 BENEFIT PLAN ENROLLMENT / CHANGE FORM
EMPLOYER’S NAME:  
INSTRUCTIONS:  Complete all information and sign the form.  An “On-Time Enrollment” is within 31 days of your eligibility date.  A “Late Enrollment” is after the 31 day period has expired.  A “Special Enrollment” occurs if a person is enrolling late because they have lost coverage through no fault of their own.  To qualify for a “Special Enrollment”, the enrollment must occur within 31 days of the loss of the other coverage.

REQUESTED ACTION (more than one box may be checked).    THIS ACTION IS TO TAKE EFFECT ON THE FOLLOWING DATE:  _______/________/_______




[image: image1]  New “On-Time” Enrollment                  New “Late” Enrollment               
[image: image3]  New Special Enrollment            


[image: image4]  Waive Coverage

    
[image: image5]  Terminate Coverage  (Please contact your employer for COBRA enrollment/waiver forms)       

PRE-EXISTING REVIEW. If the people enrolling have not been on a prior plan for twelve consecutive months, there may be a pre-existing condition exclusion for claims that are for a pre-existing condition(s).  This period can be reduced by prior coverage if there was 63 days or less from the date the prior coverage terminated to your hire date.  If your coverage ended within the 63 day period, you should have a certificate from the prior plan.

 1) Were you enrolled on a prior plan for twelve consecutive months?  …………..Yes   
[image: image6]     No  
[image: image7]   If “No”, read and sign the second page.

 2) Were you enrolled on a prior plan within the 63 day period, as described?  …..Yes   
[image: image8]     No  
[image: image9]   If “No”, read and sign the second page.

 3) If yes is your answer to 2), is a prior plan certificate of coverage attached?  ….Yes   
[image: image10]     No  
[image: image11]   If “No”, read and sign the second page.


EMPLOYEE’S FULL NAME (PLEASE PRINT LAST, FIRST, MIDDLE)


     BIRTH DATE
          
SEX
      SOCIAL SECURITY NUMBER








     _______/________/_______           _____                        -            -

RESIDENCE ADDRESS (STREET, CITY, STATE, ZIP)


               EMPLOYER’S LOCATION WHERE YOU WORK
     EMPLOYEE’S WORK PHONE #
DATE OF HIRE


COVERAGE DESIRED (CHECK ONE)



    PPO NETWORK CHOICE (IF APPLICABLE)

 _______/________/_______


[image: image12]  EMPLOYEE      
[image: image13]  EMPLOYEE PLUS DEPENDENT      
[image: image14]  FAMILY        NETWORK NAME:

COBRA RIGHTS:  Upon enrolling on this Plan, you have COBRA continuation rights if your coverage later terminates.  You and each enrolled dependent may have independent rights to continue coverage if certain events cause coverage to be lost.  Please review the section of the Summary Plan Description that covers COBRA rights.  The Summary Plan Description will be given to you soon after you enroll.


DEPENDENT ENROLMENT:  Dependent children are eligible only up to a specific age.  The age may be different if the dependent is a student at a full-time accredited school and you show proof of the student’s status.   Ask your employer for age limits under this Plan before enrolling dependents.  

I wish to enroll the eligible dependents with a “1” circled and delete/waive coverage for the dependents with a “2” circled under “Action”.

Name (first and last name)


Relationship
Date of Birth
Sex
Student?
           Social Number           Action 

1) 




   Spouse




----------


              1       2 ________________________________________________________________________________________________________________________

2)









  Y    N


              1       2

________________________________________________________________________________________________________________________

3) 









  Y   N


              1       2

________________________________________________________________________________________________________________________

4)









  Y   N


              1       2

________________________________________________________________________________________________________________________

5)









  Y   N


              1       2

LIFE INSURANCE BENEFICIARIES (if applicable):   
Name



 Relationship
Date of Birth
Social Number

  Primary_______________________________________________________________   ___________         ____________       ________________

  Secondary ____________________________________________________________    ___________         ____________       ________________

EMPLOYMENT AND OTHER COVERAGE STATUS OF YOUR SPOUSE

[image: image15]  My Spouse Is Not Employed                      
[image: image16]  My Spouse Is Employed But Not Eligible For Employer’s Coverage        
[image: image17]  My Spouse Is Eligible For Employer’s Coverage But Not Enrolled    
[image: image18]  My Spouse Is Enrolled For Employer’s Coverage (if enrolled, enclose a copy of their ID card)

REVIEW THE CHOICES BELOW AND MARK THE BOXES THAT APPLY AND SIGN AT THE “EMPLOYEE’S SIGNATURE:” LOCATION.  BOTH 1) AND 2) MAY APPLY.   

  1)  
[image: image19]   ACTIVE EMPLOYEE ENROLL.  I hereby enroll for coverage as checked above for which I am eligible.  I authorize my employer to deduct my contributions, if any, from my earnings.  This Plan has provided me with a copy of its NOTICE OF PRIVACY PRACTICES and I understand that the Plan, as allowed by the Federal Privacy Standards, may disclose Private Health Information (PHI) to its business associates and to my Employer (the Plan Sponsor), as minimally necessary, to carry out treatment, payment and health care operations (TPO) and that the Plan will obtain an authorization from me if it intends to use or disclose my PHI for purposes unrelated to TPO.  I agree that a facsimile of this authorization shall be valid as the original.  I understand and agree that benefits payable for any pre-existing condition(s) may be limited unless I produce a Certificate of Creditable coverage that demonstrates creditable coverage allowing payment for the treatment dates of service for my pre-existing condition.   I understand that dependent children are eligible only when they meet the eligibility criteria of the Plan, including the age criteria, and that I will delete them from coverage when they no longer qualify.  I hereby certify that the information given above is true and complete to the best of my knowledge and understand that any untrue statements, omissions or misrepresentations made by me now or later to the Plan may result in a recession of benefits.

2)  
[image: image20]   ACTIVE EMPLOYEE OR ELIGIBLE DEPENDENT DECLINE.  I decline coverage as indicated below and acknowledge that, if I or one of my dependents later decides to participate,  pre-existing condition payment limitations may apply.  Please sign below and read and sign the second page.

  I decline coverage for  
[image: image21] Myself (And All Eligible Dependents)       
[image: image22] All My Eligible Dependent(s)      
[image: image23] Just The Dependent(s) Marked “2”

  Is there medical coverage from another source?  
[image: image24] Yes, For Me    
[image: image25] Yes, For All Dependents    
[image: image26] Yes, For Dependents Marked “2”   
[image: image27]  No 

EMPLOYEE’S SIGNATURE: ______________________________________________________________________    DATE:_________________________

 

         Administered By:  Avalon Benefit Services, Inc.          6543 Commerce Parkway, Suite M           Dublin, Ohio 43017            614-764-4516                   Form BENEPLEN Privacy1003
IF YOU HAVE BEEN ON YOUR CURRENT PLAN FOR LESS THAN 12 MONTHS,
THIS IS IMPORTANT INFORMATION THAT MAY IMPACT YOUR COVERAGE

This employer-sponsored Benefit Plan follows the Federal Health Insurance Portability And Accountability Act (HIPPA).  Under this act, the plan will deny coverage for pre-existing conditions of plan participants for up to twelve months after their hire date and for up to eighteen months for those who enroll late in the plan.  How- ever, you may be eligible for credit towards reducing this pre-existing condition limitation period.

Under HIPPA, a pre-existing condition is any medical condition for which you (or your enrolling dependents) received treatment, took a prescription drug or received medical advice from a medical provider during the 6 months before your hire date.  This pre-existing limitation time period can be reduced or eliminated, if you had coverage within sixty-three (63) days of your hire date.  Your previous benefit plan, or plans, should provide you with a Certificate of Creditable Coverage, which will show the dates of your coverage under the plan(s).  
For example: as a new hire enrolling on-time, if you were covered 6 months under a plan that ended within the 63 days before your hire date, you would get 6 months of credit and the pre-existing denial period would be 6 months (12 months - 6 months creditable coverage = 6 months). If your previous coverage had been 12 months, there would be no pre-existing limitations (12 months - 12 months creditable coverage = 0 months).  Late enrollees who do not enroll when they are offered the plan as a new hire, and who later want to enroll, have a potential 18 month pre-existing limitation period. Any Creditable Coverage, as shown above, reduces this 18-month period.

What Happens If You Do Not Provide A Certificate Of Creditable Coverage

If a Certificate of Creditable Coverage is not provided at the time of enrollment or in a timely manner, any claims submitted may be considered pre-existing;  therefore the claim will be denied.  You will receive an Explanation of Benefits informing you of the denial and requesting a Certificate of Creditable Coverage.  If a certificate is not available, you should contact your physician to provide medical records documenting that the condition was not pre-existing for the 6 months before your hire date.   If you do not reply to the request, or if you are not able to provide an appropriate certificate of coverage that allows for coverage for the condition during the period in question, or if the information provided confirms that the condition was pre-existing, the claim will remain denied and the charge is your liability.

What Can You Do To Protect Yourself From Claims Delays Or Denials?

(1)  Provide a Certificate of Creditable Coverage upon enrollment or as soon as 
possible after enrolling; or

(2) If a Certificate of Creditable Coverage is unavailable, provide medical records from your doctor to show that the condition causing the claim is not pre-existing.

IF YOU ARE DECLINING ENROLLMENT:  A SPECIAL ENROLLMENT MAY BE AVAILABLE LATER

If you are declining enrollment for yourself or any dependent because of other health insurance coverage, you may in the future be able to enroll yourself or your dependents in this plan, provided 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 enrollment within 31 days after the marriage, birth, adoption or placement for adoption.

STATEMENT OF UNDERSTANDING

I have reviewed the above information and understand the plan rules and my responsibilities as described above.  I understand that claims for services provided during the first twelve months of coverage for pre-existing conditions will be denied unless I present, for myself and any dependents, a valid Certificate of Creditable Coverage that results in  the claims service dates being outside my pre-existing limitation time-frame.  I also understand that, if I do not present a Certificate of Creditable Coverage,  claims for conditions that are possible pre-existing conditions will be denied until I present records from my physician showing that the condition was not pre-existing.  I understand that it is fraud to misrepresent my previous medical history. If I am declining coverage and have other coverage, I understand that a Special Enrollment, as described above, may be available later for my dependents and me.

EMPLOYEE’S SIGNATURE_____________________________________
  DATE_________________

