2020 Application for Small Employer Coverage

Instructions:
Thank you for applying for coverage from Independence Blue Cross. Follow the instructions below to complete

your application.

1. Carefully review and complete each section by printing clearly in black ink.

2. Provide information about your spouse, domestic partner, and dependents if they are also applying for
coverage (Section C). If you need additional space, please complete an additional application and mail it along
with your primary application.

Important: You must include a Relationship Code (listed at the bottom of page 4)
to indicate your relationship to each person covered under the plan.

3. Before signing your application, please carefully read the Declarations and Conditions of Enrollment
(Section I) on page 7. Once you have completed and signed your application, be sure to make a copy for
your records.

4. Your Group Administrator must complete the box on page 3 before your application can be processed.
Appplications can be mailed to:

Independence Blue Cross
P.0. Box 8240
Philadelphia, PA 19101

If you have any questions or need help completing this application, contact Independence Blue Cross at 1-800-ASK-BLUE
(1-800-275-2583) (TTY: 711), Monday through Friday, between 8 a.m. and 6 p.m. Brokers and small group employers
should call 1-866-272-9684 (TTY: 711), Monday through Friday, 8:30 a.m. to 5 p.m., with any questions. Thank you

for taking the time to complete your application. We look forward to having you as a member of the Independence Blue
Cross family!

Independence






Independence

Group Name:

Group # (medical):
Group # (dental):
Group # (vision):

Group Administrator signature:

For employer Group Administrator to complete.

Member Effective Date:

Application/Change form for Small Employer Coverage
Keystone Health Plan East (KHPE) HMO Plans and QCC Insurance Company PPO Plans*

Thank you for choosing Independence Blue Cross. In order to process your application as quickly as possible,
please refer to the instructions on page 1 and provide the information requested.

SECTION A — Plan selections

Type of coverage Change Reason for application Other change

LI Employee only U] Address L] Add spouse/domestic partner | [] COBRA

L] Employee and child U Last name L] Add a dependent Effective date

] Employee and children Ol Primary care office DDeIeteadependent -

L] Employee and spouse or L] Rehire Llother Effective date of coverage
domestic partner L] Primary dental office Life event date: (mm/dd/yy) /dd /

] Family / / mm W

Choice of Plan

Keystone Health Plan East Plans:?

[ HMO Platinum Preferred $10/$20/$200

[ HMO Platinum Preferred $20/$40/$250
[ HMO Platinum Preferred $30/$60/$400
(1 HMO Gold Preferred $40/$80/$650

L JHMO Gold Secure $1,000/$40/$80 /$650
LJHMO Gold Proactive

LI HMO Gold Classic $1,500/$30/$60/90%
LIHMO Gold Classic $2,500/$40/$80/100%
[ HMO Silver Classic $4,750/$30/$60/70%
LI HMO Silver Secure $5,000/$50/$100/$600
LI HMO Silver Classic $4,500/$50/$100/100%
LI HMO Silver Classic $3,750/$30/$60/50%
LI HMO Silver Proactive

L HMO Silver Proactive Value

[ HMO Bronze Essential $7,000/$50/$100/$700
[ 1DPOS Platinum Preferred $10/$20/$200

[ 1DPOS Platinum Preferred $20/$40/$250
[ 1DPOS Gold Preferred $40/$80/$650
L1DPOS Gold Classic $1,500/$30/$60/90%
L1DPOS Silver Classic $3,750/$30/$60/50%
[1DPOS Bronze Essential $7,000/$50/$100/$700

Personal Choice PPO Plans:!

[ Platinum Preferred $10/$20/$200
[ Platinum Preferred $20/$40/$250
[1Gold Preferred $40/$80/$600

L] Gold Classic $1,500/$20/$40/80%
L] Gold Classic $2,500/$40/$80/100%
[ISilver Secure $4,750/$40/$80/$600
L Silver Classic $5,000/$50/$100/90%
[ Silver Classic $3,750/$30/$60/70%
L] Platinum HSA-50 $1,800/100%

L] Gold HSA-25 $2,400/$25/$50/90%
(] Gold HSA-0 $2,100/100%

(] Gold HSA-25 $2,600/80%

L] Silver HSA-0 $3,500/100%

[ Silver HSA-0 $2,100/70%

L] Silver HSA-0 $3,000/90%

L] Bronze HSA-0 $5,200/50%

L] Bronze HSA-0 $6,900/100%

(] Gold HRA-25 $3,400/100%

Personal Choice EPO Plans:?
L] Silver HSA-0 $3,000/80%

Medicare Supplemental plan:
] MedigapSecurity

Vision:

O

Dental plans:

HMO & DPOS
[ I1Adult DHMO?

PPO/HSA/HRA/HMO & DPOS

[] Preferred Family PPO
] Premier Family PPO
[] Deluxe Family PPO
] Adult Preventive PPO
[] Adult Preferred PPO
[] Adult Premier PPO

*The Keystone Health Plan East HMO/DPOS Plans are underwritten by Keystone Health Plan East. PPO Plans are underwritten by QCC Insurance Company.
I Includes prescription drug, pediatric and adult vision, and pediatric dental benefits.

2 Available for HMO and DPOS plans only.

Form # 17000 Rev. 1.20




m

31124

SECTION B — Primary applicant information

Primary applicant name: Last, first, middle initial Social Security Number (required)
Employer name Birth date (mm/dd/yy) | Age Gender:
/1 Cv OF

Primary care office/ PCP name (HMO/DPOS only)? Primary care physician office ID# (HMO ID#, HMO/DPOS only)*

Current patient of PCP? (HMO/DPOS only)? Primary dental office ID# (DHMO only)
Clves [No

T A primary care physician (PCP) office/provider ID number is required for all HMO/DPOS medical plans. A primary dental office (PDO)/provider ID selection is not required
with your application but must be selected prior to receiving treatment. Use our website www.ibx.com/providerfinder to find a PCP or PDO provider. You can also call
1-800-ASK-BLUE (1-800-275-2583) (TTY: 711) to request a PCP or PDO directory (for HMO/DPOS plans only).

SECTION C — Family information (if applying)*

Spouse / domestic partner name: Last, first, middle initial Social Security Number (required)

Employer name Birth date (mm/dd/yy) | Age Gender: Relationship code:*
/ / Clv LIF

Primary care office/ PCP name (HMO/DPOS only)? Primary care physician office ID# (HMO ID#, HMOQ/DPOS only)f

Current patient of PCP? (HMO/DPOS only)? Primary dental office ID# (DHMO only)

[JYes [INo

Dependent’ name: Last, first, middle initial Social Security Number (required)

Relationship (e.g., son, stepdaughter) Birth date (mm/dd/yy) | Age Gender: Relationship code:*
/] Cim LIF

Primary care office/ PCP name (HMO/DPOS only)? Primary care physician office ID# (HMO ID#, HMO/DPOS only)?

Current patient of PCP? (HMO/DPOS only)* Primary dental office ID# (DHMO only)t

Clves  [No

TA primary care physician (PCP) office/provider ID number is required for all HMO/DPOS medical plans. A primary dental office (PD0)/provider ID selection is not
required with your application but must be selected prior to receiving treatment. Use our website www.ibx.com/providerfinder to find a PCP or PDO provider. You
can also call 1-800-ASK-BLUE (1-800-275-2583) (TTY: 711) to request a PCP or PDO directory (for HMO/DPOS plans only).

T1Children under the age of 26 who meet eligibility requirements. Coverage can be applicable past age 26 if they are not self-supportive because of a mental or

physical disability.

tRelationship codes: (for dependents, value identifies relationship to the subscriber)

01 = Spouse 17 = Stepchild

02 = Child 20 = Subscriber/ Self

09 = Adopted child 29 = Domestic Partner

10 = Foster child 31 = Court appointed guardian

* If you need to apply for additional dependents, please complete another application and mail it along with your primary application.
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SECTION C — Family information (continued)*

Dependent™ name: Last, first, middle initial Social Security Number (required)

Relationship (e.g., son, stepdaughter) Birth date (mm/dd/yy) | Age Gender:

/ / CIm [JF

Relationship code:*

Primary care office/ PCP name (HMO/DPOS only)* Primary care physician office ID# (HMO ID#, HMO/DPOS only)f

Current patient of PCP? (HMO/DPOS only)f
Clves  [no

Primary dental office ID# (DHMO only)}

Dependent™ name: Last, first, middle initial Social Security Number (required)

Relationship (e.g., son, stepdaughter) Birth date (mm/dd/yy) | Age Gender:

/ / CIm [JF

Relationship code:*

Primary care office/ PCP name (HMO/DPOS only)* Primary care physician office ID# (HMO ID#, HMO/DPOS only)t

Current patient of PCP? (HMO/DPOS only)*
Clves  [No

Primary dental office ID# (DHMO only)t

T A primary care physician (PCP) office/provider ID number is required for all HMO/DPOS medical plans. A primary dental office (PDQ)/provider ID selection is not
required with your application but must be selected prior to receiving treatment. Use our website www.ibx.com/providerfinder to find a PCP or PDO provider. You
can also call 1-800-ASK-BLUE (1-800-275-2583) (TTY: 711) to request a PCP or PDO directory (for HMO/DPOS plans only).

t1tChildren under the age of 26 who meet eligibility requirements. Coverage can be applicable past age 26 if they are not self-supportive because of a mental or

physical disability.

1 Relationship codes: (for dependents, value identifies relationship to the subscriber)
01 = Spouse
02 = Child
09 = Adopted child
10 = Foster child

17 = Stepchild

20 = Subscriber / Self

29 = Domestic Partner

31 = Court appointed guardian

* If you need to apply for additional dependents, please complete another application and mail it along with your primary application.

SECTION D — Personal information

Residence address Mailing address (if different from residence address)
Street (P.0. Box not acceptable) Street
City State | ZIP code City State | ZIP code
County County
SECTION E — Contact information**
Home phone number Business phone number Best time to call:
( ) ( ) [IMorning  []Afternoon
Mobile phone number Email address Best location to call:
( ) [JHome [JBusiness [IMobile

** By providing my phone number and/or email address, I authorize Independence Blue Cross, its subsidiaries and affiliates (collectively “Independence’’), and my employer to

contact me via email, automated text and/or phone call. I understand that my consent is not a condition of any benefit or purchase. Message and data rates may apply.
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SECTION F — Household information

Do all applicants reside in the same household? [ ]Yes [JNo

If no, provide reason:

Applicant’s name Applicant’s address

Applicant’s name Applicant’s address

SECTION G — Other insurance

A. Are you or any applicants currently insured with Independence Blue Cross or an affiliate of Independence Blue [lves [INo
Cross, or another Blue Cross and Blue Shield plan?
B. Do you have any health insurance in effect? [JYes [No
C. Are you replacing the health insurance plan listed in A or B above? [lves [INo
If “Yes,” termination date (mm/dd/yy): / /
Important: Confirm group coverage prior to cancelling any existing coverage.
If you answered “Yes” to question A or B, provide the following information for each applicant.
Term/

Name Health care carrier Policy number

Renewal date

SECTION H - Additional information

1. Have you, your spouse / domestic partner, or any dependents used a tobacco product on average [lyes [INo
four or more times per week within the past 6 months, other than for religious or ceremonial use?

If “Yes,”: []Yes, but I am participating in a smoking cessation program.[_]Yes, and I am not participating in a smoking cessation program.

The above questions are applicable to members and their dependents age 21 and older.

Date last smoked

Name of person:

Type and amount:

or used tobacco (mm/dd/yy):
/ /

Name of person:

Type and amount:

Date last smoked
or used tobacco (mm/dd/yy):
/ /

Name of person:

Type and amount:

Date last smoked
or used tobacco (mm/dd/yy):
/ /

Name of person:

Type and amount:

Date last smoked
or used tobacco (mm/dd/yy):
/ /

Name of person:

Type and amount:

Date last smoked
or used tobacco (mm/dd/yy):
/ /
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SECTION | — Declarations and Conditions of Enrollment Please read carefully before signing below.

Your application cannot be processed without your signature.

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 subjects such person to criminal and civil penalties.

For PPO members:

By signing this application, I elect coverage under the plan specified on this form and for the persons listed here and agree to abide

by the conditions of the agreement and to pay required premiums for the selected plan. I authorize my licensed physician, medical

or medically-related facility, insurance company, or other organization or institute that has any records concerning my health or

the health of any covered family member to forward such information to Independence Blue Cross and its affiliate, QCC Insurance
Company, Highmark Blue Shield, and ancillary service providers who are responsible for administrating certain covered services. This
application is subject to acceptance and to the waiting periods, exclusions, and all other provisions contained in the agreement between
my employer, association, or welfare board and Independence Blue Cross and Highmark Blue Shield.

For HMO and DPOS members:

I understand that the provision of services to me and my dependents as members of Keystone Health Plan East (“Keystone”) is
governed by the applicable master group contract, which provides that:

1. Except for emergencies and select DPOS services, all medical or dental care must be initiated at the primary care office or primary
dental office we have selected; and,

2. Tand my dependents authorize any person or organization provider services to furnish Keystone, its affiliates, and ancillary service
providers who are responsible for administrating certain covered services with medical or dental records or other information
concerning such services for purposes including, but not limited to, Keystone quality and utilization review.

I further understand that I can change health plans only at the time my employer and Keystone specify.

Keystone DPOS program self-referred benefits may be underwritten by QCC Insurance company. Referred benefits underwritten or
administered by Keystone Health Plan East.

wl

o

z

(O] [ —
» ) Applicant/Parent or legal guardian signature Date (mm/dd/yy)

Group Administrator: Mail application to:

Independence Blue Cross
P.0. Box 8240
Philadelphia, PA 19101

NOTE: Please make sure your Group Administrator has completed the gray-shaded section on page 2 of this application.

To get the Summary of Benefits and Coverage, you can visit ibx.com or call 1-800-ASK-BLUE (1-800-275-2583) (TTY:711) to request a copy in paper form free of charge.
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Language Assistance Services

Spanish: ATENCION: Si habla esparicl, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: ¥ Z: WREFHH, BAUBRRFINES
HELARS . B 1-800-275-2583.

Korean: LHALEH Bt E AISSHAI= 22, A0
N AHIAE R22 0|80 C
1-800-275-2583 HL 2 Mol Al L.

Portuguese: ATEN(;AO: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: YUoll: ¥ il w2l ol &, ol [A-9es
eUML U5l Al cHIRL HI2 Gudetl B,
1-800-275-2583 5lct 53l

Vietnamese: LUU Y: Néu ban néi tiéng Viét, chung toi
sé cung cap dich vu hd tror ngon ngtr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUIMAHWE: Ecnu Bbl roBopuUTe No-pyccku,
To MoxeTe HecnnaTHO BOCNONb30BATbCA YCryramu
nepesoja. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzystaé z bezplathej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZICNE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

A gl Boe Luddh culadd (38 cdy jadt Al handt S 1)) (dd gale
1-800-275-2583 ab y (el (3laally i dalis

French Creole: ATANSYON: Si w pale Kreydl

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Y0041_HM_17_47643 Accepted 10/14/2016
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Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez frangais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: o=t & afs 3o 731 Seg & ar emus forr
HFd H 9T WEIAAT $aTe ciee] g1 FloT HY
1-800-275-2583|

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kénnen Sie kostenlos sprachliche Unterstiitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: % : BEGEPAARFOHIL, EBT VA
Ay A=A (EE) & ZRRAWEET £,
1-800-275-2583~ B EaG < 72X by,

Persian (Farsi):
S A den i ek A€ o Comia s jlh Rl da g
1-800-275-2583 s ladi L 22l o atl g8 Lad (gl 5 BLEp
A8 s

Navajo: Dii baa aké ninizin: Dii saad bee yanilti’go
Diné Bizaad, saad bee aka’anida’awo’déé’, t’aa jiik’eh.
Hodiilnih koji” 1-800-275-2583.

Urdu:
A S g e ol st B S aa s
RS OIS o b lads 0 slae (L3 e ke
.1-800-275-2583

Mon-Khmer, Cambodian: ijti wm mﬁmignh N
{rostiun S untwmany8-igi um anigi 181:

G wig Aman SN S § Y 8 B ATIAN AT AL WA
Aniyga gininreltnue 1-800-275-2583
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Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
or sex.

This Plan provides:

e 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).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.

YO0041_HM_17_47643 Accepted 10/14/2016
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If you need these services, contact our Civil Rights
Coordinator. If you believe that This 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 our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901 market.com. If you need
help filing a grievance, our 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, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at

http:/ivww. hhs. gov/ocr/officeffile/index. html,

Taglines as of 10/14/2016



