of Vermont who work at employer locations in New York.

17. Other out-of-state residents working at out-of-state employer locations other than Vermont.
» Include only employees who live and work out of state, including those who live out of state and

telecommute from their residence.
» Do not include residents of Vermont working or telecommuting from their home in Vermont.

» Do not include out-of-state residents who work at employer locations in New York.

6
New Business GIF  Creation Date: 07/29/2011 Revision Date: 10/24/2011



Excellus

Calendar Year Employer Contribution
(for calendar year coverage is effective)

Group Name

Coverage Effective Date

Contribution End Date

Contribution Effective Date

Please note: If your contribution amount/type changes you are required to notify the Heaith Plan of these changes.

Rate Tier: Premium Contribution Type:
o2 - Tier o Fixed $ amt.
o 3 - Tier o % of premium
o4-Tier

Other-please explain:

If your group's number of plan options per class exceeds three, please complete an additional form(s) or attach a

spreadshest with the coniribution details.

Class Names:

A001 - All Actives  A004 - Management
A002 - Hourly AGO0S5 - Non-Management

A003 - Salaried AQ006 - Union

Class Monthly Tier Contribution HSA/HRA Annual
5 . il
Name lan Qffering Sincle Subscriber & | Subsoriber & - C‘;g;'ﬁ;;*;jg i
g Spouse Child / Children Y

A007 - Non-Union R001 - Retired Non-Medicare Eligible
A008 - Full-Time R002 - Retired Medicare Eligible

A009 - Part-Time

Signature: The undersigned certifies that, to the best of my knowledge and belief, the information provided above is true and

complete.

Name / Signature of Group Contact

Person

Date

Phone Number Email Address

New Business GIF Creation Date: 07/29/2011 Revision Date: 10/24/2011
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Employer Contribution Instructions (page 3 of New Business Group Information Form):

Information regarding how you contribute to your eligible employees’ premium fs required for the medical loss ratio rebate
and o verify underwriting eligibility. A separate attachment is included to capture this information. If your plan’s contribution
strategy changed during the calendar year, you will need to complete a separate form for each change.

Class name

« If your contribution strategy differs by class, please list the employee class in this column and provide
the information for each class. The standard class names are fisted on the form, If it is not a
standard class, please indicate the class name in this section, If you do not have more than one class
of employees, or you contribute the same amournt to each class, you can indicate "All” in this columnn.
If your employer group has more than two classes of employees, you may need to complete a
separate form for the additional classes.

Plan ‘

s List alf of our plans you offer in this column. Include Dental, Medicare Advantage and retiree heaith
plan group products If offered. If your employer group exceeds the number of plans on the form, you
may need to complete a separate form for the additional plans.

Tier

» Complete the amount contributed toward each tier based on the number of tiers you have. Provide

the contribution information for the calendar year the coverage fs effective.

HSA/HRA contribution
* If you have an HSA or HRA attached to your high-deductible health plan, please include the monthly

amount you contribute to the deductible in this column for each class.

New Business GIF  Creation Date: 07/29/2011 Revision Date: 10/24/2011
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Attestation

, the

at

(Name) (Title)

(Name of Employer)

do hereby attest that: (Check one)

For groups with 2 or more employees. including businesses with only one emplovee who is eligible for

OR

health insurance coverage. Please list the individuals eligible for coverage who are not listed on the
NYS-45-ATT. Eligible individuals include partners or owners of the business if actively engaged in the
business, COBRA/NYS continuants, new employees, and retirees when it is the consistent policy of the
business to cover retirees.

The individual(s) listed below work at least 20 hours per week at the above-named Employer or are otherwise
eligible for coverage under a group health insurance plan to be issued by us. Include a notation for each person
indicating New Employee (E) with date of hire, Partner (P), Business Owner (B), Retiree (R), COBRA (C), or
other (O) with explanation.

. Sole proprietors. With respect to an applicant for coverage as a sole proprietor, the following individual works

at least 20 hours per week at the above-named Employer. If you are applying for coverage as a sole proprietor,
only one (1) name will be listed. :

1.

2.

9.

10.

I certify that, to the best of my knowledge and belief and under penalty of perjury, the information listed above is true and complete,
including that the persons proposed for coverage work at least 20 hours per week or are otherwise eligible for coverage.

I understand that 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 $5000 and the stated value of the claim for each such violation.

(Signature) (Date)

New Business GIF  Creation Date: 07/29/2011 Revisicn Date: 10/24/2011



Excellus @ GROUP ENROLLMENT FORM

P.O. Box 23999, Rochester, NY 14692 DO NOT USE - INTERNAL PURPOSES ONLY

A nonprofit independent licansea of ihe BlueCross BlueShield Association

Instructions on last pa

e. All Dates = mm/ddfyy PLEASE PRINT CLEARLY

mP!ease use blue or black ink, pfiﬁf one rperbox - VH“Subscnher Staius'

Group # " Subgroup # Class# l:l Active D Retired |___| COBRA |:| Cancelled
I:":”:”:“:”:“:“:' DDDD DDDD Please indicate reason for COBRA:
Employer Name D Left Employ/Retirement D Death of Spouse

D Divorce/Legal Separation D Dependent Reached Max Age
Association/Chamber Name (if applicable) _ D Loss of Student Status [:I Other

Effective Date COBRA Effective Date
Group Administrator Signature/Date DDDDDD DDDDDD
X Hire/Rehire Date Refired Effective Date

Dental Group # _—_j:”: Subgroup # I- [ ] l:“:l:”:“:”:l DDI:“:“:”:I

Was the employee subject fo a waiting perfod before enrolling in your emplayer health plan? D No D Yes

If yes, what was the start date: DDDDDD and end date DDDDDD

int o yer box: Check ap s :

BluePomt 3 Please check coverage type and person(s) to be covered:
[J Blue Choice 25 (BZ) choose 1 copay [ Medical [ single [ sub & spouse [ sub & dependent(s} {J family
[ Blve Choice 30 (BW) L1 $10 PCP / Specialist (EK) O Dental [ single [ sub & spouse [ sub & dependent(s) [J family

{1 $15 PCP / Specialist (EL)
[ Blue Point 2 $10 (EA) [ $20 PCP / Specialist (EM) Dental . )
O Blue Point 2 $15 (EB) ] $25 PCP / Specialist (EN) {1 Dental Blue Classic (DI) [J Dental Blue Opfions (DJ) [J Dental {DF)
O Blue Point 2 $20 {EC) [0 $15 PCP/ $25 Specialist (EC}

[J $25 PCP  $40 Specialist (EP)

[] $30 PCP / $50 Specialist {£Q)

[ $40 PCP I 860 Speciafist (ER}

hereasonfo ro cha —— -
|:| New Hire D COBRA D Ret[rement D Loss of Coverage ' l:‘ Domestic Partner
D Open Enrollment |:| Address/Phone Number D Last Name D Age 65+ D Remove Dependent D Change in Student Statﬁs
[ ] Medicare Eigible / Please incicate reason for Medicare eligitilty: | _| Newbom |_| Disabilty [ ] End Stage Renal Disease
D Add Dependent/ Please mdlcate reason for adding dependent: D Adoption |:| Marriage D Marital Status Change

' ’Subscnb'ers Flrst Naﬁ'le

FMEE%DDDE%%QDDDDDDD DDDDDDDDDDDDDD
00 OO 000 O 0

Q@%EQ@DEDDDDDUDGE %QQEEDDDDDDDDDD
OO0 (OO O0000000]

[ ves[ I [ ves[ I no

FAP-102E (9/10) 20120E Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group



Mailing Address Apt or Suite

DDDDDDDDDDDDDDDDDDDDD DDDDDEI

CROOOOOrooronn ot
00000 o000 0o o000

I R T e S
Marital Status: || Single || Married || Legally Separated || Divorced Marial Status Event Date [_J|_J_JL_Il_J|_|

Medicare Number {if applicable) Part A Effective Date Part B Effective Date

DDDDDDDDDI_MT 0] IO
L dlcare eligible due D pleaseucheck type of dialysis: D Self administered |:| Facilitated Date started DI:”:”:N:”:I

P e

Have you, your spouse or any enrolled dependent had other coverage within the last 63 days? Health? DNO DYes I Dental? D No |:| Yes
If answering “Yes", are you keeping the additional health and/or dental coverage? Health? D No D Yes /Dental? D No D Yes

Who did the other plan cover? I:‘ Self Spouse D Children
Cther insurance carrier name:

Other insurance name of policyholder:
Policy ID Number: Effective Date Termination Date

LI L T N I O I I

“Please dlc“afe“w};ogls.g yeing cancelled-and the reason for cancellation {reason listifig on page..

Subscriber |__] Medical|_] Dental / Reason DateDDD ]DD
Dependent {list each dependent in section 7)|:| Medical D Dental / Reason Date DDDDDD

Subscriber's Last Name ~ Subscriber's F|rst Name )

CELECCoorron (PR
%QE%EQQEDWWWD SENENNENEaRRE
%@Eﬂ!e—ll [ QG;YDHQSEEDDDDDDDDDD
oo HCOOO0O T
D Yes I:l No D Yes[:] No

I\%lwl:r:?ae:;l:mberﬁﬁé DDD ‘&fi:.ie;ét:@:@e DI___”:Palllrt:BIEﬁechviE;nl%ni:s o

L L L] DDDI_H_\D [_II_IDDDD

Any person who knowingly and with intent to defraud any insurance company or other person files an appllcatlon Tor nsurance 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. | have thoroughly read, understand and agree to comply with the terms of the
Release on the back.

Subscriber Signature Date

FAP-102E (9/10) 20120E Return Original fo Excelfus BlueCross BlueShield, at above address — Copy: Employer Group



Excellus @ GROUP ENROLLMENT FORM

PO, Box 22899, Rochester, NY 14652 DO NOT USE - INTERNAL PURPOSES ONLY

Anonprafit independentlicensee of the BiueCrass BlueShie'd Association

PLEASE PRINT CLEARLY

ons on Iast pa

bk h per 0“30%& coveredmmv =
Subscnber S Last Name Subscnbers

EEEQEQDDDDDDDDDD%&E%EL [ IDDDDD
L oo o S oo
%EEEEDDDDDDDDDHH%EEEEDDDDHMUHUM
EiERERNRERERREeElissEizsEaEETRae
[ ]ves[ Ino [ Tves[ Ino

[ ] Male Date of Birth Social Security Nurmber s your over-age dependent hacicapped o isaeg? [ ] Yes
e T e o ooy e et [
College/University Name aﬁctidl IG_jiEnloﬁateD ICiledl%Jurs
%EE%QDDDDDDDDDDD%gggEDDDDDDDDDD
NiEsEeNRERERNRNGluissREnE=amazas
[ Jves[ Ino [ ]ves[ ]

[ ]Male Dateof Bith Social Security Number ls your over-age dependent handicapped or disabled? || Yes

D Female Dl:”:”:“—l_l [_"——”:H_“_H:“:”:ID {See last page for additional informafion) |:| No

Is Dependent a full time student? I:] No Yes If yes, please indicate college/university name:

College/University Name Expected Graduation Date  Credit hours
IO JOI00 O

Dependent's Last Name Dependent's First Name

DDDDDDDDDDDDDDDDDDDDDDDDDDDDDD

Primary Care Physician's Last Name Primary Care Physician’s First Name

QQQFDDDDDDDDDDHI%P@QDDDDDDDDDDD
yn's Last Name yn's First Name

OO OO0 OO OO0

Are you a Previous Patient of PCP? Are you a Previous Patient of Ob/Gyn?

D YesD No DYesD No

|:| Male Date of Birth Social Security Number Is your over-age dependent handicapped or disabled? D Yes

D Female DDDDDD DDD DD DDDD {See last page for additional information) |:| No

Is Dependent a full time student? No Yes Ifyes, please indicate college/university name:

College/University Name Expected Graduation Date  Credit hours

| eI Ok

FAP-102E (9/10) 20120E Return Original to Excelius BlueCross BlueShield, af above address — Copy: Employer Group



Instruction Page

Reason for Enroliment/Change: Check the appropriate action in the space provided. An event is a speific occurrence, due to change in status,
marriage, divorce, birth or adoption, group’s anniversary date, or rate change. Your request must be received within 30 daxs of the event date. Please
see your Group Administrator/Representative for events that fall outside the 30—d?jy period. If New Hire, Open Enrollment, Add/Remove Dependent or
Loss of Coverage, you must also check coverage fype and persons to be covered, and Dependent Information section.

Cancel Request .
To process a Subscriber or Dependent cancellation, please use the Membership Cancellation Worksheet - OR -

To Cancel an Employee/Subscriber using the To Cancel a Dependent using the
Group Enrollment Form: Group Enroliment Form:
» check Subscriber box » check Dependent box
> check Products to be cancelled (Medical, Dental) > check Products to be cancelled (Medical, Dental)
> indicate Cancelfation Date in space provided > indicate Cancellation Date in space provided
> complete Subscriber Information ¥ complete Subscriber Informafion
» complete Dependent Name and Dependent Birth date
Cancel Subscriber Reasons . Cancel Dependent Reasons
Leit Employer/No Longer Eligible COBRA End Date Marriage — when permitted by law  COBRA Begin Date
Commercial Subscriber Request Dependent Over Age Subscriber Request
COBRA Begin Date Subscriber Deceased Deceased Divorce
COBRA Handicapped/Disabled Date Spouse's Insurance Ineligible Student Medicare
Transfer to Tradifional edicaid
Transfer to HMO Medicare
Transfer to POS

COVERAGE TYPE All products may not be applicable to your emplover group. Please check with your Group Administrator/Representative.
SUBSCRIBER I you or your dependents are Medicare eligible, complete the questions regarding Medicare Coverage.

FAMILY MEMBER INFORMATION If there are more than four dependents please use an additional form.
QUALIFIED GUIDELINES:

»  Alegal spouse (an ex-spouse is not a qualified member as of the divorce date)
> Must be under the eligible child age for your employer group:
- natural, adopted or stepchild

> Other: Plea?e cantact your Group Administrator/Representative for the appropriate form. These dependents have additional eligibility
requirements.

Dependents pending adoption, for whom you are the legal guardian, andfor a handicapped or disabled dependent who is over the
dependent age for your employer group.

RELEASE

» |l amapplying to enroll myself and my eligible dependents, if any, under the medical andfor dental contract.

> In the event that a premium contribution is required of me, | agree to pay the premium amounts applicable to the contract under which |

am covered. | authorize my employer fo deduct from my payroll such applicable amounts and to remit them to Excellus BlueCross

BlueShield.

If this application is made on behalf of a minor, the responsible party must complete the application.

By accepting this contract, | grant permission to Excellus BlueCross BlueShield to submit charges to and/or recover payment from any

other insurance carrier acting as my primary insurer.

> | authorize Excellus BlueCross BlueShield to request and receive medical or dental information regarding me or my covered dependents
from my healthcare practitioner or healthcare institution either orally or in writing and to use this information for providing coverage.
Providing coverage includes: processing claims, reviewing grievances or complaints involving care and quality assurance reviews of
care, whether based on a specific complaint or a routine audit of randomly selected cases. In the use of data for these purposes, we
may transmit personal information to third parties with which we contract, including pharmacy benefit managers, disease management
vendors or surveyors,

> | hereby represent that all information furnished by me hereon is true and complete to the best of my knowledge.

> Health Maintenance Organization (HMO) '
I understand that if | have elected a managed care product that all care, including hospital and physician care, must be provided or
arranged by the designated primary care physician.

> POINT OF SERVICE (POS)
| understand that the Point of Service (POS) coverage is comprised of the HMO in-network product and the BlueCross BlueShield out-of-
network product and that [ have applied for coverage under both. 1understand that the in-network benefit provides the highest level of
coverage under the plan.

» The certificate or contract for which application is being made may impose a waiting period of up to twelve {12) months for preexisting
conditions, subject to the provisions of applicable law including creditable coverage requirements. The certificate or contract document
will describe any applicable waiting periods.

GROUP EMPLOYER INFORMATION This section to be completed and signed by the Emﬁloy_er Group AdministratorfRepresentative.
Complete only the coverage section (Medical/Dental) that is applicable to the employee's request.
If you have any questions, please contact your Group Administrator/Representative.
Or, visit us af:
www.excellusbebs.com

vV

FAP-102E (9/10) 20120E Return Original to Excelius BlueCross BlueShield, at above address — Copy: Employer Group



Excellus

Waiver of Group Coverage

Company Name:

Employee Name: Date of Birth:

Please Check All That Apply:
[ 1 I'waive my employer's group health insurance coverage for myself and my dependents (if any).

[ 1 I waive my employer's group dental insurance coverage for myself and my dependents (if any).

Reason for Waiving Coverage - Please Check One:
[ 1 Covered through spouse’s employer [ 1 Covered through a parent's employer
[ 1 Under 65 Retiree covered by previous employer’s insurance program

[ ] Other Please specify:

Please Read and Sign Below:

In waiving coverage, | understand that | and/or my dependents may enroll under this plan in the future only as the
result of certain qualifying conditions. For example,

- Within 30 days of involuntarily loss of other group coverage
- At the time of my employer’s open enrollment.

Employee Signature: Date:

New Business GIF  Creation Date: G7/29/2011 Revision Date: 10/24/2011



Excellus

Eligibility Policy for New Employees

Group Name:

Group Number {If Assigned}:

Our Standard new hire waiting period for eligibility for health insurance is:
(Type of employee: salaried, hourly, etc.)

Date of Hire

First of the month following date of hire

First of month following 30 days of employment

First of month following 60 days of employment

First of month following 90 days of employment

First of month following 6 months of employment

First of month following 1 year of employment

Other

Must be approved by underwriting prior to submission

Our Standard rehire waiting period for eligibility for health insurance is:

Same guidelines as new hire
Date of rehire

First of the month following rehire
Other

Must be approved by underwriting prior to submission

Minimum hours per week that an employee must work to be eligible:

20 hours
25 hours
30 hours
40 hours

Note: Employer can determine full time status as stated above but may not be less than 20 hours.

The above policies have been submitted for business indicated above. Iunderstand that these policies are accepted and must
remain in effect for at least one full year before they are eligible to be changed.

Authorized Group Signature:

Date Signed: Date Effective:

10
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