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of Centeal New York
SR GROUP ENROLLMENT FORM
Ceunt on s DO NOT USE - MICROFILM ONLY

344 S. Warren St., Syracuse, New York 13221

Instructions on Back. All Dates = mnvdd/yy 0O Check if name change O Check if new address Please print clearly using Biue Ink.

v CHECK DESIRED ACTION v CHECK DESIRED COVERAGE - Select One Product Option v CHECK PERSON(S) COVERED
i i Q S.U. OrangePoint (SO Self, Spouse & | Self& | Self & Self
0 Add Subscriber (AA) ] BIuePognt (8T) SR Blueg(BU) ) Chioens | Critren) | Spouse
Date of Hire/Event  ___/___/___ 8 g:ueﬁ;cgrg %B(g;:) Q HMO Blue Value (HB)"* (A) (B) (C) (D)
ue *
Coverage EffDate __/___/___ Q Blue EPO (BE)* Q HMO Blue Essential (BL) MEDICAL Ol Q a a
a QO Senior Ins. High Option (SH)
Add Dependent (AB) Q BluePreferred PPO (PN) as C SC
O BCBS Traditional (TR) ecure Comp (SC) DENTAL O | Q o | o
Date of Event I h 0 S.U. Biue Point (SB)
Q BCBS Comprehensive (CO) a Q Q
Coverage EffDate  __/__/__ |1 BCBS WRAPAROUND (WR) VISION Q
Q Change Coverage (AC) v CHECK DESIRED COVERAGE oruc Q| O Q m]
Coverage EffDate ___/___/___ | Dental (DE) Q Dental Blue PPO (OL) Q Vision (V1) Q Drug (RX)
O Transfer to COBRA (AD) SUBSCRIBER INFORMATION - Must be completed
Q (S)ubscriber Social Security #  |__| I T O Y I O O O Sex OMQF Birthdate ___/___/__ _
Q (M) Dependent Last Name Eirst
O (D)isabled gt_reef =
Date of Event / / ity : State ip,
ale ofzven ~—'—'— \payPhone: |11 |-L L | |- | | | |E-MaiAddess:
O Cancel Subscriber (S) Do you have Medicare? 0 Yes Q No If yes, indicate reason: 0 Age U Disabled Q ESRD
O Cancel Dependent (M) Medicare Claim No.: * Medicare Part A Eff Date: Medicare Part B Eff Date:
Q (Medical  Q (V)ision
Q (Dyrug Q (D)ental
Reason Code BluePoint members and HMOBlue Members must select a Primary Care Physician (PCP) Current Patient? .
{See back. Use Numeric Codes) Primary Care Physician (Last) (First) QY ON
Cancellation Date __ / A PCP Address PCP ID #
FAMILY MEMBER INFORMATION v Check relationship and indicate dependent name or indicate dependent name and birthdate to be cancelled.
Q (S)pouse Tl (D)ependent O (H) Disabled Dependent Social Security# | Sex | Birthdate
Q Student(T) O Full-time  Q Part-time (mm/dd/yy) | BluePoint and HMOBIue members must select a Primary Care Physician
Schoo! Name/ Address am Primary Care Physician Current patient? T YQN
Graduation Date: ©otarF /| |Last First
Q Other """ [PCP ID#
Last Name (if different) First Name
0O (S)pouse O (D)ependent O (H) Disabled Dependent Social Security #| Sex Birthdate | BluePoint and HMOBIue members must select a Primary Care Physician
0 Student(T) Q Fulltime O Part-time (mm/dd/yy) | Primary Care Physician Current patient? Q YQN
School Name/ Address am Last First
Graduation Date: QF / | |PCPID#
Q Other -
Last Name (if different) First Name
Q {S)pouse O (D)ependent O (H) Disabled Dependent Social Security # | Sex Bithdate | BluePoint and HMOBIue members must select a Primary Care Physician
Q Student(T) O Fulltime 01 Part:time (mm/ddryy) | Primary Care Physician Current patient? Q YQN
School Name/ Address aMm Last First
Graduation Date: aF / | |PCPID#
Q Other -
Last Name (if different) First Name

OTHER COVERAGE INFORMATION - Must be completed. You may be contacted for additional information. In addition, please provide a copy
of your "Certificate of Coverage" from your former health insurance carrier or employer. Have you or any member of your family been enrolled
in any other insurance policy in the last 63 days (including Dental, Medicare or Medicaid)?

U Yes U No v Check: ( Medical and/or Q Dental Are you keeping this coverage? 0 Yes O No if No, indicate canceldate ___/__ /___
Policyholder's Name Effective Date: ___/___/___ Did this insurance cover Qinsured O Insured and Family

v Check previous insurance company from list below and indicate ID #:

Q (B) BlueCross BlueShieid of Central New York

Q(0) Other - Blue Cross and Blue Shield Plan (outside Central New York). Indicate Plan Name:
d(C) Other Carrier - indicate Plan Name:

RELEASE - You must sign and date this form to be eligible for insurance.

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 misieading, information concerning any fact material thereto, commits a
fraudutent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed $5,000 and the stated value of the claim for each such
violation. | have thoroughly read, understand and agree to comply with the terms of the Release on the back.

Subscriber Signature Date

EMPLOYER INFORMATION (Must be completed by Group Representative) Shaded areas are optional. : ChicDigit::: Prg# ... "
Coverage Group/Sub Group # Employer Name S e e T
Medical ' Employee Status O (A)Active Q@ (A)Cobra Q (A) Termination O (R)Retired

Dental Payroll Location # Employee #

Drug Group Rep Signature/Date

Vision

GEF 040 (Rev. 12/01)






EXCEIIUS @ @ Waiver of Group Coverage

Company Name:

Employee Name: Date of Birth:

Please Check One:

] 1 waive my employer’s group health insurance coverage for myself, and my dependents (if any).

] 1 am enrolling in my employer's group health insurance coverage but | am waiving coverage for my
dependents.
Reason for Waiving Cover age - Please Check One:

[ | Covered through spouse’' s employer, or; [ Covered through a parent’s employer

Employer Name:

Insurance Company:

[ ] Other reason (explain):

Employee Signature: Date:

IMPORTANT: If you checked that you are declining coverage due to other coverage, you will be eligible to
enrall in this Plan within 30 days of the date that you are no longer digible for the other coverage. If you did
not state that the reason for waiving coverage is due to other coverage, then you cannot enroll in this Plan until
your employer’s open enrollment period (absent acquiring a new dependent through birth, marriage or
adoption.).



Excellus

Attestation Form

, the

at

(Name) (Title)

(Name of Employer)

do hereby attest that:

Check which applies

For groups with 2 or more employees, including businesses with only one

employee who is eligible for health insurance coverage. With respect to
groups with 2 or more employees, the following individual(s) work at least
20 hours per week at the above-named Employer or are otherwise
eligible for coverage under a group health insurance plan to be issued by
Excellus BlueCross BlueShield. Other individuals eligible for coverage
can include partners, owners of the business if actively engaged in the
business but not technically an employee, and retirees when the
consistent policy of the business is to cover retirees. Include a notation
for each person indicating employee (E), partner (P), business owner (O),
or retiree (R).

i Sole proprietors. With respect to an applicant for coverage as a sole
proprietor, the following individual works at least 20 hours per week at the
above-named Employer. If you are applying for coverage as a sole
proprietor, only one (1) name will be listed.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

(Signature) (Date)

Revised 10/17/03



USFSB Insurance Disclaimer

A. An individual cannot assume he/she has effective insurance coverage even if he/she
has filled out and submitted the application, provided proof of business, made a
payment, completed a census, received an acknowledgement letter from USFSB
verifying that their application has been sent to the appropriate carrier and/or
performed any other function on the website or otherwise. An individual cannot
assume that they have insurance coverage until the carrier has sent the individual a
verification of coverage with the appropriate effective date.

B. The insurance carriers have the right to change the rules, regulations, terms of
coverage, availability and guidelines that are placed on the application, policies and
enrollment at any time. USFSB continues to make every effort to keep up with the
rules, regulations, terms of coverage, availability and guidelines that the insurance
carriers determine; however, USFSB cannot guarantee that the website has been
updated to reflect the current rules, regulations, terms of coverage, availability and
guidelines.

C. Rates change periodically depending on the carrier, open enrollment for the carrier
and the type of available insurance products. USFSB continues to make every effort
to verify these rates for our members; however, USFSB cannot guarantee that the
website has been update to reflect the current rates.

D. There will be situations where insurance products will have the same coverage or
benefits but different rates solely due to multiple tier structures (for example. GHI
HMO in NY). In addition, not every product found in a statewide search will be
available in every county.

By submitting an application, you are indicating that you have read and understand these
Notices and agree to be bound by all terms and conditions for using the United States
Federation of Small Businesses website.
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ASSOCIATION MEMBERSHIP AND INSURANCE PARTICIPATION GUIDELINES

The United States Federation of Small Businesses, Inc. is a national association of small businesses for small businesses.

Membership is applied for by the business owner and not the individual employee; however, once the business is an active member of USFSB
the employees are also eligible for many membership benefits.

Member businesses are dues paying entities with a recognizable business structure (i.e. self-employed, partnership, corporation).

Member businesses must be legally recognized by their state and file taxes as a business.

A business check must accompany all applications.

One business check must be sent for all premium payments for all participating employees.

Documentation showing business legitimacy and verifying the number of employees must accompany the membership application. No
insurance applications will be processed or sent to the insurance carrier without the required documentation. Acceptable documentation is
as follows:

ONE PERSON BUSINESS

A One Person Business is:

A.

Sole Proprietor when the sole owner is the only employee of the business.

Documentation Required:

Most recent Schedule C, which the insurance carriers require you to sign, plus the 1040 portion of the federal tax return. A Schedule C is the
profit and loss form that indicates the income and expenses for your business; or Most recent Schedule F, which the insurance carriers require
you to sign, plus the 1040 portion of the federal tax return. A Schedule F shows farming income and expenses.

Alternate Proof for A New Business:

A letter from a CPA or Attorney, on their letterhead stating the business is new, the owner will work more than 20 hours per week, will earn at
least $xxxxxx per year and will send us the Schedule C or F once it is filed. Many carriers also require a copy of the filed DBA and a voided
business check or letter from the bank stating that a business account has been set up and checks have been ordered.

Corporation when there is only one shareholder who is the only employee.
Documentation Required:
Most recent 1120 Corporate tax return, signed by you, showing the sole shareholder plus a copy of the Certificate of Incorporation.

Limited Liability Company

e When the only member of the LLC is an individual and also the only employee.

Documentation Required:

Most recent Schedule C or Schedule F, which the insurance carriers require you to sign, plus the 1040 portion of the federal tax return.
e When the only member of the LLC is a Corporation.

Documentation Required:

Most recent copy of the 1120 or 1120S Corporate tax return, signed by you.

Alternate Proof for A New LLC

Copy of the Articles of Organization showing the member involved.

BUSINESS WITH 2 OR MORE EMPLOYEES

A 2+ Person Business is:

A.

Sole Proprietor when, in addition to the owner, there is at least one other employee on payroll.

Documentation Required:

Most recent Schedule C, which the insurance carriers require you to sign, plus a signed copy of your Quarterly Wage and Tax Report listing
the employee or employees. The Quarterly Wage and Tax Report, which is submitted to your state, lists the employees’ name, social security
number, wages, taxes and unemployment insurance information. Ex: In New York the Quarterly Wage and Tax Report is called the NYS45.
Each state has its own version of this report.

Corporation that either has more than one shareholder and/or one employee or more.

Documentation Required:

Most recent 1120 Corporate tax return, signed by you, listing the shareholders, a copy of the Certificate of Incorporation plus the most recent
signed Quarterly Wage and Tax Report listing the employee or employees.

Limited Liability Company that either has more than one member and/or one employee or more.

Documentation Required:

Most recent 1120 or 1120S Corporate tax return, signed by you, plus the most recent signed Quarterly Wage and Tax Report listing the
employee or employees; or Copy of the most recent 1120, 1120S or 1065, signed by you, plus the most recent signed K-1s for all partners
and the most recent signed Quarterly Wage and Tax Report listing the employee or employees.

Partnership that either has more than one partner and/or one employee or more.

Documentation Required:

Most recent 1065 Partnership tax return, signed by you, plus most recent signed K-1s for all partners. Plus the most recent signed Quarterly
Wage and Tax Report listing the employee or employees.

Alternate Proof for A New Partnership

Certificate of Partnership listing all partners and the percentage of ownership with a letter stating the K-1s will be sent once they are filed.

A W-4 must be provided for all new employees who are enrolling in health insurance plans. A signed copy of your Quarterly Wage and Tax
Report must also be provided even though the new employee is not on it. A copy of the Quarterly Wage and Tax Report listing the new
employee must be provided within 90 days of the new person’s employment.



8. If you are unable to file your taxes by the required date, you can file for an extension by using Form 4868 for a Sole Proprietor, Form 7004 for
a Corporation or Form 8736 for a Partnership. A signed copy of this form along with the prior years filed tax documents is acceptable proof of
business for some insurance carriers.

9. Insurance carriers have different annual business income requirements. For example, Blue Shield of Northeastern New York requires
$15,000.

10. Many health insurance carriers have specific group enrollment forms to be filled out and submitted along with the insurance application,
including a waiver form to be filled out by any employee electing not to enroll in the coverage.

1. In many cases, the number of employees, including the owner, in the business will determine the premium rate.

12. In some cases insurance products will have the same coverage or benefits but different rates solely due to multiple tier structures.

13. Some carriers have Participation Requirements which means they require a minimum number of employees or a specific percentage of the
employees to enroll in their health plan.

14. Membership and health applications are reviewed upon receipt. USFSB may request additional information at any time to verify the business
status. This is done on a case-by-case basis.

15. Health insurance carriers have the legal right to ask for reverification of business status and/or updated information at any time. In most

cases, this information will be requested once a year. If the requested information is not provided, the health insurance coverage will be
cancelled by the carrier.

16. Member businesses applying for health insurance must be located in the requested insurance company’s service area.

17. Health insurance participants must be actively working owners or employees of the member business and must be on the company payroll.
Each insurance carrier determines the number of working hours in a week necessary to be eligible for their insurance plan. The week runs
from Sunday to Saturday.

18. Eligible employees must enroll in the health insurance plan at the time the business chooses to participate, or they must wait for open
enroliment or enroll within 30 days of a qualifying event.
19. A new employee must apply for insurance coverage within 45 days of employment to guarantee coverage takes effect within the required 90

days of employment. If they do not do so, they must wait until the insurance plan’s open enroliment or within 30 days of a qualifying event
unless otherwise indicated by the insurance carrier and employer upon enrolling the business in a group plan.

20. A married employee enrolling as an individual subscriber in the health plan cannot add the spouse or existing dependents until open
enroliment or within 30 days of a qualifying event. If a qualifying event occurs such as a spouse looses their job or their health insurance, we
can request a review of this policy and in some cases an exception to the enroliment procedures can be made.

21. A newborn must be added within 30 days of birth or must wait until open enrollment or within 30 days of a qualifying event.

22. A business owner has the option to change their health plan benefits, with their existing insurance carrier, each year on the open enrollment
date for that particular plan.

23. Completing and submitting an insurance application is not a guarantee of coverage. The acceptance of the application is subject to carrier

approval. Please do not cancel your current insurance until you receive verification from the new insurance carrier of your policy effective
date. Please review your current carrier's insurance contract and termination policy. In some cases you are required to provide the health
carrier with a 30 day written notice prior to a cancellation.
24. These guidelines are subject to change based on the specific underwriting requirements of each insurance carrier and state regulations.
25. Insurance carrier guidelines are regulated by the state’s insurance department in which the company does business.

CANCELLATION & REINSTATEMENT PROCESS

1. All payments must be received by the specified due date. If they are not received by that date, your insurance will be cancelled on the first of
the coverage month that has not been paid for. A person who is cancelled for nonpayment of premium may not be able to enroll with the
same health insurance carrier for one year.

2. If you choose to cancel your policy, we must receive your written cancellation request prior to the actual cancellation date.

3. All reinstatements are subject to the carrier’'s approval. Reinstatement payments may be required to be in the form of “guaranteed funds” i.e.:
money order, bank check, cashier’s check, etc. If a reinstatement is approved a reinstatement fee may apply.

4. Some insurance carriers do not allow reinstatements at any time.

USFSB DUES POLICY

1. Initial Membership Dues are refundable within 90 days of the effective date of the Membership, if you are not satisfied with your Membership,
unless you wish to maintain any USFSB sponsored insurance coverage.

2. All payments of renewal Membership Dues are non-refundable.

3. You must be a dues paying member or a member of a dues paying organization to obtain and maintain any USFSB sponsored insurance

coverage and/or maintain the privileges of Premium Membership.

USFSB REFUND POLICY

If you are sent a refund check, the following rules apply:

1. One time only, at your request and for good cause, we will send a reissued check upon receipt of the original check and if, for any reason, you
cannot return the original check, a stop payment fee will be deducted from the amount of the reissued check.
2. If any refund check is not cashed or negotiated within six months of the date it was mailed to you, payment will be stopped, the refund will be

deemed abandoned by you and no further checks will be issued.

Revised 12/2004



USFSB Insurance Checklist

USFSB Membership Application with $60 dues payable to USFSB.
Signed Notice of Election form for each employee enrolling in the plan (Original
signature of each employee)
3. Proof of business — listed on the USFSB Guidelines

- If enrolling in a GHI HMO plan 2 proofs of businesses required
4. 1" month’s premium made payable to USFSB

N —

5. Applications need to be submitted by the date indicated on the bottom summary
of benefit page.
All the above are to be sent to: USFSB

249 Green Street
Schenectady, NY 12305

e The 1* month’s premium and yearly dues can be in one check
e Dues only can be paid by credit card.





