@ Neighborhood

‘J Health Plan Enroliment and Change Form Tel 800-462-5449

253 Summer Street, Boston, MA 02210-1120 Fax 617-526-1981
Application for Enrollment Change in Enrollment Reason for Change in Enrollment
Please use a ballpoint pen ) New Employee Date: () Marriage () Left Employ
and press down firmly. () Annual Enrollment () Adding Dependents () Birth of Child () Moved Out of Service Area
() COBRA Continuation () Deleting Dependents () Adoption of Child * ) Voluntary
Group Information () Involuntary Loss of Prior Group Coverage * () Primary Care Physician / Site () Divorce () Loss of Dependent Eligibility
NHP Group Number () Other = Ch:nge 3 Non—IRS Dependent () Death (need exact date)
() Termination Other. " ] () Reached Age 65
* Documentation Required SCCieRAE
() Termination Effective Date Hlalli s I
Employer
Name
Date of Month Day Year Effective Date Month Day Year
Employment of Coverage
If the Primary Care Physician (PCP) you choose is not in the NHP network, one will be selected for you. You may change your PCP assignment at any time.
Employee Information
Last Name First Name ML | Sex M/F
Date of Birth (mm/dd/yy) Social Security Number Home Phone — Include area code Work Phone — Include area code
Street Mailing Address Apartment PO Box City State ‘ Zip Code
PCP and Site Information
Primary Care Site Primary Care Site #
Your Primary Care Physician (Last, First, Middle Initial) PCP#
Language
What Language do YOU speak most often? Please check the appropriate box. Knowing the main language spoken by you and your family members (see below) will help us to better serve your needs.
o [Tl [ o] [ Toe ] [ 1n el [ el [ Tunl [ 15 16
English Spanish French Haitian Creole Portuguese Russian Cape Verdean Creole ~ Canfonese Mandarin Vietnamese Other, please specify
Group Coverage
Type of NHP Coverage O self () Individual/Spouse In addition to NHP, my spouse or children are covered by a health plan offered by: Effective Date
Check one only O Individual/ Child or Children (3 Family Employer: Insurance Co/HMO Name: Policy No: / /
Are you (and/or your spouse (self (I Yes I Mo If 'yes' are Medicare Medicare Medicare Number If ‘yes' is your Medicare Medicare Your Spouse’s Medicare Number
eligible for Medicare: (I Spouse (O ¥es [ you enrolled in: Opath OpartB spouse enrolled in: J Parth (O Part B
Please provide ALL information below for any eligible dependents you wish to enroll.
Spouse Last Name: First Name Ml Sex M/F | Social Security Number Other Insurance Date of Birth IRS Dependent
Oy O Oy N
Primary Care Site Primary Care Site# Primary Care Physician (Last Name, First Name, Middle Initial) PCP# Existing Patient
Oy O
Dependent Last Name: First Name Ml Sex M/F | Social Security Number Other Insurance Date of Birth IRS Dependent
Oy [ON Oy ON
Primary Care Site PCP Site # Primary Care Physician (Last Name, First Name, Middle Inifial) PCP # Existing Patient
Oy O
Dependent Last Name: First Name Ml Sex M/F | Social Security Number Other Insurance Date of Birth IRS Dependent
Oy [N Oy [N
Primary Care Site PCP Site# Primary Care Physician (Last Name, First Name, Middle Initial) PCP# Existing Patient
Oy O
Dependent Last Name: First Name Ml Sex M/F | Social Security Number Other Insurance Date of Birth IRS Dependent
Oy AN Oy [N
Primary Care Site PCP Site # Primary Care Physician (Last Name, First Name, Middle Initial) PCP# Existing Patient
Oy ON
Dependent Last Name: First Name Ml Sex M/F | Social Security Number Other Insurance Date of Birth IRS Dependent
Oy [N Oy [N
Primary Care Site PCP Site# Primary Care Physician (Last Name, First Name, Middle Initial) PCP# Existing Patient
Oy AN

Acknowledgement: The information supplied on this form is true and complete. | assign benefits to Neighborhood Health Plan (NHP) for the cost of services when the liability for payment is the responsibility of another plan/HMO, worker's compensation plan or
other coverage. | (we) agree that NHP and its offiliated Health Care Providers, may obain or release my (our) medical information including medical records, medical coverage available or other medical data for the purposes of administering benefits, evaluating
medical care provided, conducting quality assurance reviews and analysis, conducting medical research, and/or as required by law. | (we) understand that for NHP coverage to be in effect when medical care supplies are obtained, all care and supplies must be
authorized and provided by participating care physicians (o listed above).

Acuerdo: La informacion proporcionada en esta forma es veraz y completa. Asigno (asignmos) beneficios a NHP por el costo de servicios cuando la responsabilidad del pago sea de otro plan de salud/HMO, plan de compensacion para trabajadores o otro fipo de
cobertura. Estoy (estamos) de acuerdo que NHP y sus Proveedores de Cuidado de Salud afiliados puenden obtener o divulger mi (nuestra) informacion médica, incluyendo registros medicos, cobertura médica disponible o ofra informacion médica, con el préposito de
administrar beneficios, evaluar la attencion médica proporcionada, realizar revisiones y andlisis de control de calidad, realizar investigaciones médica y/o cuando es requerida por la ley. Yo entiendo (entendemos) que para que la cobertura de NHP tenga vigencia
para la obtencion de suministros médicos, toda la atencién y todos los sumistros deben ser autorizados y proporcionados por un medico de cuidado primario paricipante autorizado (segun se indica arriba).

ALL INFORMATION MUST BE COMPLETED AND FORM SIGNED BEFORE PROCESSING CAN BEGIN Employer’
Signature: Date

Employee's Contact Name:
Signature: Date: (Please print) Telephone:

Return this White Original fo Neighborhood Health Plan — Yellow Copy to Employer — Pink Copy to Employee




Welcome to Neighborhood Health Plan

NHP membership from your employer begins on the “effective date” specified on the reverse side of this application form. We will mail information to you about NHP approximately two weeks following receipt of your application. In the meanwhile, please keep the
pink copy of this application as your temporary NHP identification. If you need care between the fime your coverage becomes effective and the time you receive your NHP membership card, please call the physician and primary care site your have chosen.

To be covered for services in the NHP Enrollment Area your health care must be provided or arranged by NHP. Detailed information about the NHP benefits and procedures (including out-of-area coverage) is available in the NHP Member Handbook. If you have

questions about membership, benefits, services, or procedures, please call our Customer Care Center af 800-462-5449 or TTY 800-644-1761.

We're glad you have chosen Neighborhood Health Plan and look forward to meeting your health care needs.

Please write your primary care site, physician and telephone number above.

Por favor, escriba el nombre de su centro de cuidados primario, su médico, y su nimero de teléfono aqui.

Usted es miembro del NHP a través de empleador a partir de la “fecha de vigencia” (“effective date”) especificada en el reverso de este formulario de solicitud. Le enviaremos informacién por correo sobre el NHP aproximadamente dos semanas después de que
hayamos recibido su solicitud. Entretanto, guarde la copia rosa de su solicitud como su identificacion temporal del NHP. Si necesita atencion entre la fecha en que su cobertura pasa a ser efectiva y la fecha en que recibe su tarjeta de miembro del NHP, llame ol

médico y al lugar de atencién primaria que eligio.
Para estar cubierto para servicios en la Zona de Inscripcion del NHP, la atencion de su salud debe ser provista por el NHP o el NHP debe hacer los arreglos para ella. Para informacién detallada sobre los beneficios y procedimientos del NHP (indluyendo la cobertura

fuera de la zona), consulte el Manual del Miembro del NHP. Si tiene preguntas sobre ser miembro, los beneficios, los servicios o los procedimientos del NHP, llame a Servicios a los Miembros ol 800-462-5449.

Nos complace que haya elegido el Neighborhood Health Plan y tendremos mucho gusto en cumplir con sus necesidades de atencion de la salud.

Return this White Original fo Neighborhood Health Plan — Yellow Copy to Employer — Pink Copy to Employee




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.



21.
22.

23.

24.

25.

made.

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

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.

These guidelines are subject to change based on the specific underwriting requirements of each insurance carrier and state
regulations.

Insurance carrier guidelines are regulated by the state’s insurance department in which the company does business.



NATIONAL HEADQUARTERS GOVERNMENT AFFAIRS

L[]
“I".d af iﬂll 249 Green Street 6916 Wolf Run Shoels Road
Schenectady, NY 12305 Fairfox Station, VA 22039
°' sn g “ 1 I e Phone: 800 637-3331 Phone: 800-637-3708
Fax: 518-370-4129 Fax: 703-978-8039

Fax: 888-568-3823

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

Some insurance carriers do not allow reinstatements at any time.

USFSB DUES POLICY

1.

2.
3.

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.

All payments of renewal Membership Dues are non-refundable.

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.

2.

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.
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.

AT e



=

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
4.
5. Applications need to be submitted by the date indicated on the bottom summary

1% month’s premium made payable to USFSB

of benefit page.

All the above are to be sentto: USFSB

249 Green Street
Schenectady, NY 12305

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

USFSB Insurance Checklist



United States Federation
" of Small Businesses

USFSB MEMBERSHIP APPLICATION  +*jqpspo

Date

Company Name

Company Street Address

Mailing Address (if different)

City, ST Zip

Telephone( ) Fax( ) Your Web Site

Owner/Principal d Ms. 4 Mr. ( Mrs.

Title of Owner/Principal E-mail

Type of Business/Trade No. of Employees
(including yourself)

Annual Membership Fee ................................................................s l 00.00
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.

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:

* Free Web Pages (up to five pages) e McAfee Security (anti-virus software)
¢ Heartland (credit card services) e LOW COST Dental Insurance

¢ 10% off FTD.com ¢ Freightquote.com (discount freight shipping)
¢ Paychex (discounted payroll service) e Travel & Car Rental Program

e LOW COST Health Insurance ¢ Collection Services Discounts

¢ Office Products & Supplies Discounts e Member On-line Chat & Billboards

¢ International Health Insurance e LOW COST Vision Insurance

¢ Movie Tickets & Resort Discounts ¢ USFSB Direct Marketing

¢ Discount Prescription Card e HighBeam Research

e Member-To-Member Discount Program ¢ FedEx Kinkos (printing service)

e DHL Express Discounts ¢ Sprint/Nextel Wireless

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

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

Payment Information Q MasterCard Q 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. Seriptsave Discount Prescription Card is offered without additional charge with most USFSB health insurance without R coverage, otherwise there is a
$10/year handling charge. Basic vision coverage is offered without additional charge with most USFSB health insurance.

Al products mentioned are trademarks or registered trademarks of their respective holders.

Rev. 10/05





