A &,
~LonNectiCare, inc. & Affliates Enrollment/Change Form

P.0, Box 4058, Farmingten, (T 06034-4058
www.connecticare.com B $-800-251-7722 Please print clearly, complete in full using ballpoint pen.

EMPLOYEE: Complete the following two sections, sign at hottom and read information on reverse side.

Please check appropriate item: mew Enrollment [T] Terminate Enrollment ] Add Dependent [ Remove Depeadent [ Change Provider [ Change Division
[] COBRAElection [ Other (Name change, address change, etc. Indicate reason for change.)

Plan type: [ xMo [ High Deductible Health Plan {(HDHP} ] Point-of-Service (POS) O ePo ] FlexPOS {7 Other
Plary Name: (from Benefit Summary)

ConnectiCare, Inc. = HMO, HDHE, POS Benefit Plans and ConnectiCare Insurance Company, Inc. = PPO and FlexPOS Benefit Plans. MA employers cannot purchase CCI or CICT products.

Marital Status: (] Single [ Married/Civil Union ] Domestc Partner ] Legally Separated [ Separated [ Widowed [J Divorced

First Name Middle Name Last Name

Street Address City State ZIP Code

Home Telephone Number Wark Teiephone Number E-mail Address Primary Language (opticenal)

MEMBER(S): L Date of Birth _ | ConnectiCare Existing

First Name/Middle Initial/Last Name = & | Social Security Number (required) Sex  { (mm/dd/yy) Primary Care Provider Provider ID Number (optional) § Patient

Employee OM O Yes
iJF O Ne

Spouse/Civil Union/Domestic Partner my [ Yes
OF [ o

Dependent 1 1M [ Yes
OF [ No

Dependent 2 O M [J Yes
OrF 0 No

Dependent 3 M [ Yes
[arf [ No

Are you currently using tobacco?
Employee [¥es [[INo  Spouse/Civil Union/Dom. Partner [G¥es [JNo  Dependent1 £1¥es [JNo Dependent2 [}Yes [CJNo  Dependent3 [lYes [JNo

Race/Ethnicity (optional):
This information is designed for the purpose of data collection and will not be used to determine eligibility, rating or claim payment.

Employee:

[] White [] Black/African American [] Hispanic/tatino [] Asian ] Amer. Indian/Alaska Native  [7] Native Hawaiian/Pacific Islander [ Other O Unknown
Spotse/Civit Union/Domestic Partner:

[ White [_] Black/African American [} Hispanic/Latine [] Asian [J Amer. Indian/Alaska Native [7] Native Hawaiian/Pacific Istander [ Other [ Unknown
Dependent 1:

[ White [] Black/African American [7] Rispanic/Latino {] Asian [] Amer. Indian/Alaska Native  [] Native Hawaiian/Pacific Islander [ Other J Unknown
Dependent 2:

(1 White [] Btack/African American {7] Hispanic/Latino [] Asian [] Amer. Indian/Alaska Native [ Native Hawaiian/Pacific Islander [ Other ] Unknown
Dependent 3:

[ White [} Black/African American [] Hispanic/Latino [} Asian [ Amer. Indian/Alaska Native [7] Native Hawatian/Pacific Islander {7] Other ] Unknown
[0 Checkif enrolling a disabled dependent age 26 or over and contact ConnectiCare to obtain a form for submitting proof of disability.

Other health care coverage:
Will you have other heatth insurance in additien to this ConnectiCare plan, under a Group, HMG or Medicare plan? [J Yes [J o

If yes, name of persan covered Employer
Insurance Co. Name and Address (Please attach a copy of your group medical insurance card.) Policy Number Medicare (Please attach a copy of your Medicare card.)
7] PartA {73 PartB [ Retired

EMPLOYER: Complete this section. Form cannot be processed without this information.

COBRA [ Yes | Length of coverage: Date of Hire (mm/dd/yy) | Hours per week | {overage Effective Date (mm/dd/wy) | Coverage End Date (mm/dd/yy)
(3 Neo | {J 30menths ] 36 months [ Other / / - / / / /

Employse Work Location Group Name Plan Name Group Number/Division

Employer Signature Title Date

b

Important: By signing here you are indicating that you have read and uaderstand the information on the front and back of this form. This autherization is valid as long as you are
enrolled in a ConnectiCare health plan, and for ane year after enrollment in the plan ends. I certify that the information supplied in the form is carrect. I agree to the consent on
the reverse side of this form, B

Employee’s Signature Date




Connect1Car¢“"‘ Finding a Doctor Who'’s Right for You

You know us by

Our Online Participating Provider Directory:
Fast, Easy and Up-to-Date

The quickest way to find a doctor is to use our Online Participating Provider Directory, which is updated
weekly with the latest additions and changes, at www.connecticare.com.

This online tool also lets you create a customized provider list that compares doctors side-by-side.
How you can find a participating ConnectiCare Provider

To locate a participating provider in the ConnectiCare Network Access Area, visit our online provider
directory at www.connecticare.com, and click on “Find a Doctor” then “All Other Plans/Don’t Know” to

start your search.
How you can find a participating PHCS Healthy Directions Provider

To locate a PHCS Healthy Directions participating provider from our online directory, choose “Find a
Doctor,” then click “FlexPOS Plans,” then click “All other Physicians, Hospitals, Labs etc. outside the
state of Connecticut.” You must click “continue” to be sent to the PHCS Healthy Directions participating
provider website. You may also call Member Services at 1-800-251-7722.

You can still obtain a printed ConnectiCare provider directory, but please be aware that the information
is only updated once a year. To request a copy, please complete, detach and mail the postcard below.
Allow seven to 10 days for receipt.

Coverage is provided by and services are

& o
administered as follows: In Connecticut: ConnectiCare
Group HMO and POS coverage, and Individual You know us by §.
HMQO coverage is underwritten by ConnectiCare,
Ine;; Group: coveragedor coinsurance: plars and Please send me a printed copy of the Connecticare
Individual POS coverage is underwritten by Participating Provider Directory

ConnectiCare Insurance Company, Inc.
In Massachusetts: Group HMO and POS

coverage is underwritten by ConnectiCare of Name:
Massachusetts, Inc. FlexPOS, PPO coverage,
ASO/Self-funded services, and Dental products Street Address:

are administered or underwritten by ConnectiCare
Insurance Company, Inc.

City: Zip:

Phone:

Email:

PROV CARD 0412



