
USFSB Direct Pay Plans through Joseph R. Cardamone 
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, 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.  We continue to make every effort to keep up with the rules, 
regulations, terms of coverage, availability and guidelines that the insurance carriers 
determine; however, we cannot guarantee that the website has been updated to reflect 
the current rules, regulations, terms of coverage, availability and guidelines. 

 
C. Rates change quarterly .We will continue 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. Whenever both a Joseph R. Cardamone Summary of Benefits and the Carrier’s 

Summary of Benefits are presented, the Carrier’s Summary of Benefits should be 
considered more accurate.  However, in either case, the Summary of Benefits is 
simply an overview of the coverage provided by the carrier and we cannot guarantee 
that the information posted is current, complete or accurate. 

 
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. 



USFSB Direct Pay Plans through Joseph R. Cardamone 
Insurance Checklist 

 
1.  

• One check made payable to Empire in the amount of one month’s 
premium. 

• One check made payable to USFSB in the amount of $60 for annual 
dues along with a USFSB Membership Application if you choose to 
join. 
 

2. Completed Small Group Application/Change Form and Group Contract 
(Original signature of owner/principal required.) 

 
3. Completed and signed Enrollment/Change Form for each employee enrolling 

the plan (Original signature of each employee required.) 
 

4. Proof of business-as required by the carrier such as NYS-45 or other 
applicable tax documentation. 

 
5. Attached Broker of Record (BOR) Letter-MUST BE PRINTED ‘AS IS’ ON 

YOUR COMPANY LETTERHEAD 
 

6. Applications must be submitted by the 15th of the month for an effective date 
of the 1st of the next month or by the 1st of the month for an effective date of 
the 15th of the month. 

 
Mail all of the above to: 
 
Joseph R. Cardamone 
249 Green Street 
Schenectady, New York 12305 
 
Call 800-637-3331 for more information. 

 



[INSERT ON COMPANY’S LETTERHEAD] 
 
 
[Date] 
 
RE: Group # [Insert Group Number(s)] 
 
 
Dear Empire: 
 

[Insert Group’s legal entity name] (the “Group”) hereby designates the 
broker/consultant(s) listed below at the commission percentage split indicated as the 
broker/consultant(s) of record (the “BOR”) for the Group.  Further, the Group hereby 
authorizes Empire HealthChoice Assurance, Inc. and/or Empire HealthChoice HMO, Inc. 
to send all quotes, policies and notices to the BOR.  The Group hereby acknowledges and 
agrees that notice to the BOR is notice to the Group.   

This BOR designation shall remain in effect until it is expressly terminated by the 
Group in writing. 

 
BOR Designation 
Broker/Consultant(s) Name, Address & Tax ID/SSN  Commission % Split  
 
Joseph R. Cardamone                           100% commission split 
249 Green Street 
Schenectady, NY 12305 
 
 
___________________________________ 
Signature of GBA or authorized Officer 
 
___________________________________ 
Print Name 
 
___________________________________ 
Title 
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1. REASON FOR APPLICATION/CHANGE
(fill in one only) Change

Existing
Benefits

2. GROUP INFORMATION

www.empireblue.com

Services provided by Empire HealthChoice HMO, Inc., and/or Empire HealthChoice Assurance, Inc.,
licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

SMALL GROUP APPLICATION/CHANGE FORM
(2–50 eligible employees)

Group Name (as it appears on documents attached)

Doing Business As

Group Mailing Address

City

County Phone Fax

Sales Representative Last Name First Name

State ZIP (5+4)

Revision or Renewal Date (MMDDYY)

Current Group Number (if applicable)

Requested Effective Date (MMDDYY)

Authorized Group Contacts

New

Thank you for choosing Empire. Please fill out all items below and
print clearly in black or blue ink in order for us to quickly and
accurately process your group’s application. Once you’ve completed
this form, please sign in the space provided in Section 11.

Primary Group Contact Last Name Primary Group Contact First Name

Title

Secondary Group Contact Last Name Secondary Group Contact First Name

Title

E-mail Address (Benefit Administrator) — mandatory
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County

Billing Phone

City State ZIP (5+4)

Billing Contact

Billing Address (if different)

Federal Employer Identification Number

Type of Industry

Tertiary Group Contact Last Name Tertiary Group Contact First Name

Title

2. GROUP INFORMATION (continued)

3. OTHER COVERAGE Has health insurance been purchased for the group from any carrier, including Empire, during the last twelve (12) months?
If more than one carrier in 12 months, please attach a separate page.

Yes No If yes, Insurance Carrier

Coverage Type (ex: HMO, POS, PPO) Coverage start date (MMDDYY) Coverage end date (MMDDYY)

Number of Employees
Is your group a subsidiary/division affiliated with another company? Yes No
If yes, Name
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Number of Employees

(a) Number of employees at all
locations (include owners
and partners, exclude
COBRA)*

(b) Number of retirees eligible
for coverage

(c) Number of ineligible
employees (check reason
for ineligibility)

Temporary Union Part-Time

Other

(d) Number of net eligible
employees (a + b – c)

Number of enrolling employees
(include retirees and COBRA)

Employer contribution to retiree
coverage

Have you ever employed more than 20 employees?
Yes No

If yes, please indicate the last year
you had 20 or more employees

*Empire requires proof of employment
(i.e., NYS-45, payroll, etc.)
See small group underwriting guidelines for more info

Eligibility Dates (complete both A & B)

A. Initial Enrollment of Group
All employees’ and dependents’ coverage will
be in effect:

On Group Effective Date

After new employee eligibility is satisfied (see B)

All enrollment forms must be received no later than thirty
(30) days following the new group effective date.

B. New Employees (after initial enrollment of group)
New employees will be eligible for coverage:

Date of hire

First day following:

day(s) following date
of hire

month(s) following date
of hire; or

First of the month following:

day(s) following date
of hire

month(s) following date of hire

All enrollment forms must be received no later than
sixty (60) days following the member’s eligibility date.

C. Employee Reinstatement Policy
Employees who are re-hired to the company are
eligible for coverage:

Date of hire

Other

Please specify:

Regions of Residence
If you are choosing HMO, Direct HMO, Empire Total BlueSM

with HSA, Direct POS or DirectShareSM POS, please check
all regions your enrolling employees reside in from the list
below.

New York: Bronx, Kings, Queens, New York,
Nassau, Rockland, Westchester, Richmond and
Suffolk counties.

Mid-Hudson: Dutchess, Putnam, Orange, Sullivan
and Ulster counties.

Albany: Albany, Clinton, Columbia, Delaware,
Essex, Fulton, Greene, Montgomery, Rensselaer,
Saratoga, Schenectady, Schoharie, Warren and
Washington counties.

New Jersey Contiguous Counties: Bergen,
Essex, Hudson, Middlesex, Monmouth, Passaic,
Sussex and Union counties.

Connecticut Contiguous Counties: Fairfield,
Hartford, Litchfield, Middlesex, New Haven, New
London, Tolland, and Windham counties

%

5. PAYMENT SECTION Group’s Contribution, if any.

If your group has multiple locations, do you wish to receive (fill in one):

Separate invoices for each location. A summary invoice combining all locations.

If you are requesting quarterly billing, please indicate here; otherwise, group will be billed monthly.

% Employee only % 2-Party % Employee & Spouse % Parent & Child(ren) % Family

ENR6000BPB03

4. GROUP ELIGIBILITY Note: Eligible persons are defined as employees (on the group’s payroll, K1, etc.) whose
regular work schedule is at least 20 hours per week under this group contract.
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6. MEDICAL BENEFITS SECTION
Please select all of the coverage options you wish to use, and then fill out the details under the coverage sections.

HMO* Direct HMO* Direct POS* DirectShareSM POS PPO EPO Value EPO

Comprehensive Hospital/Medical Empire Total BlueSM with HSA Empire Prism EPO Other ______________________

HMO / DIRECT HMO

Co-payment Options (fill in one only)

PCP/Primary Specialist Ambulatory/
Co-payment Inpatient Home/Office Home/Office ER OP Surgery
Options Co-pay Co-pay Co-pay Co-pay Co-pay

Opt 11 $500 $30 $50 $100 $100

Opt 12 $1,000 $30 $50 $150 $150

*per admission/family maximum per calendar year

Rating Structure (fill in one only)

2-Tier 3-Tier 4-Tier

Prescription Drug (includes contraceptives*)

Co-pay Options (fill in one only)
Non-

Generic Brand Formulary

$10 $35 $70

$10 50% N/A†

$15 N/A N/A†

Deductible** (fill in one only)

$0 $50 $100 $150

$250*** $500***

No prescription drug coverage

*Groups exempt from purchasing contraceptives must
attach a signed affidavit.

**Not applicable to mail-order program.
***Available with 10/35/70 co-pay only
† Mandatory $0 deductible

Miscellaneous Options (fill in all
of the following options you wish to purchase)

Dependent children/student age
increases from 19/23 to 23/25 (end of
calendar year)

Inpatient rehabilitation for alcohol/
substance abuse 30 days in-network

Waive waiting period for pre-existing
conditions

Biologically Based Mental Illness and
Serious Emotional Disturbances in        
Children Coverage

No additional options

ENR6000BPB04

*HMO benefits provided by Empire HealthChoice HMO, Inc.

Please select only one product: HMO Direct HMO

EMPIRE TOTAL BLUESM COVERAGE W/ HSA OPTIONS
In-Network Out-of-Network

Coinsurance Coinsurance Coinsurance Coinsurance
Option Deductible Stop Loss Out-of-Pocket Maximum Deductible Stop Loss Out-of-Pocket Maximum

Individual/Family Coinsurance Maximum Individual/Family Individual/Family Coinsurance Individual/Family Individual/Family

1 $1,250/ 80/20% $10,000/ $2,000/ $5,000/ 60/40% $25,000/ $10,000/
$2,500 $20,000 $4,000 $10,000 $50,000 $20,000

2 $1,500/ 80/20% $17,500/ $3,500/ $3,000/ 60/40% $17,500/ $7,000/
$3,000 $35,000 $7,000 $6,000 $35,000 $14,000

3 $2,000/ 80/20% $15,000/ $3,000/ $3,500/ 60/40% $17,500/ $7,000/
$4,000 $30,000 $6,000 $7,000 $35,000 $14,000

4 $2,000/ 80/20% $15,000/ $3,000/ $10,000/ 50/50% $40,000/ $20,000/
$4,000 $30,000 $6,000 $20,000 $80,000 $40,000

5 $2,500/ 80/20% $12,500/ $2,500/ $4,500/ 60/40% $20,000/ $8,000/
$5,000 $25,000 $5,000 $9,000 $40,000 $16,000

6 $3,000/ 80/20% $10,000/ $2,000/ $10,000/ 50/50% $40,000/ $20,000/
$6,000 $20,000 $4,000 $20,000 $80,000 $40,000

7 $5,000/ 100% N/A N/A $10,000/ 70/30% $66,667/ $20,000/
$10,000 $20,000 $133,334 $40,000

8 $3,000/ 100% N/A N/A $6,000/ 60/40% $30,000/ $12,000/
$6,000 $12,000 $60,000 $24,000

Prescription Drug Option

Drug Coverage (Generic $10, Brand $30, Non-Formulary $50 after deductible* and includes contraceptives**) No Drug Coverage at all

*Rx Co-pays do not apply to Options 7 and 8 but drug option must be selected to receive coverage
**Eligible groups exempt from purchasing contraceptives must submit a signed affidavit for consideration.

Miscellaneous Options
(check all of the following options
you wish to purchase)

Dependent children/student age increases
from 19/23 to 23/25 (end of calendar year)

Inpatient rehabilitation for alcohol/substance
abuse—30 days combined in-network
and out-of-network

Group will establish HSA,
but DOES NOT want Empire
to facilitate

Biologically Based Mental Illness and Serious
Emotional Disturbances in Children Coverage

No additional options
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6. MEDICAL BENEFITS SECTION (continued)

DIRECT POS COVERAGE OPTIONS
In-Network Out-of-Network

PCP/Primary Specialist Coinsurance Coinsurance
Home/Office Home/Office Inpatient Deductible Stop Loss Out-of-Pocket Maximum
Co-payment Co-payment Co-payment Individual/Family Coinsurance Individual/Family Individual/Family

Option 1 $15 $15 $0 $500/$1,250 70%/30% $10,000/$25,000 $3,000/$7,500

Option 2 $15 $15 $250/$625* $500/$1,250 70%/30% $10,000/$25,000 $3,000/$7,500

Option 3 $20 $20 $0 $1,000/$2,500 70%/30% $10,000/$25,000 $3,000/$7,500

Option 4 $20 $20 $250/$625* $1,000/$2,500 70%/30% $10,000/$25,000 $3,000/$7,500

Option 5 $20 $20 $500/$1,250* $1,000/$2,500 70%/30% $10,000/$25,000 $3,000/$7,500

Option 6 $20 $20 $0 $1,500/$3,750 70%/30% $15,000/$37,500 $4,500/$11,250

Option 7 $20 $20 $250/$625* $1,500/$3,750 70%/30% $15,000/$37,500 $4,500/$11,250

Option 8 $20 $20 $500/$1,250* $1,500/$3,750 70%/30% $15,000/$37,500 $4,500/$11,250

Option 9 $15 $15 $0 $2,000/$5,000 60%/40% $15,000/$37,500 $6,000/$15,000

Option 10 $15 $15 $500/$1,250* $2,000/$5,000 60%/40% $15,000/$37,500 $6,000/$15,000

Option 11 $20 $20 $0 $2,000/$5,000 60%/40% $20,000/$50,000 $8,000/$20,000

Option 12 $20 $20 $500/$1,250* $2,000/$5,000 60%/40% $20,000/$50,000 $8,000/$20,000

Option 13 $25 $40 $0 $1,000/$2,500 70%/30% $10,000/$25,000 $3,000/$7,500

Option 14 $25 $40 $0 $1,500/$3,750 70%/30% $15,000/$37,500 $4,500/$11,250

Option 15 $25 $40 $0 $2,000/$5,000 60%/40% $20,000/$50,000 $8,000/$20,000

Option 16 $25 $40 $500/$1,250* $2,000/$5,000 60%/40% $15,000/$37,500 $6,000/$15,000

Option 17 $30 $50 $1000/$2,500* $2,000/$5,000 70%/30% $15,000/$37,500 $4,500/$11,250

Note: ER co-pay: Options 1–12 — $50 Options 13–16 — $75 Ambulatory/OP Surgery co-pay: Option 16 — $75 *per admission/family maximum per calendar year

Out of Network UCR Option (Usual, Customary and Reasonable Fee Reimbursement) 70% 80%

Miscellaneous Options
(check all of the following options you wish to purchase)

Dependent children/student age increases from
19/23 to 23/25 (end of calendar year)

Inpatient rehabilitation for alcohol/substance abuse—
30 days combined in-network and out-of-network

Waiver for pre-existing conditions

Biologically Based Mental Illness and Serious Emotional
Disturbances in Children Coverage

No additional options

Prescription Drug (includes contraceptives*)
Co-pay Options (fill in one only)

Generic Brand Non-Formulary

$5 $20 $40

$10 $20 $40

$10 $25 $50

$10 $35 $70

$10 50% N/A†

$15 N/A N/A†

Deductible** (fill in one only)

$0 $50 $100

$150 $250 $500

No prescription drug coverage

* Groups exempt from purchasing contraceptives
must attach a signed affidavit.

** Not applicable to mail-order program.
† Mandatory $0 deductible
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Miscellaneous Options
(check all of the following options you wish to purchase)

Dependent children/student age increases from
19/23 to 23/25 (end of calendar year)

Inpatient rehabilitation for alcohol/substance abuse—
30 days combined in-network and out-of-network

Waiver for pre-existing conditions

Biologically Based Mental Illness and Serious Emotional
Disturbances in Children Coverage

No additional options

6. MEDICAL BENEFITS SECTION (continued)

DIRECTSHARESM POS OPTIONS Co-payment Options (fill in one only)

In-Network Out-of-Network
PCP/Primary Specialist
Home/Office Home/Office In-patient Coinsurance Out-of-Pocket Coinsurance Out-of-pocket

Co-Pay Co-Pay Co-Pay* Deductible* Coinsurance* Stop Loss* Coinsurance Max* Deductible* Coinsurance Stop Loss* Coinsurance Max

Option 1 $25 $40 Ded + Coins $ 250 90%/10% $10,000 $1,000 $1,500 70%/30% $10,000 $3,000

Option 2 $30 $50 Ded + Coins $ 500 90%/10% $10,000 $1,000 $1,000 70%/30% $10,000 $3,000

Option 3 $30 $50 Ded + Coins $ 500 80%/20% $10,000 $2,000 $1,000 60%/40% $10,000 $4,000

Option 4 $30 $50 Ded + Coins $ 750 80%/20% $12,500 $2,500 $1,500 60%/40% $12,500 $5,000

Option 5 $30 $50 Ded + Coins $1,000 80%/20% $15,000 $3,000 $2,000 60%/40% $15,000 $6,000

Note: ER co-pay $75 *Family coverage is 2.5 times the individual coverage amount.

Prescription Drug (includes contraceptives*)
Co-pay Options (fill in one only)

Generic Brand Non-Formulary

$10 $20 $40

$10 $30 $50

$10 $35 $70

$10 50% N/A†

$15 N/A N/A†

Deductible** (fill in one only)

$0 $50 $100

$150 $250 $500

No prescription drug coverage

* Groups exempt from purchasing contraceptives
must attach a signed affidavit.

** Not applicable to mail-order program.
† Mandatory $0 deductible

Out of Network UCR Option (Usual, Customary and Reasonable Fee Reimbursement) 70% 80%

EPO COVERAGE OPTIONS
In-Network Options (fill in one only) Office Visit Co-payment $12 $20 $30

Prescription Drug (includes contraceptives*)
Co-pay Options (fill in one only)

Generic Brand Non-Formulary

$10 $20 $40

$10 $25 $50

Deductible** (fill in one only)

$0 $50 $100

$150 No prescription drug coverage

* Groups exempt from purchasing contraceptives
must attach a signed affidavit.

** Not applicable to mail-order program.

Miscellaneous Options (check all of
the following options you wish to purchase)

Dependent children/student age increases
from 19/23 to 23/25 (end of calendar year)

Inpatient rehabilitation for alcohol/substance
abuse—30 days combined in-network and
out-of-network

Biologically Based Mental Illness and Serious
Emotional Disturbances in Children Coverage

No additional options
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6. MEDICAL BENEFITS SECTION (continued)

VALUE EPO OPTIONS Co-payment Options (fill in one only)

In-Network
PCP/Primary Specialist
Home/Office Home/Office In-patient Coinsurance Out-of-Pocket

Co-Pay Co-Pay Co-Pay* Deductible* Coinsurance* Stop Loss* Coinsurance Max*

Option 1 $30 $30 Ded + Coins $1,000 90%/10% $10,000 $1,000

Option 2 $30 $30 Ded + Coins $1,500 90%/10% $10,000 $1,000

Option 3 $30 $30 Ded + Coins $2,000 80%/20% $10,000 $2,000

Option 4 $30 $30 Ded + Coins $500 80%/20% $20,000 $4,000

Option 5 $30 $30 Ded + Coins $3,000 80%/20% $10,000 $2,000

Note: ER co-pay $100 *Family coverage is 2.5 times the individual coverage amount.

Prescription Drug (includes contraceptives*)

Co-pay Options (fill in one only)

Generic Brand Non-Formulary

$10 $25 $50

$10 $35 $70

$10 50% N/A†

$10 N/A N/A†

Deductible** (fill in one only)

$0 $50 $100

$150 $250 $500

No prescription drug coverage

*Groups exempt from purchasing contraceptives
must attach a signed affidavit.

† Mandatory $0 deductible

** Not applicable to mail-order program.

Miscellaneous Options (check all of the
following options you wish to purchase)

Dependent children/student age increases
from 19/23 to 23/25 (end of calendar year)

4th Quarter Deductible Carry Over

Inpatient rehabilitation for alcohol/substance abuse—
30 days combined in-network and out-of-network

Biologically Based Mental Illness and Serious Emotional
Disturbances in Children Coverage

No additional options

PPO COVERAGE OPTIONS
In-Network Options (fill in one only) Office Visit Co-payment $12 $20 $30

Out-of-Network Options (fill in one only)
Coinsurance Coinsurance

Deductible Stop Loss Out-of-Pocket Maximum
Individual/Family Coinsurance Individual/Family Individual/Family

1 $500/$1,250 70%/30% $5,000/$12,500 $1,500/$3,750

2 $500/$1,250 70%/30% $10,000/$25,000 $3,000/$7,500

3 $750/$1,875 70%/30% $15,000/$37,500 $4,500/$11,250

4 $1,000/$2,500 70%/30% $25,000/$62,500 $7,500/$18,750

Prescription Drug (includes contraceptives*)
Co-pay Options (fill in one only)

Generic Brand Non-Formulary

$10 $20 $40

$10 $25 $50

Deductible** (fill in one only)

$0 $50 $100

$150 No prescription drug coverage

* Groups exempt from purchasing contraceptives
must attach a signed affidavit.

** Not applicable to mail-order program.

Miscellaneous Options (check all of the
following options you wish to purchase)

Dependent children/student age increases
from 19/23 to 23/25 (end of calendar year)

Inpatient rehabilitation for alcohol/substance
abuse—30 days combined in-network and
out-of-network

Biologically Based Mental Illness and Serious
Emotional Disturbances in Children Coverage

No additional options
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6. MEDICAL BENEFITS SECTION (continued)

EMPIRE PRISM EPO OPTIONS

Is Empire the sole carrier offered by the group? Yes No

Select the following new Copay Options and prescription drug card choice if applicable.

Co-payment Options (fill in one only)
PCP/Primary Specialist Ambulatory/

Co-Payment Inpatient Home/Office Home/Office ER OP Surgery
options Co-Pay Co-Pay Co-Pay Co-Pay Co-Pay

Option 1 $200/$500* $25 $25 $100 $150

Option 2 $500/$1,250* $35 $35 $100 $300

Option 3 $500 per day; 3 day max $45 $45 $100 $300

* per admission/family maximum per calendar year

Prescription Drug (includes contraceptives)

Co-pay Options (fill in one only)

Generic Brand Non-Formulary

$10 $35 $70*

$10 $35 $70 ($2,000 max)

$10 50% N/A†

$15 N/A N/A†

Deductible (fill in one only)

$0 $50

$100 $250

$500

* $0 Deductible not Allowed
†

Mandatory $0 Deductible.

Miscellaneous Options
(fill in all of the following options you wish to purchase)

Dependent children/student age increase
from 19/23 to 23/25 (end of calendar year)

Inpatient rehabilitation for alcohol/substance abuse
30 days in-network

Biologically Based Mental Illness and Serious
Emotional Disturbances in Children Coverage

Rating Structure (fill in one only)

2-Tier (Upstate & Mid-Hudson regions) 3-Tier (Upstate & Mid-Hudson regions) 4-Tier (All rating regions)



ENR6000BPB09

ENR 6000B 8/08

Other coverage
Does your group currently have dental coverage
from any carrier, including Empire?

Yes No If yes, Insurance Carrier

Coverage Type (ex: DHMO, PPO, Indemnity) Coverage start date (MMDDYY) Coverage end date (MMDDYY)

Premium Care PPO
(fill in one only)

Coinsurance Coinsurance
In-Network Out-of-Network

100%/80%/50% 100%/80%/50%

100%/80%/50% 80%/60%/50%

Deductible (fill in one only)

$25/$75 $50/$150

Annual Maximum (fill in one only)

$1,000 $1,500

Orthodontics**

** Contact your Sales representative for
availability of this option.

Open Access—Voluntary
(fill in one only)

Coinsurance Deductible Orthodontics**

100%/50%/50% $25 Child only

100%/50%/30% $50 Not Available

100%/50%/0% $50 Not Available

**Contact your Sales Representative for availability of
this option.

Managed Dental Programs* (fill in one only)

Preventive Care—$10 co-payment on diagnostic and
preventive procedures only

Preventive Care Plus—Adds Basic Restorative coverage

Comprehensive Care

Plan 1 Plan 2 Plan 3

Office visit co-pays

$0 $5 $10

Orthodontics**

Child only Child and adult

Ortho co-pay max per member

$2,000 $2,500 $3,000

Dependent/student age

19/23 ECY 23/25 ECY

* Existing groups can attach member listing with PCD selection.
** Contact your Sales Representative for availability of this option.

Progressive Dental

Age 23/25 Rider

Please select the dental product and coverage options you wish to purchase.

No Coverage

7. DENTAL BENEFITS SECTION

Please select the vision product and coverage options you wish to purchase.

No Coverage

% Employee only % 2 Party % Employee & Spouse % Parent & Child(ren) % Family

Group’s Contribution, if any.

% Employee only % 2 Party % Employee & Spouse % Parent & Child(ren) % Family

Group’s Vision Contribution

8. VISION BENEFITS SECTION

Blue View Vision — Exam Only Benefits
Exam Frequency Exam Co-Pay

Every 12 Months $0

Every 24 Months $5

$10

$15

Blue View Vision — Exam and Material Benefits
Frequency - Exam/Lenses/Frames Co-Pay - Exam/Lenses

12/12/12 $5/$0

12/12/24 $10/$0

12/24/24 $10/$10

24/24/24 $10/$20

$20/$20 Co-Pay
Includes a $130 Frame or Contact Lenses Allowance
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9. AGENT/BROKER DECLARATION AND INFORMATION
To the best of my knowledge, all the statements/responses in this application are true and complete. I have no knowledge about the Applicant, his/her employees, the
dependents of such employees or an individual who is receiving continuation of coverage under federal or state laws which is not fully stated in this application.

Agent or Brokerage of Record Name

Social Security/Tax ID Number

Company Name

1st BROKER Commissions: % of split

ZIP (5+4)

E-mail Address

Mailing Address

City

County Phone Fax

State

1st Broker Signature Date (MMDDYY)

ZIP (5+4)City

2nd Broker Signature

County Phone Fax

State

Date (MMDDYY)

Agent or Brokerage of Record Name

Social Security/Tax ID Number

2nd BROKER Commissions: % of split

E-mail Address

Mailing Address

Company Name
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10. SIGNATURE OF AUTHORIZED REPRESENTATIVE — I HAVE READ THIS ENTIRE
APPLICATION AND THE CERTIFICATION AND FRAUD STATEMENT.

Group hereby designates the broker(s) listed on this application as the broker(s) of record for the Group (the “BOR”), and agrees that

notice to the BOR constitutes notice to the Group. Further, that the Group has agreed that the BOR will be paid the commission speci-

fied in #9 above in compliance with Empire’s applicable commission schedule. Further the Group agrees that the BOR designation

and the commission rate will continue until expressly terminated in writing by the Group.

The commission rate or other compensation that may be received by your broker does not change your premium rate. Small group

brokers who provide specific additional administrative services may also receive an additional payment from Empire. You can obtain

additional information regarding Empire’s standard commission scale applicable to your product and any applicable broker compensa-

tion programs by visiting www.empireblue.com or by contacting your Empire representative.

INSURANCE 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 material fact thereto,
commits a fraudulent 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.

Date (MMDDYY)Authorized Group Signature

Title

Print Last Name Print First Name

The Personnel Record and the attached complete copy
of my New York State Department of Taxation and
Finance “Quarterly Combined Withholding and Wage
Reporting return of Wages Paid to each Employee
(NYS-4/NYS-45/NYS-45ATT)” as filed, signed by an
officer or owner of the group, W-2 forms or any
additional documentation validating enrollment of
employees, owners or partners (i.e., K-1, notarized
statements, payroll records) are a completed statement
of the total number of our employees, including the
reasons why any individuals are not being covered,
for which appropriate documentation is submitted.

For eligible retirees, evidence of past employment
and continuing financial arrangements is required.

If the enrollment forms submitted meet Empire’s
credentialing and eligibility requirements, and are in
compliance with New York State law, and we issue
coverage, the group agrees to the following:

Remit to Empire the charges payable in accordance
with the terms of such contracts, and if employee
contributions are required, make necessary payroll
deductions; group must also submit payment promptly,
not to be received after the expiration of the grace
period. (Failure to pay promptly will result in the

termination of the group’s coverage.) Empire must
be allowed to audit and/or make copies of any records
or information that relate to the administration of
this coverage.

Ensure compliance with HIPAA (45 CFR Parts 160–164)
as it relates to health plans. Ensure compliance with
TEFRA / DEFRA / COBRA / OBRA legislation as it
relates to any active employee or dependent of an active
employee who elects the group’s benefits as primary.
Ensure prompt conversion to Medicare-related /
Carveout coverage of Medicare-eligible actively
employed group members and dependents not covered
by TEFRA / DEFRA / OBRA legislation. Ensure prompt
conversion to Medicare-related/ Carveout coverage for
eligible Medicare retirees.

Promptly submit an employee’s enrollment form for
eligible members only and promptly remove members
who are no longer eligible. Failure to report removals
promptly could result in the group being responsible for
premiums or claims paid subsequent to the employee’s
removal date. The group must also ensure all employ-
ees enroll in accordance with their marital status.

If an acceptable enrollment form is received prior to or
within 60 days after the eligibility date, coverage will

begin on the date of eligibility; otherwise, coverage
will begin on open enrollment or the next group
renewal date.

Benefits purchased and established eligibility selected
may be changed at renewal only. It is understood that
this agreement may be terminated by the group giving
30 days’ prior written notice. In the event of termination
by the group, the group will be required to pay
premiums to a date not less than 60 days subsequent
to the written notification by the group to Empire. Empire
may terminate this agreement for any of the reasons
set forth in the group contract. This group application
is a part of the agreement between Empire and the
group for health insurance benefits.

New York insurance law requires that your employees
who receive health coverage from an HMO, Direct
HMO or Direct POS health plan, be given 30 days’
prior notice when an increase in the group insurance
premium rates results in an increase to their premium
contributions. Employers offering other types of
health coverage are also encouraged to provide this
information to their employees. For more information
and to download a sample employee notification letter,
visit www.empireblue.com.

Services provided by Empire HealthChoice HMO, Inc., and/or Empire HealthChoice Assurance, Inc.,
licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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11. OPTIONAL EMPLOYER ONLINE SERVICES DELEGATION FORM
Empire BlueCross BlueShield 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
Empire’s secure Broker Online Services web site at www.empireblue.com.

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 for you. Please be sure to discuss this delegation with your broker prior to submission.

Please mail or fax this form to:
Broker Relations
15 MetroTech Center, 4th Fl.
Brooklyn, NY 11201
Fax: 1-718-312- 6006

Please note: By filling out this form and the Agreement 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 will not be able to assign a new Broker of Record using this form. Please check the box only if you would like to terminate
your current Broker of Record’s administrative rights.

Please check if you would like to:

Delegate administration of your account to your Broker of Record to

Manage only existing sub-groups

Manage all existing and future sub-groups

Delegate to your Broker of Record the ability to add/cancel users

Change your Broker of Record’s access level

Terminate a Broker of Record’s administrative rights to manage your account*

Please complete your contact information:

Please provide your Broker of Record’s contact information:

Please check all activities that you would like to
delegate to your Broker of Record:

Basic Group Admin

View Group Forms

View Claims

Enroll Employees and
Perform Enrollment Changes

View Roster (2–500)

Basic Employee Admin

View Employee Forms

View Billing

Request ID Cards

Perform
Demographic/Dependent
Changes

Print Last Name Print First Name

Company Name Base Group Number

Print Last Name Print First Name

License Number

Renewal Date (MMDDYY)

Date of Birth (MMDDYY)

E-mail Address (optional)

E-mail Address (optional)

Phone

Services provided by Empire HealthChoice HMO, Inc., and/or Empire HealthChoice Assurance, Inc.,
licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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11. TERMS AND CONDITIONS LETTER AGREEMENT FOR ACCESS TO THE EMPIRE (continued)

EMPLOYER ONLINE DELEGATION

This Terms and Conditions Letter Agreement (the “Agreement”) sets forth the understandings and agreement between
___________________________________________________ (“the Group”) and Empire HealthChoice Assurance, Inc., d/b/a Empire
BlueCross BlueShield and Empire HealthChoice HMO, Inc., d/b/a Empire BlueCross BlueShield HMO (together referred to as “Empire”),
to permit access to Empire’s interactive Employer Online Services web site (“web site”) 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 Empire pursuant to a separate Contract (the “Contract”).
The Group understands and agrees that access to the web site granted by Group to its designated brokers is subject to the following terms
and conditions:
1. Empire shall provide those brokers designated by the Group access to the Employer Online Services web site in accordance with

Empire’s registration procedures. The Group understands that all designated brokers must agree to the web site Terms and Conditions.
2. The Group understands that the purpose of this web site is to provide an additional medium for the Group, through its designated bro-

kers, 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 Empire and delegated by the Group.

3. The Group is solely responsible for the accuracy and authenticity of the information submitted on the web site.
4. This agreement relates solely to access by the brokers designated by the Group to the web site 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 Empire, and Empire 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 Empire, in writing, of the names and other information as requested by Empire, of its brokers who shall have web
site access, and shall timely notify Empire of brokers who no longer are authorized to access the web site. Notice shall be sent by
fax to 1-718-312-6006.

6. Any data accessed and/or provided to the Group or to its brokers on the web site shall remain the property of Empire.
7. Empire is not responsible for the accuracy and completeness of records supplied to Empire by the Group, the brokers or by health care

providers.
8. The Group and its representatives shall maintain and preserve the confidential and proprietary nature of all Empire’s data to which the

Group and its representatives have access. The Group shall not provide either web site access, or other access to Empire’s proprietary
and confidential information available to the Group on the web site, to any unauthorized party, or in a manner in conflict with this
Agreement.

9. The Group will hold Empire, its officers, directors and agents, harmless from any loss, expense, liability, claim, lawsuit or judgement
(including reasonable attorneys’ fees) arising directly or indirectly out of Empire’s disclosure of the Group’s enrollment and/or claims
information or from the Group’s provision to Empire of enrollment 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 Empire 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;
c. six (6) months after the termination of the Contract.

13. If the Group has more than one health benefits plan 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,

Mark Wagar
President

Acknowledged and Agreed to

This __________ day of ___________________________, 200_____

Print Name: _____________________________________________________

Signature: _______________________________________________________

Title: Group Benefits Administrator

Services provided by Empire HealthChoice HMO, Inc., and/or Empire HealthChoice Assurance, Inc.,
licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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Applicant Last Name First Name

Medicare ID Number PartAHospital (MMDDYY) Part B Medical Coverage End Date (MMDDYY)HIB Suffix

MI

Spouse/Dependent's Last Name (if different)

Group Name

Group Number Group Sub Number

Applicant's Start Date of Full Time Employment
(MMDDYY)

Address

Employee NumberPayroll/Department Location

First Name

City State Zip

Date (MMDDYY)Applicant Signature

Printed Name and Signature of Authorized Group Benefits Administrator
Print Signature

5. MEDICARE INFORMATION For Medicare eligible only.

6. EMPLOYER INFORMATION This section must be filled in by your group benefits administrator.

7. SIGNATURES I have read the certification and fraud statement below.

Please provide a copy of your Medicare (HIB) card. If a copy is not attached, we cannot process your Medicare benefits request.
I understand that if I become Medicare eligible while I am covered under this contract, any benefits I am entitled to under this contract
will be reduced by any amounts paid by Medicare for those services, whether or not I apply for or submit a claim to Medicare.

MI

Medicare ID Number PartAHospital (MMDDYY) Part B Medical Coverage End Date (MMDDYY)HIB Suffix

Date (MMDDYY)

I certify that I am electing coverage as an
employee, or former employee, retiree, current or
former dependent of an active employee, or retiree,
and am eligible for group coverage under the terms
and conditions of the group's contract. I make this
election on behalf of all eligible dependents and
myself. I understand that I am under a continuing
obligation to notify the group of a change in my, or
my dependent's, status; such change may result in
a change of insurance status with Empire and that
failure to make such notification may result in
cancellation of the coverage by Empire.

Any other Empire coverage will end upon issuance
of this coverage. If I do not agree to transfer my
other coverage with Empire to this coverage, I
understand that this application will not be
accepted by Empire.

I authorize any healthcare provider, healthcare
payor or government agency to furnish to Empire
or its designee all records pertaining to medical
history, services rendered, and payments made
regarding me or my dependents for use by Empire
to administer the terms of my health benefits
contract. I also authorize Empire to disclose such
information to an Empire designee, my PCP and
other providers, other payors, and the group
contract holder, for purposes of continuity of care
and medical management, disease management,
health benefits contract administration, financial
audits, and as otherwise required by law.

All statements and answers in this notice of
election are true and are representations made to
induce the issuance of the coverage. Any material
misrepresentation may result in Empire's
cancellation of coverage.

Insurance Fraud Statement: Any person who
knowingly and with intent to defraud an 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 material fact thereto, commits a fraudulent
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.



Group Contract For HMO
or Direct HMO

PO Box 1407, Church Street Station
New York NY 10008-1407

The  group named below agrees as follows:

To offer Empire BlueCross BlueShield HMO or Direct HMO coverage as an alternative benefit plan to persons who are employed by the group or are members of the
group. The employees or members will decide on an individual basis whether they wish to select the HMO or Direct HMO alternative.

HMO coverage is provided through a certificate issued by the Empire BlueCross BlueShield health maintenance organization. If Direct HMO is selected, coverage is
provided through the HMO certificate and a separate indemnity certificate.

The coverage to be offered by Empire BlueCross BlueShield will include the standard coverage as described in the Certificates of Coverage and the following riders,
which are attached to and made a part of this Contract:

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

The coverage listed above for which the group agrees to remit premium payments was selected by the group in order to provide as broad a benefit package as possible,
yet to limit the employee’s own contribution, if any, to a reasonable amount. In the event the group changes its other health insurance program, or changes the amount
the group contributes towards the cost of that other health insurance program, the group reserves the right to alter the array of riders selected above for which it agrees
to remit premiums in order to continue to provide as broad a package of benefits as possible, yet to limit the employee contribution to a reasonable amount.

The group is at all times acting as an agent for the subscribers and their dependents and not as an agent for Empire BlueCross BlueShield. When a notice is to be
delivered from Empire BlueCross BlueShield, Empire may deliver sufficient copies of the notice to the group and the group will assume responsibility for distributing
the notice to the subscribers.

As agent for the subscribers, the group agrees to remit subscriber premiums to Empire BlueCross BlueShield. The group agrees that all premium payments are due in
advance, must be paid by a single check or money order, and must be for at least a one-month period. The group understands that the Certificate of Coverage provides
that the coverage will automatically terminate as of the date to which the premium was paid if Empire BlueCross BlueShield does not receive the monthly premium by
the end of a fifteen (15) day grace period following the date the monthly premium was due.

An enrollment period will be held once a year at which time employees or members will have the option to select the HMO or Direct HMO alternative coverage, unless
the group and Empire mutually agree to a different schedule of offering the alternative.

The first enrollment period will be conducted between______________________________________________ and______________________________________ .

The first effective date for coverage offered under this Contract will be _______________________________________________; or will be mutually agreed upon within
ninety (90) days after the effective date of this Contract.

❑ Optional provision below may be included subject to Empire BlueCross BlueShield guidelines. Check if applicable.

At the request of the group, the premium rate for each year or rating period will be a composite rate. The composite rate reflects the projected proportion of enrollment
from each of the geographic rating regions, and is a weighted average of the premium rates for those regions. The total amount of premium payments made during the
year or rating period using the composite rate will be preferred to as the Composite Premium Payments (CPP).

At the end of each year or rating period the actual geographic distribution of enrollment will be determined and will be multiplied by the appropriate premium rates. The
total amount of premium payments due for the year or rating period for the actual geographic distribution of enrollment will be referred to as the Adjusted Total Premium
(ATP).

The difference between the Composite Premium Payments and the Adjusted Total Premium will be referred to as the Annual Adjustment. The dollar amount of the
Annual Adjustment will be applied to increase or decrease the composite rate for the following year, paid in cash, or paid in any other manner mutually agreed in writing
by the group and Empire BlueCross BlueShield. In the event the parties do not agree within 90 days after the end of the year or rating period, the Annual Adjustment
shall be paid by Empire BlueCross BlueShield in the event the Composite Premium Payments exceed the Adjusted Total Premium, and by the group in the event the
Adjusted Total Premium exceeds the Composite Premium Payments, in cash, by the 120th day after the end of the year or rating period.

___________________________________________________________________ EMPIRE BLUECROSS BLUESHIELD

NAME OF GROUP

___________________________________________________________________ __________________________________________________________________

BY BY

___________________________________________________________________ __________________________________________________________________

PRINT NAME AND TITLE PRINT NAME AND TITLE

___________________________________________________________________ __________________________________________________________________

DATE DATE

FORM IPA-11, Rev. 9/00

Services provided by Empire HealthChoice HMO, Inc., a licensee of the Blue Cross and Blue Shield Association,
an association of independent Blue Cross and Blue Shield Plans. LGL 4217H   4/03



Date_________________________

Company Name____________________________________________________________________________________________

Company Street Address___________________________________________________________________________________

Mailing Address (if different)_________________________________________________________________________________

City, ST_________________________________________________________________ Zip_______________________________

Telephone(______) _________________ Fax(______) _________________ Your Web Site____________________________

Owner/Principal  ❑ Ms.  ❑ Mr.  ❑ Mrs. _____________________________________________________________________

Title of Owner/Principal____________________________________________ E-mail__________________________________

Type of Business/Trade_________________________________________________________ No. of Employees_________

	
	 Annual Membership Fee................................................................. $100.00

	
Your Premium Membership gives you the opportunity to save money!
Please visit our website, www.usfsb.com and view the many products and services available to 
Premium Members including: 

JOIN TODAY on our web site: www.usfsb.com

Payment Information           ❑ MasterCard           ❑ VISA

Account#________________________________________________________________________________________

Expiration Date (Mo/Yr)______________/______________

Signature________________________________________________________________________________________

						      USFSB BROKER NUMBER (IF ANY):_________________________

Enrollment Information

By Phone: Call 1-800-637-3331 MasterCard and VISA accepted.

By Fax:  Fax 1-518-370-4129 or 1-888-568-3823 Complete the Membership Application above, including the credit 
card information.

By Mail: Complete the Membership Application above and mail your personal or company check to:
           
USFSB Inc., Attn: Membership Department, 249 Green Street, Schenectady, NY 12305

Office Hours: 9a.m.-5p.m. EST 	          		  • USFSB Use - Received: _________________________________

					             		  • USFSB Use - Company No.: ____________________________

Payment must accompany application. Membership dues are deductible as an ordinary business expense. If within 90 days of your initial application you are not completely satisfied with your membership, USFSB will 
refund the membership dues in full. You must be a dues paying member to obtain and maintain any of USFSB’s sponsored insurance. Scriptsave Discount Prescription Card is offered without additional charge with most 
USFSB health insurance without Rx coverage, otherwise there is a $10/year handling charge.

All products mentioned are trademarks or registered trademarks of their respective holders. Rev. 1/09

(including yourself)

• Heartland Payment Systems (payroll services)
• Heartland Payment Systems (credit card services)
• LOW COST Health Insurance
• Office Products & Supplies Discounts
• International Health Insurance
• Movie Tickets & Resort Discounts
• Discount Prescription Card 
• Member-To-Member Discount Program
• Free Web Pages (up to five pages)
• FedEx Shipping Discounts

• Sprint/Nextel Wireless Discounts
• McAfee Security (anti-virus software)
• LOW COST Dental Insurance
• Freightquote.com (discount freight shipping)
• Travel & Car Rental Program
• Collection Services Discounts
• LOW COST Vision Insurance
• USFSB Direct Marketing
• HighBeam Research
• FedEx Kinkos (printing service)

We are confident that you will find your Premium Membership in USFSB to be a valuable asset

The annual membership fee will be reduced to $60.00 if you enroll in any of USFSB's sponsored health or dental insurance, with an effective date within two months of your initial membership. 
Thereafter, on your membership renewal date, if you are enrolled in any of USFSB's sponsored health or dental insurance your annual membership fee will be $60.00.  If not, it will be $100.00.

USFSB MEMBERSHIP APPLICATION


