T Enroliment/Change Form
Advent HeCI|th for small employer groups

Advantage Plans

Underwritten by Health First Commercial Plans

Please print using black ink. Initial all corrections.
All questions must be answered.

This section to be completed by Benefit Administrator:

Company Name: Initial Enrollment Waiving Coverage
Group #: OpenEnrollment __ Complete Section 5
Division #: COBRA/FHICCA Qualifying Event
Date of Hire/Termination: Effective Date: Complete Section 6

Section 1. Type of Transaction (Check all that apply) \

__Enrollment; __Employee __Retiree ___Spouse __Child(ren)

__Change: __Name _ Address _ Plan _ Division _ Coverage _ Termination __ Dependent Termination

Section 2. Employee Information

(Must attach copy of supporting documentation if dependent has a different last name than the employee. See Supporting Documentation below.):

Applicant SSN / Member ID: First Name: M.I. Last Name:

Home Address: Apt. #: City: State: ZIP:
Mailing Address (if different than above): Apt. #: City: State: ZIP:
Phone #: Cell Phone #: Email Address:

Date of Birth (mm/dd/yyyy): Sex: Plan Name: Occupation:

Male Female

Subscriber’'s PCP (first, last name):

Section 3. Enroliment / Change Information

(Must attach copy of supporting documentation for qualifying event. See Supporting Documentation below.):

(C/_\la/_r\‘g;wpe: First Name M.l Last Name r ety Social Security # S | Dl E(e:r;)egﬁzptl’zst
C=Change, o to Applicant Y M/F | Birth name) ’
T=Termination)

AICIT M/F

AICIT M/F

A/ICIT M/E

AICIT M/F
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1) Does any dependent listed above have a permanent residence different than the applicant? ___Yes __ No
If yes, provide name of dependent and address:

2) Does any dependent child listed above have a permanent physical or mental handicap? ___Yes __ No
If yes, provide name of dependent and age when the handicap was diagnosed:

Section 4. Coordination of Benefits Information (if applicable)

| understand that any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false,
incomplete or misleading information is guilty of a felony of the third degree. Complete this section only if you or any of your dependents have other health coverage that will
not be cancelled when the coverage under this application becomes effective. List names of each individual covered. If you and/or your dependents will not have other
coverage, please initial.

Group Coverage Name and Address of Other Insurance Carrier
Yes No

Effective Date (MM/DD/YYYY) Type of Policy
_ _Employee Only __ Employee/Spouse ___Employee/Child(ren) __ Family

Name of Policyholder (First, Last) Birth Date (MM/DD/YYYY)

__Male _ Female

Relationship to Applicant Employer's Name Employment Start Date (MM/DD/YYYY)
_ Self __ Spouse _ Dependent

Group Number Policy Number

Other Group Medical Coverage Information Type (B/S/F)* Effective Date End Date Name & Date of Birth of
(only list those covered by other plans) policyholder for other coverage

Spouse Name:

Dependent Name: B/S/F
Dependent Name: B/S/F
Dependent Name: B/S/F

*B. Enter ‘B” when this dependent is covered under both you and your spouse’s insurance plan (married).
S. Enter ‘S’ if you are the parent awarded custody of this dependent and no other individual is required to pay for this dependent’s medical expenses.
F. Enter ‘F’ if this dependent is covered by another individual (not a member of your household) required to pay for this dependent’s medical expenses.

Section 5. Waive Coverage (if applicable)
Medical coverage

____lamdeclining coverage for: _ Myself  Spouse _ Child(ren) (check all that apply)
Reason for declining coverage: _ Othercoverage @ Medicare _ TriCare __ No coverage

(check all that apply and provide copy of ID card)

Section 6. Qualifying Event (if applicable)
Event date: Qualifying event: Documentation attached? __ Yes No

Supporting documentation is showing evidence of his/her dependent status (birth certificate, court order for
guardianship, marriage certificate, adoption papers, etc.) for either qualifying event or if adding a dependent with a
different last name than that of the employee. Must attach copy for coverage.

Section 7. Attestation

Coverage Terms:

| understand and agree that my employer’s application will determine coverage and that there is no coverage unless and
until both the eligible employee enrollment form and employer applications have been accepted and approved by
AdventHealth Advantage Plans. | hereby elect the above enrollment or change to my enroliment with AdventHealth
Advantage Plans. | authorize my employer to deduct from my earnings my share of the payment for coverage and to
make any necessary payments to the Plan. | understand that my coverage/membership is to be issued and continued on
the basis that | and any dependents covered under this coverage/membership, must meet all of the requirements of my
plan.

| am aware and understand that membership granted to persons herein shall be subject to all provisions and limitations of
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the group contract. | am aware that a change in coverage of dependents may affect the amount deducted from my
paycheck for these benefits, and | hereby authorize any such change.

If  am in a High Deductible Health Plan designated for use with a Health Savings Account (HSA) under Internal Revenue
Service Code section 223, | recognize and authorize AdventHealth Advantage Plans to exchange certain limited
information obtained from this application with its preferred financial partner(s) for the purposes of initial enrollment in, and
administration of, HSAs.

| understand that if | am in a HSA qualified High Deductible Health Plan and | elect to receive Prior Carrier Credit under
Florida law, my plan may no longer qualify as an HSA compatible plan.

General Terms:

1. I agree that in the event of any controversy or dispute between AdventHealth Advantage Plans, | and my
dependents must exhaust the appeal and/or grievance processes in the Certificate of Coverage issued to me.

2. When an overpayment is made, | authorize AdventHealth Advantage Plans to recover the excess from any person
or entity that received it.

3. | acknowledge that, if | apply for AdventHealth Advantage Plans coverage/membership later,
coverage/membership may not be available until the next annual open enroliment or special enroliment period.

4. | understand and agree that this Enrollment/Change Request form may be transmitted to AdventHealth Advantage
Plans or its agent by my employer. | authorize any physician, other healthcare professional, hospital or any other
healthcare organization (“Providers”), including pharmacies or pharmacy database benefit managers to give to
AdventHealth Advantage Plans or its agent information concerning the medical history, medical records (may
contain HIV/AIDS, psychiatric and/or chemical dependency treatment information), prescription utilization history,
services or treatment provided to anyone listed on this Enroliment/Change Request form, including those
involving mental health and substance abuse. | further authorize AdventHealth Advantage Plans to use such
information and to disclose such information to affiliates, Providers, payors, other insurers, third party
administrators, vendors, consultants and governmental authorities with jurisdiction when necessary for my care or
treatment, payment for services, the operation of my health plan, or to conduct related activities. The Plan agrees
to comply with all HIPAA privacy regulations. | have discussed the terms of this authorization with those affected
by this Enrollment/Change Request form, and | have obtained their consent to those terms. | understand | may
cancel this authorization in writing to the Plan and unless revoked this authorization will remain valid for the terms
of the coverage and for so long as thereafter allowed by law.

5. lunderstand that my employer is not an agent of AdventHealth Advantage Plans. | also understand that my
employer is responsible for notifying all employees of: 1. Effective dates; 2. All termination dates; 3. Any
conversion, COBRA or ERISA rights or responsibilities; and 4. All other matters pertaining to
coverage/membership under the group contract.

To the best of my knowledge and belief, | represent that all information supplied in this form is true and
complete. On behalf of myself and the eligible dependents listed herein, | acknowledge that | have read and
understand this form in its entirety. | understand that in the event that I fail to sign this form after the above
transaction request or for any reason AdventHealth Advantage Plans does not receive notice of the above
transaction request within a reasonable time following the event, mine and my dependents’ eligibility may be
affected.

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or
an application containing any false, incomplete or misleading information is guilty of a felony of the third degree.

EMPLOYEE SIGNATURE DATE

AdventHealth Advantage Plans is underwritten by Health First Commercial Plans, Inc. Health First Commercial Plans does not discriminate on the basis
of race, color, national origin, disability, age, sex, gender identity, sexual orientation, or health status in the administration of the plan, including
enrolliment and benefit determinations. Health First agrees never to sell your information. By submitting your email address, you expressly agree to
receive promotional information from Health First facilities, subcontractors and their affiliates regarding information, events, promotions, specials and
patient satisfaction surveys. You also understand that you have the right to “opt out” at any time through request in a reply to the email.
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Advent Health

Advantage Plans

Underwritten by Health First Commercial Plans

Nondiscrimination Notice

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

AdventHealth Advantage Plans:

» Provides free aids and services to people with disabilities to communicate effectively with us, such as:

= Qualified sign language interpreters
» Written information in other formats (large print, accessible electronic formats)

» Provides free language services to people whose primary language is not English, such as:

» Qualified interpreters
= |nformation written in other languages

If you need these services, please contact our Civil Rights Coordinator.

If you believe that AdventHealth Advantage Plans 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:
Civil Rights Coordinator, 6450 US Highway 1, Rockledge, FL 32955, 321-434-4521, 1-800-955-8771 (TTY),
Fax: 321-434-4362, civilrightscoordinator@hf.org. You can file a grievance in person or by mail, fax, or email.
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://www.hhs.gov/ocr/office/file/index.html.

AdventHealth Advantage Plans is underwritten by Health First Commercial Plans, Inc. Health First Commercial
Plans does not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation, or health status in the administration of the plan, including enrollment and benefit
determinations.
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AdventHealth

Advantage Plans

Underwritten by Health First Commercial Plans

English:

This Notice has Important Information. This notice has important information about your application or
coverage through AdventHealth Advantage Plans. Look for key dates in this notice. You may need to take
action by certain deadlines to keep your health coverage or help with costs. You have the right to get this
information and help in your language at no cost. Call 844-522-5279.

Spanish:

Este Aviso contiene informacidn importante. Este aviso contiene informacidn importante acerca de la solicitud
o cobertura que usted tiene con AdventHealth Advantage Plans. Preste atencion a las fechas clave que
contiene este aviso. Es posible que deba tomar alguna medida antes de determinadas fechas para mantener su
cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda en su idioma
sin costo alguno. Llame al 844-522-5279.

Haitian Creole:

Avi sila a gen Enfomasyon Enpotan ladann. Avi sila a gen enfomasyon enpotan konsenan aplikasyon w lan oswa
konsénan kouveéti asirans lan atrave AdventHealth Advantage Plans. Chéche dat ki enpotan nan avi sila a. Ou ka
gen pou pran kek aksyon avan séten dat limit pou ka kenbe kouveéti asirans sante w la oswa pou yo ka ede w
avek depans yo. Se dwa w pou resevwa enfomasyon sa a ak asistans nan lang ou pale a, san ou pa gen pou
peye pou sa. Rele nan 844-522-5279.

Vietnamese:

Théng bédo nay cung cip thdng tin quan trong. Théng bdo nay ¢ théng tin quan trong vé don dang ky hodc
hop ddng bdo hiém qua chuong trinh AdventHealth Advantage Plans cda Quy vi. Xin xem cac ngay quan trong
trong thong bdo nay. Quy vi cé thé phai thyc hién theo théng bdo dung trong thoi han dé duy tri bao hiém sirc
khde hodc duogc tro trip thém vé chi phi. Quy vi cé quyén dugc biét thong tin nay va dugc tro gilp bang ngdn
nglt ctla minh mién phi. Xin goi s& 844-522-5279.

Portuguese:

Este aviso contém informacdes importantes. Este aviso contém informacdes importantes a respeito da sua
solicitacdo ou cobertura por meio dos AdventHealth Advantage Plans. Consulte datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias dentro de determinados prazos para manter a sua
cobertura de plano de salde ou ajuda com custos. Vocé tem o direito de obter estas informacdes e ajuda no
seu idioma e sem custos. Ligue para 844-522-5279.

Chinese:

AKBEHNEEEEMNEN., KREMNEEENRIESEE AdventHealth Advantage Plans X BB EE S R IZHY
BEEEN. FEEXREM W E’JE% HER, e ZEEEH UL A ARETE), URGEMRERIRES
ERWM, CEELUCHBERENSAEARER, FHRES 844-522-52790

French:

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la
couverture par l'intermédiaire AdventHealth Advantage Plans. Rechercher les dates clés dans le présent avis.
Vous devrez peut-étre prendre des mesures par certains délais pour maintenir votre couverture de santé ou
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d'aide avec les co(ts. Vous avez le droit d'obtenir cette information et de I'aide dans votre langue a aucun
colt. Appelez 844-522-5279.

Tagalog:

Ang Paunawa na ito ay naglalaman ng Mahalagang Impormasyon. Ang paunawa na ito ay naglalaman ng
mahalagang impormasyon tungkol sa iyong aplikasyon o pagkakasaklaw sa AdventHealth Advantage Plans.
Tingnan ang mga mahalagang petsa dito sa paunawa. Maaring mangailangan kang magsagawa ng hakbang sa
ilang mga itinakdang panahon upang mapanatili ang iyong pagkakasaklaw sa kalusugan o makatulong sa mga
gastusin. May karapatan kang makuha ang impormasyon at tulong na ito sa iyong wika nang libre. Tumawag sa
844-522-5279.

Russian:

HacTosiee yBegoMNEHNE COAEPKUT BarkHY0 MHGOPMaLMIO. DTO yBe4OMIEHNE COAEPKUT BaXKHYIO
MHpOopMaUMIO 0 BalleM 3asiBIeHUN NN CTPaxoBOM NOoKpbITUKM Yyepes AdventHealth Advantage Plans.
MocmoTpuTe Ha KAoYeBble AaTbl B HACTOALLEM YBEAOMIEHMW. Bam, BO3MOKHO, NOTPeByeTCA NPUHATbL Mepbl K
onpeaeneHHbIM NpPeaeNbHbIM CPOKaM AN COXPaHEHMA CTPAXOBOro NOKPLITUA UM NOMOLLM C pacxodamu. Bbl
MMeeTe NPaBo Ha becnaaTHoe NoJsiyyeHue 3To MHOopPMaL MM M MOMOLLb Ha BaleM A3biKe. 3BOHUTE MO
TenedoHy 844-522-5279.

Arabic:
o) naall elisdaas e Laliall Aima g )l 55 (A ol ) A3V Alat 8 jlad) 138 8 Adle) &)l il e &ail Advantage Plans
ol 4S5 gl 50 e iy Baclusall g il sles o Jganll 8 Gall el CallSil) ady 8 sacluall 5f dpanall ksl ady & saclusall
.844-522-5279 a8 )L

Italian:

Questo avviso contiene informazioni importanti. Questo avviso contiene informazioni importanti sulla sua
domanda o copertura attraverso AdventHealth Advantage Plans. Cerchi le date chiave in questo avviso.
Potrebbe essere necessario un suo intervento entro una scadenza determinata per consentirle di mantenere la
sua copertura o sovvenzione. Ha il diritto di ottenere queste informazioni e assistenza nella sua lingua
gratuitamente. Chiami il numero 844-522-5279.

German:

Diese Benachrichtigung enthélt wichtige Informationen. Diese Benachrichtigung enthalt wichtige
Informationen bezlglich lhres Antrags auf Krankenversicherungsschutz durch AdventHealth Advantage Plans.
Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kdnnten bis zu bestimmten Stichtagen
handeln missen, um lhren Krankenversicherungsschutz oder Anspruch auf Hilfe mit den Kosten zu behalten.
Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter 844-
522-5279.

Korean:
£ SXM0l= 5% YE7I E0 J}ELICE & O] XM Hote| MHO| 25t d2|n
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Polish:

Niniejsze ogtoszenie zawiera wazne informacje. Niniejsze ogtoszenie zawiera wazne informacje dotyczace
Panstwa wniosku lub zakresu swiadczen realizowanych poprzez AdventHealth Advantage Plans. Moze zaistnieé
potrzeba podjecia przez Panstwa pewnych dziatan w okreslonym terminie w celu zachowania ubezpieczenia
zdrowotnego lub otrzymania pomocy zwigzanej z kosztami. Macie Panstwo prawo do bezptatnego uzyskania
informacji i pomocy w jezyku ojczystym. Prosimy zadzwoni¢ pod numer 844-522-5279.

Guijarati:

Al Jeiuouu't Bolloll Ml B. L YUl sARSL SRV 32 Ascliey sl A3l R Al
scR% (Aol Aottell Ml B. 2 YuotHioll v AT A MRl AR seRsa etacll Awell
wecll WA 23 Hee Aocal HIR AlssA AHAHAEL YLl dAriR stalaigl setoll 232 usl 23 8. dual
UL WA Al Hee Al et (Qotl Y@ Anclelloll AUESIR B. 844-522-5279 UR SIA 53,

Thai: } . .

dsgnaliidayadidty dsenaliideyandrAnyinadunisadasvizesauannisdseiuganinaesnneinn AdventHealth
Advantage Plans ‘Eﬂm@ﬁmummizﬁwﬁfy’luﬂﬁ‘zmﬁ‘?:
@mmmzﬁméﬁLﬁumamﬁ’lmmﬁﬁwmLﬁmxi”m:mmiﬂizﬁuqﬁumwmm@mm’fmmﬂwmﬁfﬂﬁﬁﬁﬂfﬁ@'w

P

AnRAnEnazlffudeyauazanudasmaeilunmvesgmlnglaifipn 1441e e 844-522-5279.
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