.“l..“
Simple Care-
“==" EMPLOYEE ENROLLMENT FORM WITHOUT MEDICAL

Use this form to Enroll or Waive Coverage (Print in black or blue ink)
EMPLOYER NAME GROUP ID DIV PLAN

Section A - Coverage Information

Employee Name Effective Date of Coverage
Employment Status O Active O Leave of Absence O Retired O Disabled 0O COBRA Date Reason
Enrollment Type 0O New Enrollment Date of Hire 0O Open Enrollment O Waiving Coverage
Qualifying Life Event *DOCUMENTATION REQUIRED

O Marriage* O Divorce* O Birth / Adoption* O Loss of Coverage*

O Other Event Date (MM/DD/YYYY)

Section B - Waiving Coverage - Complete Only If Waiving Coverage

Check all that apply. | waive medical coverage for: O Self O Spouse O Dependents
Reason for Waiving:

Section C - Other Coverage

COMPLETE IF YOU HAVE OTHER COVERAGE. Insurance Company Name Effective Date

Policy No. Policyholder Name Policyholder Date of Birth

Insurance Company Address Policy covers OSelf O Spouse O Family
Last Name First Name Ml

Are you eligible for Medicare? O YES ONO Part A - Effective Date Part B - Effective Date

Is your spouse eligible for Medicare? OYES COINO Part A - Effective Date Part B - Effective Date

Medicare HIC No. Is Medicare related to end-stage renal disease? O YES O NO

Is anyone listed on this application currently covered by other insurance? O YES ONO

Section D - Employee Information

Last Name First Name Mi
Date of Birth Social Security Number
GenderO M O F Disabled? O Y O N

Physical Address

City State Zip Code County

Mailing Address

City State Zip Code County

Phone Number Cell Number Email

Would you like to receive policy documents via your email address above? O Yes O No

Section E - Dependent Information

Spouse Information

Last Name First Name Ml

Social Security Number Date of Birth (MM/DD/YYYY) Gender OMOF Disabled? O Y O N

Child Information

Last Name First Name M Is this a “Step-Child”?
OY dON
Social Security Number Date of Birth (MM/DD/YYYY) Gender OMOF Disabled? O Y O N

Child Information

Last Name First Name M Is this a “Step-Child”?
OY dON

Social Security Number Date of Birth (MM/DD/YYYY) Gender OMOF Disabled? O Y O N
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Section E - Dependent Information - continued

Child Information

Last Name First Name Ml Is this a “Step-Child”?
OY dON
Social Security Number Date of Birth (MM/DD/YYYY) Gender OMDOF Disabled? O Y O N

Section G - Disclosure Acknowledgment

You must sign both places in Section G to be considered for coverage.

| understand that | am enrolling in a health care plan issued by Alliant Health Plans, Inc. (Alliant) that requires health care services be provided by partici-
pating providers. Failure to use a participating provider will result in reduced coverage or no coverage for services received, and | will be fully respon-
sible for any and all costs not covered by Alliant. | have reviewed the list of participating providers which can be found on the website, AlliantPlans.
com. | may also verify provider status by contacting Client Services at (866) 403-2785. | understand the participation status of any provider may change
from time to time and that it is my responsibility to verify participation of my health care provider with Alliant prior to receiving services. As required
by the State of Georgia regulations, the following is a summary of the financial arrangements with health care providers who are participating in the
Alliant network: 1) Hospital providers are paid according to a contract that includes per diems, case rates, and discounted fee for service arrangements
depending on the specific services provided; 2) Physicians are paid either a discounted fee for services in accordance with a specific fee schedule or a
predetermined set amount per member per month (capitation); 3) Laboratory services are provided through a capitation arrangement or a discounted
fee for service in accordance with a specific fee schedule; 4) Other ancillary services including home health, skilled nursing, and hospice are paid on a con-
tracted fee schedule with per diems or per visits amounts, or through a capitated per member per month flat fee.

Sign Applicant or Legal Guardian Signature Print Name Date (MM/DD/YYYY)
Here

ABBREVIATED NOTICE OF INSURANCE INFORMATION PRACTICES
PRIVACY ACT: Applicable State and/or Federal law establishes standards for the collection, use and disclosure of information gathered in connection
with insurance transactions. The application attached to this notice contains specific personal questions about you and your dependents. We are
required to advise you that personal information may be collected from persons other than you or other individuals proposed for coverage. An in-
vestigative consum- er report may be made to help us obtain additional medical data from physicians or hospitals. ALL DATA CONFIDENTIAL: We are
required by law to keep such data confidential. It will be seen only by our employees and authorized agents. This data may in certain circumstances
be disclosed without your authorization. We may furnish such data to authorized federal or state agencies, consumer investigative service bureaus
or others if part of our standard business practice or required by law. ACCESS TO YOUR DATA: You have the right to see or obtain a photocopy of
your personal information which we have. You also have the right to send us a written request if you need your personal information amended,
corrected or deleted. If you wish to have a more detailed explanation of our information practices, please contact Client Services.

CONDITIONS OF ENROLLMENT
| hereby apply for myself and/or my eligible family members for the medical coverage specified in the Contract between my Employer and Alliant.
| understand and agree the effective date of coverage will be governed by the stipulations of the Employer Group Application and the Group Health
Care Contract & Execution sheet under which this application is made. | understand membership will continue according to the terms of the contract
between my Employer and Alliant. | hereby authorize my Employer to periodically deduct any charge due from me hereunder and to remit same to
Alliant along with any contribution due from the Employer. | understand and agree that Alliant reserves the right to change the premium charges
due for this coverage and to increase or decrease the benefits by giving sixty (60) days written notice to my Employer.

MEDICAL INFORMATION RELEASE AUTHORIZATION
PURPOSE: By signing this form, you will authorize the disclosure and use of the Protected Health Information described below for pre-enrollment
underwriting or risk-rating of health insurance coverage for you, or to determine your eligibility for enrollment or benefits under a health plan.
INFORMATION ALLIANT WILL USE and/or DISCLOSE: My dependents and | authorize any physician, medical or health care practitioner, hospital,
clinic, veterans administration facility, other medical or medically related facility, third party administrator, Pharmacy Benefit Manager, insurance,
HMO or reinsuring company, employer or the Consumers Reporting Agency having information regarding myself and my dependents, including in-
formation concerning advice, diagnosis, treatment and care of the physical, psychiatric, mental or emotional conditions, drug, substance or alcohol
abuse, illness and copies of all hospital or medical records, non-public personal health information, and any other non-medical information to share
any and all such information with Alliant, its reinsurer or its legal representatives, and its affiliates.

Please initial below:
The information obtained by use of this authorization may be used by Alliant to determine eligibility. | declare that all statements and infor-
mation made herein are complete and true to the best of my knowledge.

Any information obtained will not be released by Alliant to any person or organization except to reinsuring companies, or other
persons or organizations performing health care operations or business or legal services in connection with any enrollment, claim or as may be
otherwise lawfully required, or as we may further authorize. If a Consumer Reporting Agency is used, | (we) may request to be interviewed in connec-
tion with the preparation of the report and | (we) may request a copy of the report.

Once personal and health (including medical, dental and pharmacy) information is disclosed pursuant to this authorization it may be

redisclosed by the recipient and the information may not be protected by federal and state privacy requirements.

EXPIRATION AND REVOCATION: A copy of this authorization is available to me or my legal representative upon written request. A photographic
copy of this authorization shall be as valid as the original. This authorization shall be valid for two (2) years from the date below. | have the right to
revoke this authorization at any time. To revoke the authorization, | understand that the revocation must be in writing to Alliant Health Plans, that it
will not apply to information already released, that a revocation may adversely affect my enrollment, a claim or a pending insurance action, and the
revocation will become effective after it is received by Alliant.

Sign Applicant or Legal Guardian Signature Print Name Date (MM/DD/YYYY)
Here
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