Add/Change/Delete Form & CareConnect

Healthier Insurance

A. Individual ‘ Group

Member Insurance ID Number Group ID Number

Member ID Number

Member Name Group Name
Member Signature Employer Signature

/ / / /
Date Title Date

B. Transaction Effective Date Required Information

Complete WHO, REASON and
SECTION C on reverse side.

[J Addition Who: O Spouse [ Domestic Partner O Civil Union [ Dependent(s)
/ / Reason: [ Open Enrollment [ Loss of Coverage [ Birth/Adoption
[ Marriage O Civil Union O Partnership
O Other:
[ Termination Who: O Employee [ Spouse/Partner [ Dependent(s) CINY Young Adult
/ / _ . . A .
Reason: [ Left Employer [ Discontinuation of COBRA [ Switched Plans
O Discontinuation of NY Young Adult [ Other:
[ Change Who:  Last Name:
First Name: Middle Initial:
/ / Effective Date: / / SSN:
Date of Birth: / / Gender: O Male [OFemale
Reason:
[J COBRA or State Who: O Employee [Spouse/Partner* [ Dependent(s)*
Reason: O Left Employer [ Hours Reduction [ Other:
Y S A
Date of Event / /
*A New Member Enrollment Form is required for Loss of Dependent Status,
Divorce/Separation or Death of Subscriber
[ Transfer New Plan:
New Billing Group:
Y S A
Enrolled in Medicare Part: A OB 0OD
Reason:

(Continued on other side)

CareConnect Insurance Company, Inc




Add/Change/Delete Form (continued) & CareConnect

Healthier Insurance

C. Additional Information Employee Dependent Dependent
Social Security Number
Last Name
First Name, Middle Initial
Date of Birth (MM/DD/YY) / / / / / / / /
Gender Om OF Om OF Om OF Om OF
Primary Care Physician (PCP)
First Name First Name First Name First Name
Last Name Last Name Last Name Last Name
Actively Employed Oves ONo Oves ONo Oves OnNo Oves ONo
Prior Carrier Policy Number:
Carrier:
From Date: / / / / / / / /
Through Date: / / / / / / / /
D. Coordination of Benefits Employee Spouse Dependent Dependent
Medicare Check O part A O part A O part A O part A
appropriate / / / / / / / /
box and list
effective date: OpartB OpartB OpartB OpartB
/ / / / / / / /
OpartD OpartD OpartD OpartD
/ / / / / / / /
Pharmacy Policy Number:
[ same for all Carrier
Policy Holder:
Effective date Group Number:
Y Y EIN: EIN: EIN: EIN:
PCN PCN PCN PCN
Medical Policy Number:
O same for all Carrier
Policy Holder: / / / / / / / /
Effective Date: / / / / / / / /
Please return the completed form to CareConnect by:
MAIL EMAIL FAX
CareConnect
Attention: Group Enrollment Department enrollment@careconnect.com 844-266-4343
2200 Northern Blvd., Suite 104, East Hills, NY 11548
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Notice of Non-Discrimination @ CareConnect

Healthier Insurance”

CareConnect Insurance Company, Inc. (“CareConnect”) complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex. CareConnect does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

CareConnect:
* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other
formats)

* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, contact CareConnect’s Senior Director, Quality Improvement.

If you believe that CareConnect has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

CareConnect
Senior Director, Quality Improvement
2200 Northern Blvd., Suite 104, East Hills, NY 11548
Phone: 855-706-7545
TTY: 855-226-7318
Fax: 844-447-2525
Email: CareConnectAppeals@careconnect.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Senior
Director, Quality Improvement is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.
gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building, Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareConnect Insurance Company, Inc.




Multi-Language Interpreter Services @ CareConnect

Healthier Insurance”

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-855-226-7318 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al
1-855-226-7318 (TTY: 711).

ERREERER TS LI BB GE S IR, F5EFE 1-855-226-7318 (TTY: 711).

BHMMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3blKe, TO BaM AOCTYMHbI 6GecnnaTtHble ycnyri nepesoja.
3BoHuTE 1-855-226-7318 (TTY: 711).

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou. Rele 1-855-226-7318
(TTY: 711).

F2: et=01E MEotAl= &2, 80 NI MHIAE B2 0[E0ta &= AsLICH 1-855-226-7318 (TTY: 711)
go tol

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-855-226-7318 (TTY: 711).

1- VOIN ZNXOX |19 M9 OVO'IINYO O7'N TNIOYW XK IXD [NNIND |VIVT ,WITN 0TV AN QN :DNTIVNONIN
855-226-7318 (TTY: 711).

TIP3 i A 2T, FUT IO AN, O12CT [N AT TR TFTOT AT G SR | I T
1-855-226-7318 (TTY: 711),

UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-855-226-7318 (TTY: 711).

¢3) 855-226-7318-1- i Joal . clavalls ll Jal 555 &y sall g2 Lsal) ilad o il S3) ioas i€ 13) -ada pale
(711 2S00 el il

ATTENTION: Si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-226-7318 (TTY: 711).

JB ~ o Cliwd pue S Oleds S dde S 0b3 o5 OT 3wy g 90 O ST iyloye
1-855-226-7318 (TTY: 711) .S

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-855-226-7318 (TTY: 711).

MPOZOXH: Av piAaTe eAAnvikd, oTn 81a0€ar| oag BpiokovTal UTINPEGIEG YAWOUTIKNAG UTTOOTAPIENG, Ol OTTOIEC
Tapéxovtal dwpedv. KaAéoTe 1-855-226-7318 (TTY: 711).

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi
né 1-855-226-7318 (TTY: 711).

CareConnect Insurance Company, Inc.




