P.O. Box 6927, Columbia, SC 29260

TELEPHONE #: (803) 462-0151 / (800) 768-4375 FAX #: (803) 870-8852

—\i BENEFITS ENROLLMENT / CHANGE FORM

We make Benefits Better.

ENROLLMENT REASON: NEW ENROLLMENT [ CHANGE [J

(Check as applicable)
PAYROLL DEDUCTION:

EMPLOYEE [1 DEPENDENT [ (For PAI use only) NO LOSS NO GAIN: EE [1 DEP [] NONE [

EMPLOYER: GROUP #: LOCATION #:
8 S EMPLOYEE NAME: SOCIAL SECURITY #:
> et
% E ADDRESS: CITY: STATE: ZIP CODE:
E S | DATE OF BIRTH: | GENDER: MLJ F[] | MARITAL STATUS: SINGLE[] MARRIED [] DIVORCED []
c
~ | EMAIL ADDRESS: | TELEPHONE #:
DATE EMPLOYED: | COVERAGE EFFECTIVE DATE: | WAITING PERIOD (days): 30 O e0d 90
© COVERAGE SELECTION Medical Dental Vision
= 8| SINGLE O O O
QO ®
g § EMPLOYEE & SPOUSE [l [l ]
§ 8 EMPLOYEE & 1[0 2 3+ children O O O
FAMILY [EMPLOYEE, SPOUSE & CHILD(REN)] O O O
PLEASE LIST ANY DEPENDENTS (AGE 19 AND OVER) WHO ARE ELIGIBLE FOR THEIR OWN EMPLOYER SPONSORED MEDICAL HEALTH INSURANCE.
t % NAME: RELATIONSHIP:
[}
'g g NAME: RELATIONSHIP:
§. B NAME: RELATIONSHIP:
o NAME: RELATIONSHIP:
NAME: RELATIONSHIP:
[] SPOUSE Last Name First Name Middle Initial Social Security # (E,)niﬁ dc;}f/yl}?:}i/)rth Gender
(] DOMESTIC PARTNER MO FO
Address (if different from employee address above)
Email address of Spouse/Domestic Partner Spouse/Domestic Partner Telephone #:
Last Name First Name Middle Initial Social Security # Date of Birth Gender
CHILD (mmvddlyyyy)
MO F O
Address (if different from employee address above)
Email address of Child Child Telephone #
Last Name First Name Middle Initial Social Security # Date of Birth Gender
CHILD (mmvddlyyyy)
MO F O
g Address (if different from employee address above)
g Email address of Child Child Telephone #
(<]
‘E Last Name First Name Middle Initial Social Security # Date of Birth Gender
= | CHILD (mmvddlyyyy)
g MO F O
'g Address (if different from employee address above)
[
% Email address of Child Child Telephone #
o
Last Name First Name Middle Initial Social Security # Date of Birth Gender
CHILD (mmvedlyyyy)
MO F O
Address (if different from employee address above)
Email address of Child Child Telephone #
IF CHANGING COVERAGE, PLEASE LIST BELOW: EFFECTIVE DATE OF CHANGE:
] NAME CHANGE FROM: TO:
[ SINGLE TO FAMILY (LIST ADDED DEPENDENTS ABOVE.)
] FAMILY TO SINGLE (LIST DELETED DEPENDENTS ABOVE.)
] ADD DEPENDENT(S) (LIST ADDED DEPENDENTS ABOVE.)
] DELETE DEPENDENT(S) (LIST DELETED DEPENDENTS ABOVE.)
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Do you or does any member of your family have other group health, dental or drug coverage, Federal Employees’ Program (FEP) or Medicare?
o | Yesld Noll IfYES: [IMEDICARE Effective Date: Health Insurance Claim Number (HICN):
g A. Family Member's Name: Social Security #:
>
8 B. Name of Insurance Company: Policy #: Effective Date:
E C. Family Member’'s Employer:
o D. List Names of Covered Person(s): 1 2 3 4

E. Please select each type of service covered by the policy: Hospital (] ~ Physician/Medical L1  Prescription Drug [1 Dental (1 Vision [

| HEREBY CERTIFY THAT | AM AN ACTIVE FULL-TIME EMPLOYEE. IT IS FURTHER UNDERSTOOD THAT THE
ACCEPTANCE OF MY PREMIUM BY MY EMPLOYER AT ANY TIME SHALL NOT OPERATE AS A WAIVER OR ESTOPPEL
WITH RESPECT TO ANY PROVISION OF THE GROUP CONTRACT, INCLUDING THE PROVISIONS CONCERNING ME OR
MY DEPENDENT'S (S’) ELIGIBILITY. | HEREBY CERTIFY THAT THE FOREGOING STATEMENTS, INCLUDING ANY
ACCOMPANYING STATEMENTS, ARE TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE. | HEREBY AUTHORIZE
ANY HEALTH PROVIDER OR MY EMPLOYER TO RELEASE ANY RECORDS OR INFORMATION TO PLANNED
ADMINISTRATORS, INC. ON MYSELF OR DEPENDENT(S). A COPY OF THIS RELEASE IS AS VALID AS THE ORIGINAL. |
HEREBY AUTHORIZE MY EMPLOYER TO DEDUCT THE REQUIRED PREMIUM CONTRIBUTIONS, IF ANY, FROM MY
PAYROLL EARNINGS.

Employee Signature Date

SIGN BELOW IF YOU DO NOT ELECT TO BE COVERED

| HEREBY CERTIFY THAT | HAVE BEEN OFFERED AN OPPORTUNITY TO BECOME COVERED UNDER THE PLAN
SPONSORED BY MY EMPLOYER AND | HAVE DECIDED NOT TO TAKE ADVANTAGE OF THIS OFFER.

Employee Signature Date
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national ongin, disability, age, sex, gender 1dentity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you're assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, vou can file a
grievance by emailing contactitlhercompliance com or by calling our Compliance area at 1-800-832-9686
or the LS. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-
800-537-T697 (TDD),

Siusted, o alguien a guien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
abtener ayuda e infarmacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183, (Spanish)

MEHE WEEEEGEMAES HEMRFEEGFESOANE SH274 8 LEMNEESEIE NN
B, BW—{lEE FiE 1-844-396-0188. (Chinese)

Méu quy vi, hodc 14 ngudi ma guy vi dang gidp 9%, cd nhing cdu hai quan tim vé chuong trinh sire khoe nay, quy
vi 58 durge gidp d& v cac théng tin bang ngdn ngi cla quy vi mién phi. DE ndi chuyén véi mot théng dich vién,
xin goi 1-844-389-4838 (Vietnamese)

O HZEH 0| 2510 ST Al 22 ZE0| U AR 1-844-396-01872 HES] FH A2,
vote| Hlg FEE0| g=0{= =r=E LI} (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa ivong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecnu y Bac wam nMua, KOTOPoOMY Bbl NOMOraeTe, MMEITCA BECNPOcH No Nosogy Bawero nnada meguuM HoKoro
obcnyHMBaHWA, TO Bel MMEETE NP3B0 HA DECNAATHOE NOAYUSHME NOMOWM M MHOPMALMK Ha PYCCKOM A3biHe, [nA
pa3zroROpa C NepeROAYHMKOM NOIROHKMTE No TenedoHy | -B44-380-4840). (Russian)

Qhwljim'mlthymﬂlgi‘jﬂlﬂuh daall dded o peado Al p2eld el l sl o Sl S o)
(Arabic) 1-844-396-0189 = Juall aa jie e Suaadll 208580 g0 (e il 4y ) g el
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfdmasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
entéprét, rele nan 1-544-39%-6232. (French/Haitian Creole)

5i vous, ou guelgu'un gue vous étes en train d'aider, avez des guestions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler 3 un interpréte, appelez
le 1-844-396-0190, (French)

Jeili Ty lub osoba, ktore] pomagasz, macie pytania ednodnie planu ubezpieczenia drowotnege, masz prawe do
uzyskania bezplatnej informacji | pomocy we wiasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod
numer |=-#d44-396-0] 86, (Polish)

Se vocé, ou alguem a guem vocé esta ajudando, tem perguntas sobre este plano de sadde, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para [-844-396-0] %2,
{Portuguese)

%e tu o gualcuno che stai aiutando avete domande su guesto piano sanitario, hai il diritte di ottenere aivto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare |-8d4-396-0184,
{Italian)

it FhiEHL-MEHEEshATEAN, CORBERE ZSLWTIHEBMNZSENWELES, &
FEOEETHFR—FERHRY, HEEAFLAYVTSIENTESY. HEIhYERA. BER
EEEENSIES. 1-844-306-0185 ETERBE &Ly, (Japanese]

Falls Sie oder jermand, dem Sie helfen, Fragen zu dissem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen 5ie bitte die Nummer [-844-390-019] an. [(German)]

il gy ol iy ol el o ST Rwe kS e Sad ol 4 48 o d Ly Laa S5
GLESI s sab 4y 1y 233 gla) 4g Sledbl g Saf o8 agyl3 Ty oyl gx sagdly 40300
Jalee ol 1-B44-398-6233 0 Goolad Lo il cpepsioe Lo 0208 Sl ) g saaiS ol
(Persian-Farsi) . oo Lo

Ni da deodago '3 hiida bika'ana nilwo'igii dii Béeso Ach’gah naa'niligi haa®ida vi na’ idil kidgo, niha‘ahoo i
nihi kaa’doo wolgo kwii ha"at"ishi] bi na’idofkidigi doo bik"é¢"azliagod. Ata” halne’é fa” bich’[" ha desdzih
ninizingo, koji’ béésh bee hilne” 1-844-516-6328. (MNavajo)

fovs 3/13/2017 F] 19199-3-2017



