

http://www.kilpatrickcos.com/download/enrollment_kits/swhp_metlife_rate_cards_2020.pdf
http://www.kilpatrickcos.com/download/enrollment_kits/swhp_ee_enroll_form_hmo_pos_2020_fillable.pdf
http://www.kilpatrickcos.com/download/enrollment_kits/swhp_ee_enroll_form_ppo_epo_2020_fillable.pdf
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Small Group Application

Notice for HMO Coverage Only: You have the option to choose this Consumer Choice of
Benefits Health Maintenance Organization health care plan that, eitherin whole orin part,
does not provide state-mandated health benefits normally required in evidences of
coverage in Texas. This standard health benefit plan may provide a more affordable health
plan for you although, at the same time, it may provide you with fewer health plan benefits
than those normally included as state-mandated health benefits in Texas. If you choose this
standard health benefit plan, please consult with your insurance agent to discover which
state-mandated health benefits are excluded in this evidence of coverage.

Group's General Information

Group's Legal Name: DBA (if applicable):
Street Address (P.O. Box not acceptable): City: State: ZIP:
Biling Address (if different from above): City: State: ZIP:
Authorized Official Name: Title:
Email: Phone Number:
Group Contact Name: (if different) Title:
Email: Phone Number:
Employer Portal Contact Name: (if different) Title:
Email: Phone Number:
| authorize my broker of record (BOR) and/or General Agent to access my Employer Portal: Yes No
Please complete the Employer Delegation Form.
Classification: Corporation Partnership Sole Proprietorship
Church Government Entity Other (explain)
Tax ID/FEIN #: SIC Code: Date Established:
Do you have more than one business location? Yes No

If yes, please provide ZIP codes:

Does this company have any subsidiaries or affiliates, or are there any associated entities that are eligible to file a
combined taxreturn?  Yes No If yes, please request a Common Ownership Form.

Medical coverage is provided by Scotft and White Health Plan for HMO/POS and by Insurance Company of Scott and White for
insured PPO. The companies listed above, severally or collectively, as the content may require, are referred to in the Small Group
Application as SWHP, we, us, or our.

SGA 2019 1



Group Name PROPRIETARY & CONFIDENTIAL

Coverage Installation Questions

Requested Effective Date:

Employer Contribution Employee Medical Dependent Medical

Employer’s Conftribution:

Does the group have a flex plan under Section 125 of the Internal Revenue Service Code? Yes No
New hire waiting period: l(\lDOOWH()JIT - Date of Hire Ist of month after DOH
Emp{oyee and covered dgpendeni_‘s bec_:ome effective 30th day of employment 1st of month after 30 days
the first day after completion of wait period.

60th day of employment 1st of month after 60 days

90th day of employment

Participation: # Full-time employees Include 1099s: Yes No

# Part-time employees

Total employees

Select one: State Continuation COBRA Select one: Medicare Primary Plan Primary
Is anyone currently on COBRA/Continuation: Yes No

Do you currently have group health care coverage: Yes No

a. Carrier’'s name: b. Paid-to date:

Do you currently have dental coverage: Yes No

a. Carrier’s name: b. Paid-to date:

Billing Preferences
Bill format: 4-Tier composite rates Age-rated | Payment method: Bank draft (EFT) Mail Online

SGA 2019 2
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Coverage Selections

Medical/Rx Plan Options

Choose up to three. (All plans are not available in all counties. Please refer to quoted rates for available plans.)

<Medical/RX Plans

POS PPO

EPO

HMO/Elite

SG Bronze 7200

SG Bronze 7900

SG Bronze 8150

SG Bronze HSA 6750

SG Silver 4800

SG Silver 5500

SG Silver 6900

SG Silver HSA 4300

SG Gold 1700

SG Gold 2100

SG Gold 3500

SG Gold HSA 3200

SG Gold HMO 0

N/A N/A

N/A

Eyewear Benefit

Yes No — Available with HMO/POS plans only.

Do you wish to offer ancillary benefits to your employees?2
If Yes, please make a selection from each category. Complete the Metlife application for Life or Disability only.

Yes No

Basic Life/AD&D** Select one only.

Dental** Select one only.

$15,000 $35,000 Basic Dental Value Plan 1/500

$25,000 $50,000 Mid Dentall Value Plan 2/1000

Supplemental Life High Dental Value Plan 3/1500

Dependent Coverage Value Plan 4/1500 Ortho
Disability Met290DHMO

STD LTD>

**Underwritten by Metropolitan Life Insurance Company and SafeGuard Health Plans, Inc, a Metlife Company, hereafter

referred to as MetLife.

SGA 2019
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Agreement and Signature

DEFINITIONS

You, your, our, |, my: The participating employer, group contract holder, or group sponsor.
We, SWHP: Scott and White Health Plan, Insurance Company of Scott and White.
Contract: HMO and/or PPO Policy or Certificate.

SGA: This Small Group Application.

AGREEMENT

You understand, agree, and represent: You have read this SGA and certify that the information provided is accurate,
complete, and can be substantiated by your business records. You understand that neither you nor the agent/broker has
the authority to waive a complete answer to any question, waive any requirements, determine eligibility or coverage, alter
any confract, or bind SWHP by making any representation.

You understand and agree that your coverage is renewed on a monthly basis subject to timely payment of premium. It is
the normal SWHP business practice to change premiums upon annual renewal. However, with advanced written nofice
we reserve the right to change the premium rates on any premium due date, as permitted by law. For action fo be

taken on this SGA, the first month's estimated premium and fully completed enrollment information for all employeesand
dependents must be submitted with the SGA. If this SGA is declined, we will return or refund the premium deposit submitted
with this application.

Failure to pay premium when due or maintain the eligibility, underwriting, participation, and contribution requirements may
result in termination of your coverage under the Confract. You agree to make your relevant records available fo SWHP for
inspection during your normal business hours. We have the right fo use information provided by you and any applicant fo
determine eligibility and establish appropriate premiums to the extent permitted by law.

You understand that providing fraudulent information or intentional misrepresentation of a material fact including providing
incomplete, inaccurate information may void, reduce, or terminate an individual's coverage or the group’s coverage. You
understand that SWHP may choose not to accept this application at its discretion subject to Texas small employer laws.

You understand dental and life coverage is underwritten by Metlife (Metropolitan Life Insurance Company, New York, NY
10010). Medical, prescription, and dental benefits (if applicable) are based on a calendar year. SWHP does not cover
work-related injuries or illnesses. Whether or not you maintain workers’ compensation or alternative occupational accident
coverage, you are responsible for work-related injuries or illnesses. You agree that SWHP coverage will be available only to
employees who work at least 30 hours per week.

[ |:| I have read and accept the below agreement.

You understand that the Certificate of Coverage or Summary Plan Description and other required documents, notices,
and communications may be mailed or fransmiftted electronically fo you and to the Group’s employees. By checking this
box, you are consenting to the electronic delivery of certain communications. If the box is not selected, you will receive
paper communication. Consent may be withdrawn at any tfime by submitting a written request to Health Plan and paper
documents will be provided. ]

Please keep a copy of this SGA for your records. It will become part of the Group Confract. Review your Group Confract
carefully.

(initial) | have received, reviewed, and agree to comply with the applicable regulations: ERISA, Texas Insurance
Code, Section 1301.0061 (PPO) / Section 843.210 (HMO) and the Affordable Care Act (ACA).

(initial) | hereby certify that each applicable member enrolled has pediatric dental coverage that meets the ACA
essential health benefit requirements.

(initial) Do not cancel current group coverage until you receive written approval from SWHP.

| hereby apply for the coverage (s) submitted in this enrollment and agree to be bound by the terms and conditions listed
above and those contained in the Confract.

Avuthorized Official Signature Date
Please return this document to your SWHP sales administration contact or broker.
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PRODUCER COMMISSION FORM

Agency name:

Writing agent:

Address:

Street address Suite/Building #

City State Zip Code

Mailing address (if different):

Work Phone: Tax ID/SSN:

NPN #:

MetLife Producer ID#:

Email Address:

General Agency Information

General Agent: Kilpatrick Companies, LLC
Address: 1050 Wilcrest Drive City: Houston State: |X
GA Contact Name: Phone: _ /13-9/7-9300

Tax ID: Email:



skilpatrick
Typewritten Text
Kilpatrick Companies, LLC

skilpatrick
Typewritten Text
1050 Wilcrest Drive

skilpatrick
Typewritten Text
Houston

skilpatrick
Typewritten Text
TX

skilpatrick
Typewritten Text
713-977-9300
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Employer Online Services Delegation Form

Scott and White Health Plan/Insurance Company of Scott and White is offering Group Benefit Administrators an opportunity
to delegate the administration of their accounts to their Broker of Record. The Broker of Record will perform the
administrative duties assigned to him or her by the Group Benefits Administrator via a secure Broker Online Services website
at www.swhp.org/employer.

Please complete this form and the Terms and Conditions Letter Agreement (the “Agreement”) if you would like to permit
your Broker of Record to administer your account.

SECTION 1: ACCOUNT ADMINISTRATION

Please e-mail this form to:

SWHP Sales & Marketing
E-Mail: SWHPSALES MARKETING@BSWHealth.org
Please note: By agreeing and giving your Broker of Record access to manage your account, you are not giving up your right to

access your account through Employer Online Services or to administer your account. You may change your broker’s access at
any time by following the steps detailed at the bottom of this page.

You and your broker will have access to:

Status of Benefit Designs

Truven Claims Analytics (if available for your group)
Online Billing and Forms

Member Transactions and Roster

SECTION 2: CONTACT INFORMATION

Company Name Last Name First Name

Renewal Date Email Address Phone No.

SECTION 3: YOUR BROKER OF RECORDS’S CONTACT INFORMATION

Last Name First Name

License no. Email Address Date of Birth




SECTION 4: TERMS AND CONDITIONS

TERMS AND CONDITIONS LETTER AGREEMENT FOR ACCESS TO THE SWHP EMPLOYER ONLINE SERVICES WEBSITE

This Terms and Conditions Letter Agreement (the “Agreement”’) sets forth the understandings and agreement between
(“the Group”) and Scott and White Health Plan/Insurance Company of Scott and White (together referred
to as “SWHP”), to permit access to SWHP’s interactive Employer Online Services website (“website”) by and for use by the Broker of Record, or an
authorized designee of the Broker of Record (together referred to as “Brokers”), designated by the Group, to facilitate the administration of the health
benefit plan(s) (the “plan(s)”) purchased by the Group from SWHP pursuant to a separate Contract (the “Contract”).

The Group understands and agrees that access to the website granted by the Group to its designated Brokers is subject to the following terms and
conditions:

1. SWHP shall provide those Brokers designated by the Group access to the Employer Online Services website in accordance with SWHP’s
registration procedures. The Group understands that all designated Brokers must agree to the website Terms and Conditions.

2. The Group understands that the purpose of this website is to provide an additional medium for the Group, through its designated Brokers, to
carry out the certain plan administration functions as delegated by the Group, including the ability to: maintain eligibility files, process enrollment
and enrollment changes for members and dependents, select and change PCPs on behalf of and at the request of a member, search for
participating providers, view certain claims information on behalf of and at the request of a member, request ID cards and print temporary
cards, maintain and update COB information, and view statements of account(s), access billing reports, pay and/or adjust bills, and other
functions as may be added from time to time by SWHP and delegated by the Group.

3. The Group is solely responsible for the accuracy and authenticity of the information submitted on the website.

4. This agreement relates solely to access by the Brokers designated by the Group to the website and does not add, diminish or otherwise change
the obligations of the parties, which remain subject to the Contract, any other agreements executed by the parties, the contracts of health
insurance coverage issued by SWHP, and SWHP policies and procedures. In the event of a conflict between this agreement and any of the
aforementioned, the aforementioned shall control.

5. The Group shall advise SWHP, in writing, of the names and other information as requested by SWHP, of its Brokers who shall have website
access, and shall timely notify SWHP of Brokers who no longer are authorized to access the website. Notice shall be sent to SWHP Sales &
Marketing at SWHPSALES MARKETING@BSWHealth.org.

6. Any data accessed and/or provided to the Group or to its Brokers on the website shall remain the property of SWHP.

7. SWHP is not responsible for the accuracy and completeness of records supplied to SWHP by the Group, the Brokers or by healthcare providers.

8. The Group and its representatives shall maintain and preserve the confidential and proprietary nature of all SWHP’s data to which the Group
and its representatives have access. The Group shall not provide either website access, or other access to SWHP's proprietary and confidential
information available to the Group on the website, to any unauthorized party, or in a manner in conflict with this Agreement.

9. The Group will hold SWHP, its officers, directors and agents, and affiliated parties harmless from any loss, expense, liability, claim, lawsuit or
judgement (including reasonable attorneys’ fees) arising directly or indirectly out of SWHP’s disclosure of the Group’s enroliment and/or claims
information or from the Group’s provision to SWHP of enroliment information, or resulting from the Group’s failure to abide by the terms of this
Agreement.

10. The obligations undertaken herein in Paragraphs 8 and 9 above shall survive the expiration or termination of this Agreement.

11. Nothing contained in this Agreement shall be construed as granting or conferring any rights by license, patent, copyright or any other intellectual
property right of one party to the other.

12. This Agreement shall terminate:

a. by SWHP or the Group upon five (5) business days written notice by facsimile transmission, or otherwise, or as otherwise agreed to by the
parties hereto in writing;

b. if prohibited by any law or regulation; or
c. six (6) months after the termination of the Contract.

13. Ifthe Group has more than one health benefits plans under the terms of its Contract, the Group’s designated Brokers shall have access, if such
access is delegated to the Brokers, to any of its health benefits plans that may terminate during the term of the Contract, for the earlier of
twenty-four (24) months after termination of the specific health benefits plan or six (6) months after the termination of the Contract.

Please sign and date this Agreement in the space provided below to confirm your agreement to these terms and conditions, and return the fully
executed original at your earliest convenience.

Sincerely,

Linza Jones,
Chief Sales Officer

SECTION 5: ACKNOWLEDGED AND AGREED TO

Title Print name
Group Benefits Administrator

Signature Date

X




Employer Name

\
N 5’9— Scott&White

Group/Division #

PART OF BAYLOR SCOTT & WHITE HEALTH

—gﬁ Y HEALTH PLAN

Dental/Division #

Life/Division #

(Mandatory)
Group Enrolilment HMO Application & Change Form
PLAN TYPE:
Send completed application by one of the following methods:
Email Fax Mail
SWHPGroupEnrollment@bswhealth.org Fax 254-298-3199 Scott and White Health Plan
Subject line: Group Name/Group M 3264~

1206 West Campus Drive
Temple, TX 76502

Number/Division

TEXAS DEPARTMENT OF INSURANCE REQUIRED DISCLOSURE NOTICE FOR ALL
GROUP HMO CONSUMER CHOICE BENEFIT PLANS ISSUED IN TEXAS

Consumer Choice Benefit Plans: You have the option to choose this Consumer Choice of Benefits Health
Maintenance Organization health care plan that, either in whole or in part, does not provide state-
mandated health benefits normally required in evidences of coverage in Texas. This standard health
benefit plan may provide a more affordable health plan for you although, at the same time, it may
provide you with fewer health benefits than those normally included as state-mandated health benefits in
Texas. If you choose this standard health benefit plan, please consult with your insurance agent to
discover which state-mandated health benefits are excluded in this evidence of coverage.

here:

As applicable, enrollee may select an obstetrician or gynecologist their primary care provider, as set
forth in the Texas Insurance Code Chapter 1451, Subchapter F. Enrollee may designate the selection

Enrollee is not required to select an obstetrician or gynecologist, but may instead receive obstetrical or
gynecological services from her primary care physician or primary care provider.

SECTION 1: REQUESTED ACTION - Check all the boxes that apply and complete the additional sections that correspond to your selection.

Please allow 5 business days for processing. To prevent delays, please send your completed enrollment form directly to
swhpgroupenrollment@BSWHealth.org. Avoid delays and/or possible errors in processing by completing all required fields, legibly.

Applications received without proper documentation will not be processed.
Hire Date is mandatory on all new enrollees and open enrollment elections.
For members terminating coverage and/or employment, Senate Bill 51 applies.

Late enrollees are not eligible for coverage until the next Open Enrollment Period. Please refer to your explanation of coverage (EOC).
If enrolling outside of the open enrollment period, you must have a qualifying event in order to be eligible.

If declining coverage, complete Section 2 and 6
(If an employee is currently enrolled and does not wish to renew, the action to request is a termination, not a declination.)

Enroliment Event — Check ALL boxes that apply.

[J Open Enroliment

Date of Hire (MM/DD/YYYY)

Qualifying Event? [J Yes [1 No

Termination/Cancellation

[J Add Dependent(s)

[ Change Plan Option [ Demographic Change(s)

Proof of Marriage
Required

O New Hire Select the appropriate event and enter event date. Termination Date (MM/DD/YYYY)
[ Rehire Date of Rehire (MM/DD/YYYY) | I Birth/Adoption Date of birth/adoption | [ Terminate Contract
Proof of Adoption (Enrollee and all dependents)
Required [ Medical [J Dental 1 Life
Other Changes O Marriage Date of marriage O Terminate Dependent(s)

Coverage
Complete Sections 4, 5, and 6

[ Loss of Coverage
Proof of Loss Required

Date coverage ended

Reason for Termination
[ Termination of Employment
[ Retirement

[ Court Order
Court Order or Decree
Required

Date of order

[J Termination of Benefits
O Other

[J Death

Date of Death

GROUP HMO APP 2019.01
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SECTION 2: DECLINATION OF COVERAGE

Retain the form for your records only. The form does not need to be sent to SWHP for current groups. Waivers are required for new group
submissions. If an employee is currently enrolled and does not wish to renew coverage, the action requested is a termination, not a declination.

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the
future be able to enroll yourself of your dependents in this plan, provided that you request enrollment within 31 days after your other coverage
ends. 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, provided that you request enroliment within 31 days after the marriage, birth, adoption, or placement for adoption.
[J  Idecline enrollment in Scott and White Health Plan during my initial eligibility period due to the reason listed below. (employee)
[J Idecline enrollment in Scott and White Health Plan for my dependents during my initial eligibility period due to the reason listed below.

Reason for Declining Coverage:

[ Other reason for declining coverage (please specify):

[ 1and/or my dependents are covered under another health plan benefits plan.

| have not been discouraged by Group or Health Plan from enrolling for coverage.

SECTION 3: OTHER COVERAGE

Will you or your dependents, applying for coverage, be covered under another group health plan? [J Yes [J No (If yes, complete below)

Insurance Company Name

Name of Policyholder

SECTION 4: EMPLOYEE INFORMATION - All information in this section is necessary for accurate and timely processing.

[J Exempt [J Non Exempt [ Retired

[ Single/Divorced/Widow [J Female
[J Married [ Other

Coverage Selection Dental Life
Medical [J Add [0 Term [ Change [ No Change O Add O Term [ Change [J Add
[0 No Change O Term

Social Security Number First Name Ml Last Name Suffix
Residential Address Apt City State Zip
Mailing Address (If different than above) Apt City State Zip
Primary Phone Secondary Phone Email Address Preferred

Method

O Email

O Mail
Employment Status Marital Status O Male Date of Birth (MM/DD/YYYY)

Primary Spoken Language

[ English O Spanish [ Other (please indicate)

Written Language

[ English O Spanish [ Other (please indicate)

Do you have a disability affecting your ability to communicate or read? OYes [ No

GROUP HMO APP 2019.01
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SECTION 5: DEPENDENT INFORMATION — Complete all applicable information in this section.

List all family members

Please complete every field in its entirety to ensure correct processing.

Medical First Name Ml Last Name Suffix
O Add O Term

[ Demographic Change Social Security Number O Male O Female Date of Birth (MM/DD/YYYY)

[J No Change

Dental Primary Language [ Spouse [ Child

O Add O Term Spoken: [ English O Spanish O Other O Grand Child

[J Demographic Change Written: [ English I Spanish [ Other [ Other Eligible Dependent

[ No Change Disability affecting your ability to communicate or read? [J Yes [J No

Medical First Name Ml Last Name Suffix
O Add O Term

[ Demographic Change Social Security Number O Male O Female Date of Birth (MM/DD/YYYY)

[J No Change

Dental Primary Language [ Spouse [ Child

O Add O Term Spoken: [ English O Spanish O Other O Grand Child

[J Demographic Change Written: [ English I Spanish [ Other O Other Eligible Dependent

0 No Change Disability affecting your ability to communicate or read? [J Yes [J No

Medical First Name Ml Last Name Suffix
O Add O Term

[0 Demographic Change Social Security Number O Male O Female Date of Birth (MM/DD/YYYY)

[ No Change

Dental Primary Language [J Spouse [ Child

OAdd O Term Spoken: [ English O Spanish [ Other [ Grand Child

[J Demographic Change Written: [ English I Spanish [ Other O Other Eligible Dependent

LI No Change Disability affecting your ability to communicate or read? [J Yes [J No

Medical First Name Ml Last Name Suffix
OAdd OTerm

[ Demographic Change Social Security Number [0 Male [ Female Date of Birth (MM/DD/YYYY)

[ No Change

Dental Primary Language [J Spouse [ Child

O Add O Term Spoken: [ English [ Spanish [ Other O Grand Child

[0 Demographic Change Written: [ English O Spanish [ Other O Other Eligible Dependent

01 No Change Disability affecting your ability to communicate or read? [ Yes [ No

Medical First Name Ml Last Name Suffix
OAdd OTerm

[ Demographic Change Social Security Number [0 Male [ Female Date of Birth (MM/DD/YYYY)

[ No Change

Dental Primary Language [0 Spouse [ Child

O Add O Term Spoken: [ English [ Spanish [ Other O Grand Child

[ Demographic Change Written: [ English (I Spanish [ Other O Other Eligible Dependent

01 No Change Disability affecting your ability to communicate or read? [ Yes [1 No

GROUP HMO APP 2019.01
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SECTION 6: ACKNOWLEDGMENT SIGNATURE

| hereby certify to the best of my knowledge the answers given are correct, truthful, and complete. Further, | hereby authorize my licensed
physician, medical practitioner, hospital, clinic or other medically related facility, organization, institution, or person, that has any records or
knowledge of me, my family or our health, to give Scott and White Health Plan any such information requested. A photographic copy of this
authorization shall be valid. | understand that | or my dependents may be covered by another group insurance and | will cooperate fully with the
health Plan in providing information necessary to coordinate benefits.

o | HAVE READ AND ACCEPT THE BELOW AGREEMENT

| understand that the Evidence of Coverage, Explanation of Benefits, and other required documents, notices, and communications may be mailed or
transmitted electronically to me. By checking this box and initialing below, If this box is not selected, | will receive paper communications. Consent
may be withdrawn at any time by contacting the Health Plan at 800-321-7947. If consent is withdrawn, paper documents will be provided during the
policy benefit period. Initial

Signature Print Name Date (MM/DD/YYYY)

GROUP HMO APP 2019.01
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Dental/Division #
Life/Division #
(Mandatory
Group Enroliment PPO/EPO Application & Change Form | sy TyPE:
Send completed application by one of the following methods:
Email Fax Mail
SWHPGroupEnrollment@bswhealth.org Fax 254-298-3199 Scott and White Health Plan
Subject line: Group Name/Group MS-A4-126

Number/Division 1206 West Campus Drive

Temple, TX 76502

SECTION 1: REQUESTED ACTION - Check all the boxes that apply and complete the additional sections that correspond to your selection.

Please allow 5 business days for processing. To prevent delays, please send your completed enroliment form directly to
swhpgroupenrollment@BSWHealth.org Avoid delays and/or possible errors in processing by completing all required fields, legibly.
Applications received without proper documentation will not be processed.

Hire Date is mandatory on all new enrollees and open enrollment elections.

For members terminating coverage and/or employment, coverage remains in effect through the end of the month in which notice was provided.
Late enrollees are not eligible for coverage until the next Open Enrollment Period. Please refer to your explanation of coverage (EOC).

If enrolling outside of the open enrollment period, you must have a qualifying event in order to be eligible.

If declining coverage, complete Section 2 and 6
(If an employee is currently enrolled and does not wish to renew, the action to request is a termination, not a declination.)

Enroliment Event — Check ALL boxes that apply.

O Add Dependent(s)

O Change Plan Option Q Demographic Change(s)

Proof of Marriage
Required

O Open Enroliment | Date of Hire (MM/DD/YYYY) Qualifying Event? ves I No Termination/Cancellation
QO New Hire Select the appropriate event and enter event date. | Termination Date (MM/DD/YYYY)
Q Rehire Date of Rehire (MM/DD/YYYY)] 0O Birth/Adoption Date of birth/adoption QO Terminate Contract
Proof of Adoption (Enrollee and all
Required dependents)
O Medical U pental U Life
Other Changes O Marriage Date of marriage QO Terminate Dependent(s)

Coverage
Complete Sections 4, 5, and 6

U Loss of Coverage
Proof of Loss
Required

Date coverage ended

Reason for Termination
O Termination of Employment
U Retirement

O Court Order
Court Order or Decree
Required

Date of order

U Termination of Benefits
U Other

U Death

Date of Death

GROUP PPO EPO APP 2019.01
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SECTION 2: DECLINATION OF COVERAGE

Retain the form for your records only. The form does not need to be sent to SWHP for current groups. Waivers are required for new group
submissions. If an employee is currently enrolled and does not wish to renew coverage, the action requested is a termination, not a declination.

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in

the future be able to enroll yourself or your dependents in this plan, provided that you request enrollment within 31 days after your other

coverage ends. In addition, if you have a new dependent as a result of marriage, birth, adoption or become party to a suit to adopt, you may

enroll yourself and your dependents, provided that you request enrollment within 31 days after the qualifying event.

1 1decline enrollment in Scott and White Health Plan during my initial eligibility period due to the reason listed below. (employee)

[] 1 decline enrollment in Scott and White Health Plan for my dependents during my initial eligibility period due to the reason listed below.

Reason for Declining Coverage:

1 1 and/or my dependents are covered under another health plan benefits plan.

[] Other reason for declining coverage (please specify):

| have not been discouraged by Group or Health Plan from enrolling for coverage.

SECTION 3: OTHER COVERAGE

Will you or your dependents, applying for coverage, be covered under another group health plan? [ Yes [ No (If yes, complete below)

Insurance Company Name Name of Policyholder

SECTION 4: EMPLOYEE INFORMATION - All information in this section is necessary for accurate and timely processing.

Coverage Selection Dental Life
Medical 0 Add 0 Term O Change [I No Change ] Add O Term O Change ] Add
[] No Change ] Term

Social Security Number First Name Ml |Last Name Suffix

Residential Address Apt City State Zip

Mailing Address (If different than above) Apt City State Zip

Primary Phone Secondary Phone Email Address Preferred
Method
I Email
1 Mail

Employment Status Marital Status 1 Male Date of Birth (MM/DD/YYYY)

] Exempt I Non Exempt [J Retired O single/Divorced/Widow| [] Female

1 Married 1 Other
Primary Spoken Language Written Language
[ English (I Spanish [ Other (please indicate) [ English (I Spanish [ Other (please indicate)

Do you have a disability affecting your ability to communicate or read? [J Yes [ No

GROUP PPO EPO APP 2019.01 2
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SECTION 5: DEPENDENT INFORMATION — Complete all applicable information in this section.
List all family members
Please complete every field in its entirety to ensure correct processing.
Medical First Name Ml Last Name Suffix
O Add dTerm
0 Demographic Change Social Security Number Q Male QFemale Date of Birth (MM/DD/YYYY)
U No Change
Dental Primary Language 0 Spouse QA child
O Add QTerm Spoken:Q English O Spanish QOther Q Grand Child
QO Demographic Change Writtend English A Spanish UOther O Other Eligible Dependent
O No Change Disability affecting your ability to communicate or read? UdYes U No
Medical First Name Ml Last Name Suffix
U Add UTerm
U Demographic Change Social Security Number Q Male QFemale Date of Birth (MM/DD/YYYY)
U No Change
Dental Primary Language 0 Spouse QA child
U Add UTerm Spoken: 1 English USpanish LOther Q Grand Child
O Demographic Change Written: UEnglish USpanish UQO0ther Q Other Eligible Dependent
0 No Change Disability affecting your ability to communicate or read? UdYes U No
Medical First Name Ml Last Name Suffix
O Add dTerm
0O Demographic Change Social Security Number Q Male QFemale Date of Birth (MM/DD/YYYY)
O No Change
Dental Primary Language Q Spouse QA child
O Add QTerm Spoken: QEnglish U Spanish QOther Q Grand Child
U Demographic Change Written: d English QSpanish U Other O Other Eligible Dependent
U No Change Disability affecting your ability to communicate or read? UYes U No
Medical First Name Ml Last Name Suffix
U Add UTerm
O Demographic Change Social Security Number Q Male QFemale Date of Birth (MM/DD/YYYY)
U No Change
Dental Primary Language Q Spouse QA child
O Add QTerm Spoken: WEnglish QSpanish U Other Q Grand Child
Q Demographic Change Written: QEnglish U Spanish QOther O Other Eligible Dependent
O No Change Disability affecting your ability to communicate or read? UdYes U No
Medical First Name Ml Last Name Suffix
O Add dTerm
O Demographic Change Social Security Number Q Male QFemale Date of Birth (MM/DD/YYYY)
U No Change
Dental Primary Language Q Spouse L Child
U Add QTerm Spoken: U English QSpanish U Other Q Grand Child
U Demographic Change Written: U English QSpanish U Other 0 Other Eligible Dependent
U No Change Disability affecting your ability to communicate or read? UdYes U No
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SECTION 6: ACKNOWLEDGMENT SIGNATURE

I hereby certify to the best of my knowledge the answers given are correct, truthful, and complete. Further, | hereby authorize my licensed
physician, medical practitioner, hospital, clinic or other medically related facility, organization, institution, or person, that has any records or
knowledge of me, my family or our health, to give Scott and White Health Plan any such information requested. A photographic copy of this
authorization shall be valid. | understand that | or my dependents may be covered by another group insurance and | will cooperate fully with the
health Plan in providing information necessary to coordinate benefits.

| HAVE READ AND ACCEPT THE BELOW AGREEMENT
I understand that the Certificate of Coverage, Explanation of Benefits, and other required documents, notices, and communications may be mailed
or transmitted electronically to me. By checking this box, | am consenting to the electronic delivery of these communications. If the box is not
selected | will receive paper communications. Consent may be withdrawn at any time by contacting the Health Plan at 800-321-7947. If consent is
withdrawn, paper documents will be provided during the policy benefit period.

Signature Print Name Date
(MM/DD/YYYY)
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