GEISINGER HEALTH PLAN GEISINGER QUALITY OPTIONS, INC.
100 North Academy Avenue GROU P SU BSC RIBER APPLICAT'ON 100 North Academy Avenue

Danville, PA 17822 Danville, PA 17822

GENERAL ADMINISTRATIVE INFORMATION (for completion by Employer)

1. Group number: 3. Insurance ID number:
2. Division number: 4. Name of Sales Rep.:
5. Effective Date of Change: M M / D D / Y Y  (um/DD/YY)

6. This Application is being submitted as a result of: (Check one)

a. 1 Group Initial Enrollment

b. ] Group Open Enrollment Period

c.J Employee New Hire

d. [ Change due to Qualifying Event (If you checked this box, please specify type of event and complete Question #7)
(i) Specify type of event:

7. Is the Subscriber or Subscriber’s eligible Dependent(s) electing continuation coverage under COBRA and/or Mini-COBRA?
(Check one) [dYes [INo []NotApplicable
8. Plan selection: (Check one) [JHMO [JPPO with Referral [ PPO without Referral

APPLICANT INFORMATION (Please Print Clearly)

1. Primary Care Physician (PCP) Name

2. PCP Location (Town) 3. PCP Number
4. Are you an existing patient of selected primary care physician? O Yes O No
5. LEGAL NAME (LAST) 6. (FIRST) 7.(M.l) | 8. GENDER
O FEMALE
O MALE
9. ADDRESS (NUMBER) (STREET) (APT.NO.) [10.CITY 11. STATE | 12. ZIP CODE [13. COUNTY
PA
14. HOME PHONE NUMBER 15. CELL PHONE NUMBER 16. PREFERRED CONTACT METHOD:
CJEmMAL  [JPHONE  [JMALL

17. EMAILADDRESS:

The email address you provide on this application helps Geisinger Health Plan and/or Geisinger Quality Options, Inc. (the “Health Plan”) to conduct business and provide good service. It is used to communicate with you
to facilitate activities such as enroliment, customer identification, billing and member satisfaction surveys. The email address you provide will be stored in a secure database and will not be sold to any entity outside of the
Health Plan. You will be given an opportunity to opt-out of the email communications.

18. SOCIAL SECURITY NUMBER 19. DATE OF BIRTH 20. MARITAL STATUS
MONTH| DAY | YEAR
M M| DD| Y Y |[OMARRED [JSINGLE [JDIVORCED/SEPARATED [JWIDOWED

21. EMPLOYER (NAME, CITY, AND PHONE NUMBER) 22. DATE OF EMPLOYMENT | 23. GEISINGER MEDICAL RECORD # (if any)
MM/ DD/ YY

24. While enrolled in Geisinger Health Plan or Geisinger Quality Options, Inc. (collectively the “Health Plan”) will you also be covered by

Medicare? Yes [J No [ If“Yes,” please provide: Your Medicare Number: (Check one) [JPartA [JPartB
25. While enrolled in the Health Plan will any Dependent(s) listed on this form also be covered by Medicare?
(Checkone) Yes [ No [ If “Yes”, please provide the following information:
Dependent(s) Name Medicare Number Part A Part B

(check as applicable)

26. While enrolled in the Health Plan will you or any Dependent(s) listed on this form also be covered by other health insurance?
Yes[C] No[d

If “Yes”, please complete the following information:

A. Name of Insurance Company: E. I.D. or Social Security No.:
B. Subscriber Name: F. Group Name (Employer):
C. Check one: [JFamily Plan [JSelf Only G. Group Number
D. Effective Date of Coverage: M M / bbb/ Y'Y

(Month) (Day) (Year)
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SPOUSE/DEPENDENT INFORMATION

LIST LAST NAME IF DIFFERENT SOCIAL GEISINGER MEDICAL| PRIMARY CARE | PRIMARY CARE | LOCATION
LEGAL NAME FROMAPPLICANT |  SECURITY NO. RELATIONSHIP | DATE OF BIRTH| RECORD # (IF ANY) |PHYSICIAN NAME |PHYSICIAN NUMBER | (TOWN)

FIRST M.I. [LAST [CJHUSBAND
CwiFe MW/ DD/ YY

FIRST M.I. | LAST [CJsoN

CIDAUGHTER |\ DD/ YY
[CJOTHER*

FIRST M.I. [LAST IsoN

HgﬁﬁSF:'JER MW/ DD/ YY

FIRST M.l | LAST JSoN

E%ESSJER MW/ DD/ YY

FIRST M.I. | LAST [ soN

LIDAUGHTER |\ DD/ YY
] OTHER*

*In the space below, briefly describe the type of “Other” legal relationship between the Dependent(s) and yourself.
NOTE: Documentation obligating the applicant or the applicant’s spouse, if applicable, to provide health care coverage to Dependent(s) will be required.
All Dependents must meet eligibility criteria.

Dependent(s) Name Gender Description of Legal Relationship
OFemale [JMale

ClFemale [Male
[COFemale [OMale
CDFemale [Male

PLEASE NOTE: If any of your Dependent(s), for which you are applying, do not live at the address listed in Section B, please indicate name(s), current address(es) and reason(s)
why your Dependent(s) do not live at such address, in the space provided below. If your Dependent(s) live with a custodial parent, please provide name of custodial parent.

NOTICE OF SPECIAL ENROLLMENT RIGHTS

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health plan coverage, you may be able to enroll
yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops contributing towards you or your dependents’
other coverage). However, you must request enrollment within 31 days after you or your dependents’ other coverage ends (or after the employer stops contributing toward the
other coverage).

In addition, 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 your dependents. However, you
must request enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.

To request special enrollment or obtain more information, contact our Customer Service Team at (1-800-447-4000).

DECLINATION OF ENROLLMENT

[ I declare that | have coverage under another group health plan or have other health insurance coverage and, therefore decline enrollment for myself and any family dependents.

MM/ DD/ YYYY MM/ DD/ YYYY
Signature of Applicant Date Signed Signature of Employer Date Signed
FRAUD STATEMENT

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.

DECLARATIONS

| hereby apply to the Health Plan for the coverage now being offered for myself and the dependent(s), if any, as shown above. | understand that this application is subject
to acceptance by the Health Plan, and that if a Subscription Certificate is issued, services will be available subject to the exclusions, limitations and other conditions of the
Subscription Certificate and/or Rider(s), if applicable. In the event it is determined that one (1) or more of my dependent(s) is/are ineligible for enrollment in the Health Plan
pursuant to the Subscription Certificate, | authorize the Health Plan to process this application, omitting the names of such ineligible dependent(s). | further understand that rates
for the Subscription Certificate and/or Rider(s), if applicable, issued to me are subject to change by the Health Plan, in accordance with terms of the agreement with my employer,
and upon thirty (30) days’ prior notice to my employer acting on my behalf. | authorize my employer to make periodic deductions from my salary or wages of the amount, if any, |
am required to contribute toward the rates for the coverage provided under my Subscription Certificate and/or Rider(s).

| authorize the Health Plan to electronically transmit the information contained herein. If this application was taken over the phone or on the computer, | acknowledge that |, myself,
have not actually signed this application but instead hereby authorize the Health Plan to print an electronic acknowledgement on the signature line of the application and | agree
that such printing shall be treated as a valid signature for all purposes of this form. | acknowledge that the Health Plan has verified my identity for this purpose in accordance with
any applicable law or regulation.

The information recorded above is true and correct to the best of my knowledge and belief. | understand that the intentional misrepresentation of any material fact by me on this
application could constitute grounds for the cancellation of any Subscription Certificate and/or Rider(s), if applicable, issued by the Health Plan in consideration of this application,
upon notice and in accordance with applicable law.

| represent that | have read this document or it has been read to me, including the sections titled, “Notice of Special Enrollment Rights,” “Fraud Statement” and “Declarations”.

MM/ DD/ YYYY MM/ DD/ YYYY

Signature of Applicant Date Signed Signature of Employer Date Signed
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Discrimination is against the

Geisinger Health Plan, Geisinger Quality Options, Inc., and
Geisinger Indemnity Insurance Company (the “Health Plan”)
comply with applicable federal civil rights laws and do not

law

If you believe that the Health Plan 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

discriminate on the basis of race, color, national origin, age,
disability, sex, gender identity, or sexual orientation. The
Health Plan does not exclude people or treat them differently
because of race, color, national origin, age, disability, sex,
gender identity, or sexual orientation.

The Health Plan:

« 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,
audio, accessible electronic formats, other formats)

sexual orientation, you can file a grievance with:

Civil Rights Grievance Coordinator
Geisinger Health Plan Appeals Department
100 North Academy Avenue, Danville, PA 17822-3220
Phone: 866-577-7733, TTY: 711
Fax: 570-271-7225
GHPCivilRights@thehealthplan.com

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

+  Provides free language services to people whose primary  pights electronically through the Office for Civil Rights

language is not English, such as:

« Qualified interpreters 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

Phone: 800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

- Information written in other languages

If you need these services, call the Health Plan at
800-447-4000 or TTY: 711.

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to you. Call 800-447-4000 or TTY: 711.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Liame al 800-447-4000 (TTY: 71).

AR REERERTO TS BREESRIRS - 3 800-447-4000 (TTY: 71) -

CHU Y: Néu ban néi Tiéng Viét, c6 céc dich vu hd trg ngon ngii mién phi danh cho ban. Goi s6 800-447-4000 (TTY: 711).

BHVMAHWE: Ecnu Bbl roBOpUTE Ha PyCCKOM S3bIKE, TO BaM JOCTYMHbI GecnnaTtHsle ycnyri nepesoga. 3soHute 800-447-4000 (renetaidn: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer: 800-447-4000 (TTY: 711).

9 =8 ABotAle B2, Ui N HHIAE REZ 0[E0t4 £ USLICEH 800-447-4000 (TTY: 711) 1O Z Matof FAAIL.

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-447-4000 (TTY: 711).
TS5 peall il 8 )) 800-447-4000 2 Josl el el il 554y alll clsall e (fd Gill 3 G aS 1Y) 22k e

ATTENTION : Sivous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-447-4000 (ATS : 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 800-447-4000 (TTY: 711).

Yuoll: A d 9Jrlell el &, Al [(:ges ot dstel Actizl dHI MG Guctodt B, §let 5 800-447-4000 (TTY: 711)

UWAGA: Jezeli mdwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwor pod numer 800-447-4000 (TTY: 711).
ATANSYON: Siw pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele 800-447-4000 (TTY: 711).

(Ut WOASMERSUNW Manisl whSSwigKmMan InWESSSN SMGESHNUUTERY G S161) 800-447-4000 (TTY: 711
ATENCAOQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, grétis. Ligue para 800-447-4000 (TTY: 71).

HPM 50 alb: Nondiscrimination dev. 9.12.16
Y0032_16242_2 File and Use 9/2/16
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You can file a grievance in person or by mail, fax, or email. If
you need help filing a grievance, the Civil Rights Grievance

Complaint Portal, available at https://ocrportal.hhs.gov/ocr/
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