= ® Healthfirst Insurance Company, Inc.
hea |thf|r5t Small Group

Health Insurance for New Yorkers Emp|oyee Enroliment App“cation

Mailing Address:
Healthfirst Insurance Company, Inc., Commercial Sales, 100 Church Street, New York, NY 10007

Please print neatly using black or blue ink, complete the enroliment form in full, and sign the last page.
Incomplete or unsigned forms will not be processed.

Section1 | Company Information

To be completed by Plan Administrator:

Company Name Billing Group (If Applicable) Group Number
Effective Date Title Date of Hire (MM/DD/YYYY)
/ / / /
Employer Signature Date Include the most recent date of hire
/ /

Section 2 | Transaction Type (check all that apply)

[ ] Open Enroliment [ ] New Hire [ ] Rehire [ ]Young Adult

[ ] COBRA/State Continuation Date of Termination/Loss of Coverage: / /

Section 3 | Coverage Selection

Please refer to your employer’s health insurance plan option(s) and write your choice here:

Please select from the plan(s) that your employer is offering. Check with your employer or plan administrator
if there are any questions.

Section 4 | Employee Information

Z
o
3
o

Address:

City: State: Zip:

HFIC-EE-Enroliment-1-19 10f4 www.healthfirst.org



Section 5 | Employee/Dependent(s) Information

Social Security Number

(or Tax Identification Number,
if applicable)

Last Name

First Name, Middle Initial
Phone Number

Email Address

Date of Birth (MM/DD/YYYY)

Gender

Primary Care Physician (PCP)
Name

PCP ID Number (if available)*

Currently covered under
another insurance?

If Yes, select type:
Company Name

Coverage Beginning/End
Dates

Policy Number

Employee/Subscriber

/ /

[ ] Male [ ]Female

[ ]Yes [ ]No

[ ] Medical [ ]Dental

Spouse

/ /

[ ] Male [ ]Female

[ ]Yes [ ]No

[ ] Medical [ ]Dental

Dependent 1

/ /

[ ] Male [ ]Female

[ ]Yes [ ]No

[ ] Medical [ ]Dental

Dependent 2

/ /

[ ] Male [ ]Female

[ ]Yes [ ]No

[ ] Medical [ ]Dental

*If you do not select a PCP, one will be auto-assigned to you.
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Section 5 | Employee/Dependent(s) Information (continued)

Social Security Number

(or Tax Identification Number,
if applicable)

Last Name

First Name, Middle Initial
Phone Number

Email Address

Date of Birth (MM/DD/YYYY)

Gender

Primary Care Physician
(PCP) Name

PCP ID Number (if available)*

Currently covered under
another insurance?

If Yes, select type:
Company Name

Coverage Beginning/
End Dates

Policy Number

Dependent 3

/ /

[ ] Male [ ]Female

[ ]Yes [ ]No

[ ] Medical [ ]Dental

Dependent 4

/ /

[ ] Male [ ]Female

[ ]Yes [ ]No

[ ] Medical [ ]Dental

Dependent 5

/ /

[ ] Male [ ]Female

[ ]Yes [ ]No

[ ] Medical [ ]Dental

Dependent 6

/ /

[ ] Male [ ]Female

[ ]Yes [ ]No

[ ] Medical [ ]Dental

*If you do not select a PCP, one will be auto-assigned to you.
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Section 6 | Conditions of Enrollment

On behalf of myself and the dependents listed in Section 5, | agree to or with the following:

1. l understand that my employer’s application will determine coverage and that there is no coverage unless
and until both the eligible-employee enrollment form and the employer application have been accepted and
approved by Healthfirst.

2. | understand and agree that this enroliment form may be transmitted to Healthfirst or its agent by my
employer or its agent.

3. The plan certificate of coverage will determine the rights and responsibilities of member(s). It will govern in
the event they conflict with any benefits comparison, summary, or other description of the plan.

Section 7 | Misrepresentation

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.

Employee Signature: Date: / /

Section 8 | Acknowledgment and Signature

| consent to the release of any health information about me and my dependents for whom | can give consent,
by our health care providers to Healthfirst and by Healthfirst to our health care providers, as reasonably
necessary for Healthfirst or our providers to carry out treatment, payment, or health care operations. | agree
that the information released for treatment, payment and health care operations may include confidential

HIV, mental health and alcohol and substance abuse information about me and my dependents to the extent
permitted by law. This consent will expire one year after the end of my enroliment with Healthfirst.

| represent that to the best of my knowledge and belief all information supplied in this form is true and
complete. | have read, and | agree to, information listed on this Healthfirst Insurance Company, Inc. Small
Group Employee Enroliment Form. | understand that if | do not sign this form within 30 days from the date
first eligible or within 30 days of the qualifying life event (i.e., marriage, divorce, newborn child, adoption,
loss of spousal coverage, etc.), | will be considered a late enrollee, which may affect the effective date of
coverage for me and my dependents. | am employed by the employer shown in Section 1, and | am working
full time at least 20 hours per week for this employer at the regular place of business. | authorize Healthfirst
to electronically transmit the information contained in this application. In addition, | consent to receive and/
or communicate with Healthfirst electronically. | may withdraw my consent for electronic communication by
contacting Member Services at the number on my ID card and request that future communication be sent in
written form.

Employee Signature Employee Email Address Date (MM/DD/YYYY)
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\healthfirst

Health Insurance for New Yorkers

Notice of Non-Discrimination

Healthfirst complies with Federal civil rights laws. Healthfirst does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Healthfirst provides the following:

m Free aids and services to people with disabilities to help
you communicate with us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio,
accessible electronic formats, other formats)

m Free language services to people whose first language is
not English, such as:

— Qualified interpreters
— Information written in other languages

If you need these services, call Healthfirst at 1-866-305-0408.
For TTY/TDD services, call 1-888-542-3821.

If you believe that Healthfirst has not given you these services or treated you differently
because of race, color, national origin, age, disability, or sex, you can file a grievance with
Healthfirst by:

B Mail: Healthfirst Member Services, P.O. Box 5165, New York, NY, 10274-5165
B Phone: 1-866-305-0408 (for TTY/TDD services, call 1-888-542-3821)

B Fax: 1-212-801-3250

B In person: 100 Church Street, New York, NY 10007

Email: http://healthfirst.org/members/contact/.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights by:

B Web: Office for Civil Rights Complaint Portal at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

m Mail: U.S. Department of Health and Human Services
200 Independence Avenue SW., Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

B Phone: 1-800-368-1019 (TTY/TDD 800-537-7697)



ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linguistica.
Llame al 1-866-305-0408, TTY/TDD: 1-888-867-4132.

AR MREERAERTL , BUURBESES RUKRE. FHE1-866-305-0408,
TTY/TDD: 1-888-542-3821,

1-866-305-0408 ¢ Suaalls Al 28 5 Josi) anally Sl 558 4y 52l 530 Lusal llards (8 iy yell Aalll Goants i 13) 4k sale
(1-888-542-3821 i 3 Jusil ¢nall 22 e S 5l e/ pomil Cilel) el
F9|. BtF0{E AEdtAlE B2, 2o X[ MH[AE FEE 0|&5t4 = JU&LICH 1-866-305-0408,
TTY/TDD: 1-888-542-3821 o 2 Fslall TAIAI2.

BHVMAHWE: Ecnn Bbl roBOpUTE Ha PYyCCKOM Si3blke, TO BaM AOCTYMHbI 6ecnnaTHble yCryrn nepeeoaa.
3BoHUTE 1-866-305-0408, Tenetann: 1-888-542-3821.

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-866-305-0408, TTY/TDD: 1-888-542-3821.

ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement.
Appelez le 1-866-305-0408, TTY/TDD: 1-888-542-3821.

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou.
Rele 1-866-305-0408, TTY/TDD: 1-888-542-3821.

SNNONX 11D M9 DYD MY 99N IRIDY X IND JXNIND VAV TR OTYI 1K "IN (DNTPIYNADMIN
.1-888-542-3821 :TTY/TDD 1-866-305-0408 von

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 1-866-305-0408, TTY/TDD: 1-888-542-3821.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-866-305-0408, TTY/TDD: 1-888-542-3821.

(8 SreFe: (M AT TRAT FAT TS ST (AP O 375 STRIT©] AAATT Sl STHh
TEAR RF (T 1-866-305-0408 (TTY/TDD AT &ely, 1-888-542-3821 FF(H (W1 Fhal)
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KUJDES: Nése flisni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pageseé.
Telefononi né 1-866-305-0408, TTY/TDD: 1-888-542-3821.

MPOZOXH: Av piAdTte eAANVIKA, aTn 1a8e0n 0ag BpigkovTal UTTNPETIEG YAWOTIKNAG UTTOOTNPIENG, Ol
otroieg TTapexovTal dwpedv. KaAéoTe 1-866-305-0408, 'pagounxavr TnAspwvou (TTY) / Zuokeun
TNAETTIKOIVWVIWV Yia Kw@oug (TDD): 1-888-542-3821.
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