PREMERA |
P.0. Box 3048, MS 737
Spokane, WA 99220-3048

Member Enrollment & Change Application

Use the Member Enrollment and Change Application form to apply for enrollment or drop dependents
from your plan. Please print as clearly as possible to avoid delays in processing your application.

Please keep in mind
e If any dependent has a different mailing address, please attach that information.

e If anychild over the dependent age limit is applying for coverage due to disability, please complete
and attach the Request for Certification of Disabled Dependent form.

e If any applicant has other coverage through another plan, including Medicare or Premera that will
remain in effect when your coverage begins, complete and attach the Other Coverage Questionnaire
form. If the form is not included, then it is assumed that no other coverage is in effect.

To find the Request for Certification of Disabled Dependent form and the Other Coverage
Questionnaire, go to:

e premera.com, scroll to the bottom of the page and click on forms.

e They will be underthe Enroliment and changes section.

Next steps

To help process your form, please make sure it's fully completed, signed, and returned with all
required information and documents (as applicablegl.

Submit your application one of two ways

Mail to: Email to:
PremeraBlue Cross Premeramembership@premera.com

PO Box 3048, MS 737
Spokane, WA 99220-3048

Questions?

Call:

800-722-1471 (TTY: 711)
Monday through Friday
5a.m. to 8 p.m. Pacific Time
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Mail to:

P.O. Box 3048, MS 737

Spokane, WA 89220-3048

www.premera.com

SMALL GROUP MEMBER ENROLLMENT AND CHANGE APPLICATION

General Information (group complete)

All fields are required

Group ID

Group name

Employee class/subgroup (as applicable)

Employee hire date

Enrollment reason

Enroliment reason date
[] Same as hire date

[] Other date

If COBRA, indicate number of months:

[ ]18 months [ ] 29 months [ ]36
months

Plan start date

Employee Information (employee complete)

All fields are required | Please indicate names as you would like them to appear on the ID card. (Limit of 26 characters including spaces)

Employee name (Last) (First) Phone Number Email address
Mailing address City State ZIP
Enroliment Information (employee complete)
All fields are required
Medical Plan choice Dental Plan choice (as applicable)
R Last Name First Name ST SRR Date of Birth Gender | Add | Drop Benefit Selection
Employee No.
[ ] Medical
Self 04 [ ] Dental
SSN is required for any member over the age of 44.
Primary Language Ethnicity — check all that apply (Optional)
I English [0 American Indian/Alaskan Native [ Native Hawaiian/Pacific [J Not Hispanic or Latino
[ Spanish L1 Asian Islander O White
] Other. [J Black African American L] Hispanic/Latino
ARSI Last Name First Name el SEE Date of Birth Gender | Add | Drop Benefit Selection
Employee No.
[] Medical
04 [ ] Dental
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Primary Language

Ethnicity — check all that apply (Optional)

1 English [ American Indian/Alaskan Native O Native Hawaiian/Pacific LI Not Hispanic or Latino
[ Spanish L1 Asian Islander I White
(1 Other [ Black African American L] Hispanic/Latino
RS (o Last Name First Name ST SEEI Date of Birth Gender | Add | Drop Benefit Selection
Employee No.
[ ] Medical
[ [ [ ] Dental
SSN is required for any member over the age of 44.
Primary Language Ethnicity — check all that apply (Optional)
I English [0 American Indian/Alaskan Native ] Native Hawaiian/Pacific [J Not Hispanic or Latino
[J Spanish 1 Asian Islander 0 White
(1 Other [ Black African American [] Hispanic/Latino
ERIERED LS Last Name First Name STEE SEE T Date of Birth Gender | Add | Drop Benefit Selection
Employee No.
[ ] Medical
04 [ ] Dental
SSN is required for any member over the age of 44.
Primary Language Ethnicity — check all that apply (Optional)
[J English [ American Indian/Alaskan Native [0 Native Hawaiian/Pacific I Not Hispanic or Latino
O] Spanish L1 Asian Islander I White
] Other. 1 Black African American L] Hispanic/Latino
SERIETEND i Last Name First Name ST SEEIn Date of Birth Gender | Add | Drop Benefit Selection
Employee No.
[] Medical
N N [ ] Dental
SSN is required for any member over the age of 44.
Primary Language Ethnicity — check all that apply (Optional)
[ English [0 American Indian/Alaskan Native [J Native Hawaiian/Pacific [J Not Hispanic or Latino
[ Spanish [J Asian Islander [0 White
[ Other [ Black African American [] Hispanic/Latino
Flbisilp e Last Name First Name el SRRy Date of Birth Gender | Add | Drop Benefit Selection
Employee No.

[ ] Medical
O | O 5 vental

SSN is required for any member over the age of 44.

Primary Language

Ethnicity — check all that apply (Optional)

1 English
1 Spanish
[J Other.

O American Indian/Alaskan Native
O Asian
O Black African American

O Native Hawaiian/Pacific

Islander
[J Hispanic/Latino

[ Not Hispanic or Latino
0 White
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Employee Signature

In applying for enrollment as indicated on this application, | declare that all of the information on this form is true and complete to the best of my knowledge. | also
declare that each person | am requesting enrollment for is eligible for coverage. | have also read and understand the provisions as stated in the Notices section of
this document. The changes on this form supersede all previous forms submitted.

Employee signature Datesigned __/ _____ /______

Please note: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company.
Penalties include imprisonment, fines, and denial of insurance benefits.

Notices

Premera Privacy Policy

We may collect, use, or disclose personal information about you, including health information, your address, telephone number or Social Security number. We may receive
this information from, or release it to, healthcare providers, insurance companies, or other sources to conduct our routine business operations such as: underwriting and
determining your eligibility for benefits and paying claims; coordinating benefits with other healthcare plans; or conducting care management, case management, or quality
reviews. This information may also be collected, used, or released as required or permitted by law.

To safeguard your privacy and ensure your information remains confidential, we train all employees on our written confidentiality policy and procedures. If a disclosure of
your personal information is not related to a routine business function, we will remove anything that could be used to easily identify you, unless we have your prior
authorization to release such information.

You have the right to request inspection and/or amendment of your records retained by us.
To view or print copies of our detailed Privacy Notice and other forms, please visit our website at premera.com. To have forms mailed to you, please call the number below.

Special Enroliment Rights

If you are declining enrollment for yourself or dependents because of other healthcare coverage, in the future you may enroll yourself or your dependents in this plan prior to
the next open enrollment period. To do this, you must have involuntarily lost your other coverage and we must receive your enrollment application within 60 days after your
other coverage ended. Additionally, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and
dependents, provided we receive your completed enrollment application within 60 days after the event, unless a different time limit has been specified in your benefit
booklet.

Late Enrollees & State Continuation of Coverage

A late enrollee is an individual or family dependent who did not enroll when first eligible for coverage under this plan. A late enrollee doesn't qualify as a special enrollee. If
you or your dependents are late enrollees, you may enroll during the next annual group enrollment period.

If you are enrolling under State Continuation of Coverage (COC), the eligible period of coverage cannot exceed 3 months

Required Social Security Number and Contact Email Address

Under the Affordable Care Act (ACA), all health plans must provide an IRS Form 1095-B to fully insured members starting in 2016. You'll need Form 1095-B to help you file
your taxes, much like your W-2.

If you have any questions about the information included in this notice, please call us at 1-800-722-1471.
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http://www.premera.com/

PREMERA | g

Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and written
information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free language services to
people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these
services, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the 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.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Ave 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. You can also file a civil rights complaint with the Washington State Office of the Insurance
Commissioner, electronically through the Office of the Insurance Commissioner Complaint Portal available at
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD).
Complaint forms are available at https:/fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al 800-722-1471 (TTY: 711).
AR OREERERE P G BIESE SRR - 552 800-722-1471 (TTY = 711) -
CHU Y: Néu ban néi Tiéng Viét, ¢o cac dich vu ho trer ngdn nglr mién phi danh cho ban. Goi s6 800-722-1471 (TTY: 711).
F: =0 E MBotAlE 2, A0 X HUIAE 222 0[80tA = YASLICH 800-722-1471 (TTY: 711) HIO 2 Matoh FAA L.
BHWMAHWE: Ecnm BbI roBOpUTE Ha PYCCKOM S13bIKE, TO BaM AOCTYMHbI BecnnatHble ycnyru nepesoga. 3soHute 800-722-1471 (teneTaitn: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711).
YBATA! fKL10 B/ PO3MOBAAETE YKPAIHCbKOIO MOBOIO, BU MOKETE 3BEPHYTUCA A0 HE3KOLITOBHOI C/TYKOM MOBHOT NiATPUMKMN.

TenedoHyiite 3a Homepom 800-722-1471 (teneTaiin: 711).
Ut 1IGusSMERSuNw Manisl wnSSwigsman INWESSSS WL SHMOGESUNUUTHSY GI 1030 §00-722-1471 (TTY: T11)4
AEZE  BAEZEINGGE, BHOSEIREZCARAVEETET, 8007221471 (TTY711) £T, BEEICTIEECLEL,
TNFOF; 0915t IR ATICE Pt PRCH® ACAF RCEFTE (1R ALIHPT HHOEHPA: OL “UntAD- ¢ RO 800-722-1471 (009t AtAGF@- T11),
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).
(711 268015 aall e o)) 800-722-1471 @ docall  Slanalls el ) 553 4, galll Sac lusall land (i ARl S0 Ziaati S 1)) 1ids sale
fimrs faB: 7 3 st 852 J, 3T 3 R ATfes™ AT 393 B8 He3 QussY J1 800-722-1471 (TTY: 711) '3 IS 3
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-722-1471 (TTY: 711).
W0990L: 1199 WnedIwIZy 299, NMWLINVgoecTHGIWWIZ, Loetcdyan, cuniwenloitin. tns 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-722-1471 (TTY: 711).
ATENCAQ: Se fala portugués, encontram-se disponiveis servios linguisticos, gratis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).
80 il 800-722-1471 (TTY: 711) L 28l (oo pal g L (s Il ) sy () st e o0 K8 i Jlb () 40 K1 ida g
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