Application for Health, Life & Dental Insurance

I am a new employe OR | am an employee who is now eligible for health/life/dental

1 have experienced a "Qualifying Event"” such as change in marital status, the acquisition of a dependent or the loss of
coverage through your spouse's plan. Contact Wellmark for detailed description of Qualified Event.

Open enroliment change in coverage - Form due May 31 for coverage change July 1

Employee Information

First Name Last Name Middle Name L
Address Birthdate

City, State, Zip Marital Status Single _Married
Telephone Social Security Number

Required Coverage

X $2.85 Single Life Insurance X $43.90 Single Dental

Optional Coverage- Prices listed are in addition to $46.75 listed above

____$697.15 Single Health A ___$1,727.15 Family Health A & Family Life
_____$557.15 Single Health B ___$1,381.15 Family Health B & Family Life
___$537.15 Single Health C ___%1,335.15 Family Health C & Family Life
______%551.15 Single Health D ____$1,541.15 Family Health D & Family Life

$72.94 Family Dental
Employee+ Spouse-Health D &

$1.15  Family Life $1,045.15 Family Life

No Optional Coverage - | decline '

optional coverage for myself and Employee + Children Health D
eligible dependents $1,207.15 & Family Life

Total of Required Coverage ($46.75) and Optional Coverage

- $715.00 Subract Monthly Benefit - This is the maximum amount BHSSC will pay
towards your elected insurance premiums.

Difference - The amount you will pay for your insurance per month




Group name:

Employee name:

Delta Dental of South Dakota
PO Box 1157 Pierre, SD 57501
800-627-3961

Fax 605-224-0909
www.deltadentalsd.com

Black Hills Special Services Cooperative

Mailing address:

City/State/Zip:

Cell phone:*

Enrollment/Change Form
Effective date:

Hire date:

Group number: 2181

SSN:

DOB:

Email:*

Gender: D_M F

Marital status (common law marriage is not recognized in South Dakota): Single D Married E

List only the names of dependents you are enrolling. | understand that should | decide to apply for single coverage, éven
though | am eligible for family coverage, | cannot change my policy until open enrollment or a qualifying event (within
the past 30 days). | also understand that Delta Dental of South Dakota reserves the right to reject a change form.:

First Name Last Name Gender Date of Birth

Clada
Coros Spouse

Cell phone* Email*
Cladd

rop_Child

Cell phone* Email*
Cladd
Clbron child

Cell phone* Email*
Cada
[Cbrop Child

Cell phone* Email*
Cladd
[Coros child

Cell phone* Email*

Use an additional sheet if you have more dependents. List dependents you want removed from your plan inthe space
provided above.

Change in coverage

Marriage date:

Other (explain):

Signature:

Date of change:

Divorce date:

Date:

| accept the insurance provided by my employer's group dental plan and authorize deductions from my earnings for the
required contributions, if any, toward the cost of the insurance. This authorization applies only if employee
contributions are required. | understand that by accepting insurance, | am required to remain enrolled as a covered
employee until the next open enrollment period, a qualifying event, or until the termination of my employment.

*By providing this information, | consent to Delta Dental using this contact information for quality improvement
activities (e.g. surveys) for individuals over the age of 18.
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Benefits Enrollment Form

Hartford Life and Accident Insurance Company
One Hartford Plaza, Hartford, Connectiout 06155 (A stock insurance company)

The Hartford® is The Hartford Financial Services Group, Inc., and its subsidiaries. HM&TFGM ‘

Cinstructions: 1) Flease prind clearly with biue or black ink and provide complete information, (Missing information causes detays,) 2) Pleass seview lhe f
applicable benefit highlipht/summary informetion for each product prior to electing coverage. You {employee) and your dependeni(s) (if applicable) are’ B
ondy eligible for coverage as allowed by the applicable group policy. 3) For each coverage, please check ths appropriats box(es) to elect or decline
coverage and enter amounts where necessary. 4) Piease sign and date the form. B) Submit the form as Instructed by your benefits administrator by ihe
enroliment deadline. ‘Do not submit or send the form directh, to The Harord,

T po—

“EMPLOVEE INFORMATION - R L e =

Name {FIRST M| LAST) Employee iD/Social Date of Birth (MMDDIYYYY)
Security Number i

5 1

! e _ = iz ST i e L

Gonder Manled Email Address

LIM O F [Yes No S L

Strest tAddress City State | Zip Gode

iﬂ"rahyﬁl 3 thp( mfia_y ‘_L&aiaryaargbmp

,"#%t . i -y
o~

G R0 g\iqnléh’it.i-\‘
¥ ;.":“f-'l'\f. [ e T

f Covered Lll’e insurance Dependents (18 or youngar) and Spousa information - J

Name (First Middle, Last’ Bidhdate Soc. Sec. No. m s

Spouse

Dependent

quendent

Dependent

Dependent

Deiendent |

S

Depcndent _ | §

Dependent

\Dependent =~~~ | J
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BENEFICIARY DESIGNATION

TR THE Lok
E], Initial Beneficiary Designation(s} OR MChange of all prior beneficiary designation(s) (check only one box), | hereby revoke any HARTFORD

prewdus beneficiary designation(s), if any,.for my group term life insurance and/or accidental death and dismemberment (AD&D) insurance issued to
this group or employer and dlrect that the insurance proceeds payable under the policy be paid as indicated below.

| Employee Name: Employee D Number: ‘ Social Security Number:

| | o XXX XX L
“Employee Address: Telephone Number:
( )
‘Palicyholder/Employer: - - Policy Number:

Black Hills Spemal Services Cooperatlve/Black Hills Educational Beneflts | GL-675756

NAMING YOUR GROUP LIFE BENEFICIARY

It is important that your beneficiary designation be clear so there will be no question as to your intent. It is also important
that you name a primary and contingent beneficiary. If you need assistance, contact your Company representative or your
own legal counsel. Benefits payable for a Dependent's death are payable, where applicable, to You if living, otherwise, We
may, -at Our option, pay the benefit to Your surviving spouse or to the executors or administrators of Your estate.

rPRIMARY BENEFICIARY(IES) |
Name: __ - S Date of Birth: o
‘ Address: B - B Telephone Number: ()
_S_o_mal Secunty Number — Relationship: Bene_ﬁt_Percent: %
Narpe_: i ~ Date of Birth: -
' Ad&reSS' o - - Telephone Number: { )
Soc1a| Secunty Number: Relationship: - Benefit Percent: %
Namé ' -  Date of Birth:
Address: ~ _ Telephone Number: ()
Social Security Number: Relationship: ) Benefit Percent: % o
| CONTINGENT BENEFICIARY(IES) )
Name' . . . Date of Birth:
‘ Address - Telephone Number: ( ) -
Social Security Number: Relationship: Benefit Percent. %
| . I
Name: - N Date of Birth: -
Address:' _ Telephone Number: ( ) B
Sp.éivgi‘Security Number: Relationship: Benefit Percent: % I

Disclaimer: Spousal consent does not apply to ERISA plans. '
Sp‘ousja] Consent For Community Property States Only: If you live in a community property state - Alaska, Arizona, California, Idaho, |
Louisiana, Nevada, New Mexico, Puerto Rico, Texas, Washington, or Wisconsin - you may complete the Spousal Consent section, which allows

your spouse to waive his or her rights to any community property interest in the benefit. Certain tribal jurisdictions may also require spousal

consent. Please see your Benefits Administrator for details. |

This will certify that, as spouse of the Employee named above, | hereby consent to my spouse designating the person(s) listed above as
beneficiaries of group life and/or accidental death insurance under the above policy and waive any rights | may have to the proceeds of such insurance
| under ‘applicable community property laws. | understand that this consent and waiver supersede any prior spousal consent or waiver under this plan.

_SignatureofEmp|oyee’sSpouse: - Date:

| I; the under5|gned reserve the right to change the benefi <:|ary(|es) without the consent of said beneflcnary(les)

‘ Slgnature of Employee: I

Date: o
Please note that in no event may a beneficiary be changed by a Power of Attorney (POA) ‘

GR-11927-12



BENEFICIARY DESIGNATION FORM INSTRUCTIONS TRE

HARTFORD

-

You must select your beneficiary — the person (or more than one person) or legal entity (or more
than one entity) who receives a benefit payment if you die while covered by the plans. Please make
sure that you also name a contingent beneficiary — who would receive your benefit if your primary
beneficiary dies first.

The completion of this Beneficiary Form will revoke any previous beneficiary designation(s), if any,
for your group term life insurance and/or accidental death and dismemberment (AD&D) insurance
issued to this group/employer.

Please make sure your beneficiary designation is clear so that there will be no question as to your.
meaning. If you name more than one primary or contingent beneficiary, show the percentage of your
benefit to be paid to each beneficiary. The listed percentages must add up to 100%. Please provide
all of the information requested. If your beneficiary is not related either by blood or by marriage,
insert the words, “Not Related” as their stated relationship. If you need assistance, contact your
Company’s benefits administrator or your own legal advisor.

A beneficiary for employee Life Insurance may be changed at any time upon written request.

Please note that in no event may a beneficiary be changed by a Power of Attorney (POA).

Sample wording for common beneficiary designations are shown below:

Example #1:

Jane Doe Relationship: Spouse Benefit Percentage: 100% -
Example #2:

Jane Doe Relationship: Spouse Benefit Percentage: 50%
Susan Doe Relationship: Daughter Benefit Percentage: 25%
John Does Relationship: Son Benefit Percentage: 25%

If additional space is required, write, “See attached”, on the beneficiary line on the beneficiary
designation form and attach a separate sheet, listing all the required beneficiary information for each -
beneficiary listed. This separate sheet should be signed by you (the Employee) and dated.

The Hartford® is The Hartford Financial Services Group, inc. and its subsidiaries.

GR-11927-12 8



Benefits Enroliment Form

Important Notice - Fraud Warning Statements
Hartford Life and Accident Insurance Company

One Hartford Plaza, Hartford, Connecticut 08155 (A stock Insurance company) THE el
The Hartford® is The Hartford Financial Services Group, InG., and its subsidiaries. HARTFORD fA -

| Please read the staf statement that applies to your state of residence ce prior to signing the enrollmentform. |

Eor residents of all states EXCEPT Arizona, Califomis, Coloradn, Florida, Kenfucky, Maine, Maryland, New Jersay, New Mexico, New ‘fork

Norih Caroling, Ohlo, Oregun, Penngylvania, Puerto Rico, Tennesses, Virginia and Washington: Any person who knowinigly presents g false o
fraudutent clalm for payment of 8 loss or bensfit or knowingly presents false information in an application for insurance is gullty of a crime and may ba
subject to fines and confinement In prison. . !

For Residents of Arizona: For your protection Arizona law requires the foliowing siatement to appear on this form, Any pefson
who knowingly presents a false or fraudulent claim for payment of a loss Is subject to criminal and civil penalties. o
| For Residents of Galifornia: The falslty of any statement In the application for any poficy covered by this chapter shall not bar the right to rawvery undar i

1
i
! {
; the policy unless such false statement was mads with actual intent to decaive or unless i materially affected either the acceptance of the rigk or the 1
hazard assutned by the insurer, o

]

For restdents of Colorade: Htis unlawful lo knowingly provide false, incompiste, or misleading facts or information to an insurance company for the
purpose of defrauding or attempting to defraud the company, Penalties may intude knprisonment, fines, denial of insurance and civil damages, Any .
insurance company or agent of an Insurance company who knowingly provides talse, incomplete, or misteading facts or information to a pelicyhaideror
claimant for the purpose of defrauding or attempling to defraud the policyhalder or clatmant with regard to a seltlemeant award payable from Snsurance
proceeds shall be reported to the Colorado Division of Insurance within the Dspartmen! of Reguiatory Agencles.

For resldents of Fiorida: Any person who knowingly and with intent to injure, defraud, or deceive any Insurer iles a statement of claim or an app!maﬁon i
containing any false, incompleta, or misleading information s gullty of a felony of the third degree.

For residents of Kentusky: Any parson who knowingly and with intent o defraud any Insurance company or other person files a statement of c!axm o aﬂ
application for insurance contalning any materially false information or concaals, for the purpose of misleading, information concerning any fact mazeﬂal
 thereto commits & fraudulent Insurance sct, which is a orime.

i For ragidents of Maine, Tennesses and Washington: It is a crime to knowingly provide false, incomplete or misleading information to an mauranee |
company for the purposs of defrauding the company. Penallles may include imprisonment, fines and denial of Insurance benefits.

]
For residents of Maryland: Any person who knowingly or wﬁlfuﬂy presents a false or fraudulent claim for payment of & loss or benefit or vho knowlngty or !
willfully presents false Information in an application for insurance is guilty of a crime and may be subject o fines and confinement in prison, St
{
1

For residents of New Jersey: Any person whe knowingly flles a statement of claim containing any false or misleading information is subiect fo cnn‘unal '
and civil penalties. Any person who includas any false or misleading information on an application for insurance is subject to criminal and civil penames E

For residents of New Mexico and Rorth Garolina: Any person who knowingly presents & faise or fraudulent claim for payment of a loss or beneﬂt o i
knowingly presents faise information In an application for insurance is gullly of a crime and may be subject to civil fines and criminal penaitiss. RS
c

1

For residents of New York (not applicable to Life Insurance): Any person who knowingly and with infent to defraud any insurance company or other L
person fles an apphcanun {or insurance or statement of clalm containing any materially false information, or conceals for the purpose of misteading,
information conceming any fact materis] thereto, commits a fraudulen! Insurance act, which is a cime, and shell also be subject to a civil penalty not lo
exceed five thousand dollars and the steted value of the claim for each such violation,

For residents of Dhlo: Any person who, with intent to defreud or knowing that he is fecilitating & fraud against an insurer, submits zn appl!éation ar'fﬁes 8 i
¢laim containing & false or deceptive statemant Is guilty of Insurance fraud.

For rasidents of Dragon: Any person who knowingly and with intent to defraud any insurance company or other persan files an application for insurance . +
of statement of claim contalning any materially false infermation or conceals for the purpose of misleading, information concerning any fact material i s '
subject to a denial andfor raduction In Insurance bensfils and may be subject to any civil penalties avallable.

For residents of Pennzylvanis: Any person who knowingly and with intent to defraud any insurence company or other person files an application for-
insurance or statement of claim contaiting any materially faise information or concesls for the purpose of misleading, information conceming any fact
material hereto commils & fraudulent Insurance act, which Is 4 crime and subjects such person to criminal and civil penalties,

For residents of Pusrto Rico: Any person who knowlngly snd with the infention of defrauding presents false information In an insurance appllcaﬁtm or
presents, helps, or causes the presentation of a fraudulent claim for the payment of & loss or any other benefit, or presents mars than one claim for the
same damage o loss, shall Incur & felony and, upon conviction, shalt be sanctioned for aach violation by & fine of not leas then five thousand doflars
{$5,000) and not mote than ten thousand dollars ($10,000), or & fixed term of imprisonment for three (3) years, or both penatiies. Should aggravating
tlreumstances be present, the penalty thus established may be increased to & maximum of five (5) yeers, If extenuating circumstances are present, & may
be reduced 1o a minimum of two (2) years,

For residents of Virginia: Any person who, with the intent to defraud or knowlng that he is faciitating a fraud egainst an Insurer, submits an appﬁcatlnn or i
filgs & claim contelining a false or deceplive statemant may have violated the state law,

Form PA-8678 CREATION DATE: 0172372018
EMPLOYEE NAME:
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) Group Employee Application
Wellmark. (For Self-funded and 101+ Markets) Wellmark Blize Cross and Blue

South Dakota Shield of South Dakota

Wellmark Blue Cross and Blue Shield of South Dakota is an Fax (515) 376-9101
independent licensee of the Blue Cross and Blue Shield Association.

[JlLate Enrollee [ ]Special Enrollee [JChange []Open Enroliment Period [ ] Newly Eligible
A. Employer Information (Completed by Employer)
Group/Billing Unit No. Department Number

Employer Name Phone Number ( ]
Employer Address Line 1 (Street Address or Suite#)
Employer Address Line 2 (PO Box, Street Address)

City State ZIP

B. Employee Information
Name (First, Mi, Last)
Address Line 1 (Street Address or Apt/Suite#)
Address Line 2 (PO Box, Street Address)

City State ZIP
Home Phone Number ( ) Work Phone Number ( ) Ext.
Email Address (optional)

Date of Birth / / (mm/ddlyyyy) Gender: []Male [JFemale Status: []Single []Married

Social Security Number/Tax Identification Number
(Social Security Number (SSN) or Tax Identification Number (TIN) must be provided. Further review may be necessary if an SSN or TIN is not provided.)

Date of Hire (required)____ / _ / {mm/dd/yyyy)

Employment Status: [_] Full-Time [JPart-Time [C]COBRA [JRetiree O Seasonal
Employee Classification
Health: [_] Employee [ ]1Employee/spouse
] Employee/child(ren) ] Employee/spouse
Heatth Plan Code: Deductible Amount:

As a Wellmark contract holder, you will receive a Summary of Benefits and Coverage (SBC) that outlines important information
about your coverage. You can also access Wellmark.com/Inform to help you make the best decisions for you and your famlly
This site includes important information onyour prescription drug coverage, like the accessibility and availability of prescnptlon
drugs, how to request a current drug list and the process for requesting an exception to the drug list. You also can find a list of
participating providers and facilities, and how to obtain a prior authorization. For more information, or if you have any questlons,
you can call the Wellmark Customer Service number located on the back of your ID card.

C. Enroliment Reason or Event
Special Enrollment Event Reason:

{IBirth [] Legal guardianship - .

[] Marriage/domestic partner [ Foster child placement

[]Divorce [Involuntary loss of creditable coverage
1 Adoption or placement for adoption ] Permanent move to South Dakota

[J Court-ordered coverage []Returning from military service

(] Open Enrollment

[]Other

List date of special enroliment event / / (mm/dd/yyyy) (or last day of coverage)

M-3528 3/18  AN-T
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Employee Name (First, Last) Social Security Number / Tax Identification Number

D. Members/enrollees Covered If you need to list more than four dependents, please write all necessary information on a separate sheet
of paper and attach to this application. Your employer determines eligibility for coverage. Please confirm with your employer that the dependent
types listed below are eligible.

List Name (First, MI, Last) Date of Birth Social Security Number/Tax Gender FT

i ?2
of all others to be covered (mm/dd/yyyy) Identification Number? Studentz2 |[Pisabled?

[JSpouse a.[]SSN/TIN
or Domestic
Partner / / b.[[] Does not have an SSN/ | [1Male N/A [JVes

: TIN []Female

c.[ ]I refuse to provide the
SSN/TIN

[[1Dependent a.[ ]SSN/TIN

b (] Male
/ / b.[ ] Does not have an SSN/ Yes Yes
TIN []Female N o
c.[]1 refuse to provide the
SSN/TIN

[ Dependent a.[JSSN/TIN

[Male
/ / b.[] Does not have an SSN/ Yes Yes
TIN []Female O 0
c.[ ]I refuse to provide the
SSN/TIN

(] Dependent a. [ JSSN/TIN

[IMale
/ / b.[ ] Does not have an SSN/ Yes Yes
TIN (Femate | Y | O
¢.[ ]l refuse to provide the
SSN/TIN

[]Bependent a.[JSSN/TIN

[IMale
/ / b.[] Does not have an SSN/ Yes Yes
TIN [JFemale L) .
c¢.[]1 refuse to provide the
SSN/TIN

The IRS requires Wellmark to collect SSNs/TINs for federal reporting purposes. Your employer will follow up with you to collect this information if you do not
complete a., b., or c. for each person listed. Failure to provide the SSN/TIN information may result in a $50 penalty, per violation, assessed to you by the IRS.

2if your plan covers dependent(s) age 26 or older, they must be unmarried and either a full-time student or a disabled dependent. Please contact your Wellmark
representative for more information.

E. Medicare Coverage (Required)

[JYes. [[JNo Are you and/or anyone listed in Section D Social Security disabled?
If yes, list names
] Yes {_JNo Are you and/or anyone listed in Section D enrolled in Medicare?

If yes, complete as appropriate:

Employee Name (as it appears on Medicare card) Medicare ID

Effective Date (Part A) / / Effective Date (Part B) / /

M-3528 3/18  AN-T
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Employee Name (First, Last) Social Security Number / Tax Identification Number.

E. Medicare Coverage (Required), cont’d

Spouse or Domestic Partner Name (as it appears on Medicare card) Medicare 1D
Effective Date (Part A) / / Effective Date (Part B) / /
Dependent Name (as it appears on Medicare card) Medicare ID
Effective Date (Part A) / / Effective Date (Part B) / /

F. Other Carrier Information (Required)

[JYes [JNo Will you, your spouse, or your dependents keep other health coverage in addition to this Wellmark, Inc.
coverage? -

If yes, please complete the following:

Policyholder Name (First, Last) Date of Birth / /__

Please list those covered by the other health plan(s)

Policy No. . Effective Date /AR I
Employer Name (if coverage is through employer group) R

Insurance Company/HMO Name
Address Line 1 {Street Address or Suite#)
Address Line 2 (PO Box, Street Address)

City State ZIP
Phone Number ( )

ls there a divorce decree/court order that requires one parent to provide health insurance coverage for any depende'n't?.
[JYes [INo Ifyes, please complete the following:

List dependent(s)

List name of person required to provide health insurance

List name of person who has primary physical custody

G. Waiver of Enroliment (Please complete if you are waiving health benefits.)

[] 1 waive health coverage for my dependents and myself. Please indicate one of the following reasons:
[] 1 (We) have coverage under another health care benefit plan.
] 1 (We) do not wish to enroll in the health plan.

Please see the Important Information Regarding Waiver of Enroliment in Section H of this application.

H. Important Information Regarding Waiver Enroliment

If you are declining enroliment for yourself or your dependents (including your spouse or domestic partner) because of other
health insurance or group health plan coverage, you may be able to enroll yourself or your dependents in this plan if you or.

your dependents lose eligibility for that other coverage (or if the employer stops contributing toward your or your dependents ‘
other coverage). However, you must request enroliment within a period of time specified by your employer after your or your - L
dependents’ other coverage ends (or after the employer stops contributing toward the other coverage). 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. However, you must request enroliment within the time specified by your employer after the marriage, blrth :
adoption, or placement for adoption. Additionally, you must enroll within the time specified by your employer after you Iose
eligibility for coverage under Medicaid or CHIP or become eligible for Medicaid or CHIP premium assistance.

Please note that if you or your dependents are not covered by minimum essential coverage, you may be respon5|ble for |nd|V|duaI
shared responsibility payments when filing your federal income tax return. Also, by declining the coverage oﬁered by your L
employer, you or your dependents may not be eligible for Marketplace coverage subsidies. o

To request special enrollment or obtain more information, refer to your Summary Plan Description (SPD), coverage manual other
benefits documents, or contact your employer.

M-3528 3/18 AN-T
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Employee Name (First, Last) Social Security Number / Tax Identification Number

I. Authorization and Certification

| certify that | am legally authorized to apply for coverage for myself and all other persons named in this application. | understand
that | am completing this application for the coverage sponsored by my employer or group sponsor and offered by Wellmark

of Souith Dakota, Inc., doing business as Wellmark Blue Cross and Blue Shield of South Dakota, Inc. (referenced herein as
“Wellmark™). | authorize my employer, as my agent, to deduct from my pay or collect from me in advance the monthly rates
therefdre_and remit such sums to Wellmark on my behalf. This authorization is to remain in effect until Wellmark is notified by me
or my employer to the contrary. | understand that written notice of rate changes will be furnished to my employer as my agent. |
further Understand that the coverages applied for will not start until after this application and the appropriate coverage rates are
received and accepted by Wellmark and an effective date of coverage is established by Welimark.

| certify that, after this application was completed, | carefully and fully read it, that the statements and answers set forth are

full, true, and correct to the best of my knowledge and belief, and that no information required to be given, either expressly or

by implication, has been knowingly withheld. | understand that Wellmark will rely on the completeness and truthfulness of the
information given and the statements made, and that if | have made any false statements or misrepresentations, or have failed to
disclose or concealed any material fact, Wellmark will be entitled to declare the contracts applied for void and to refuse allowance
on benéefits to any person thereunder.

| acknowledge | have received or have been advised and understand | will receive from my employer the Summary of Benefits
and Coverage (SBC).

Providing Social Security Numbers or Tax Identification Numbers

Wellmark requires social security numbers or other tax identification numbers for federal reporting purposes. If Wellmark does
not have Sacial Security or tax identification numbers for each enrollee, Wellmark or my employer may be unable to report
and send information needed to complete federal tax returns. If social security numbers or tax identification numbers are not
provided for all individuals covered, Wellmark or my employer may contact the primary policyholder to obtain the information.
If 1 dovrjot provide the social security numbers or tax identification numbers for these purposes, | may be subject to a monetary
penalty imposed by the internal revenue service.

HSA Coverage
If the High Deductible Health Plan that | have selected is combined with a Health Savings Account (HSA), | understand that
enrolling in such coverage does not guarantee that | am or will be eligible to make contributions to an HSA or that contributions

can be made to an HSA on my behalf.

Release of Medical Information

| authorize any health care provider, including but not limited to; surgeon, physician, psychologist, nurse, social worker, or health
care facility to release to Wellmark ail heaith and mental health records, including those records protected by Federal or State
law-relating to AIDS or AIDS related complex, mental health and substance abuse, the past, present, or future treatments or
conditions for myself or for my dependents ¢ligible for health care coverage. | understand that | have the right to revoke this
authorizatioh in writing at any time by delivering such written notification to the requestor. | understand that a revocation is not
effective until received by the requestor. | further understand that any revocation is not effective to the extent that Wellmark or
provider have relied on it in the use or disclosure of protected health information.

This form does not authorize the redisclosure of medical information. Federal and State regulations do not allow further
disclosure of mental health, substance abuse and AIDS/HIV related information. Wellmark maintains the confidentiality of all
information received and it will not be released to any person or facility.

The protected health information described above may be disclosed to and/or received by persons or organizations that are not
health plans, covered health care providers or health care clearinghouses subject to federal health information privacy laws. They
may further disclose the protected health information, and it may no longer be protected by federal health information privacy
laws.

l understand that | have the right to refuse to sign this authorization, but that Wellmark wiil then have the right to condition
eligibility determination and enrollment on the receipt of this signed authorization.

| have read and understand the Important Information Regarding Waiver of Enrollment and Authorization and Certification
language on this application and acknowledge receipt of a fully completed copy of this application.

Emplqyee_ Signature Date / /

M-3528 3/18 -AN-T
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Required Federal Accessibility and
Nondiscrimination Notice

Discrimination is against the law

Wellmark complies with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin,
age, disability or sex. Wellmark does not exclude people or treat
them differently because of their race, color, national origin, age,
disability or sex.

Wellmark provides:

» Free aids and services to people with disabilities so they may
communicate effectively with us, such as:

« Qualified sign language interpreters

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

+ Free language services to people whose primary language is
not English, such as:

+ Qualified interpreters
« Information written in other languages
If you need these services, call 800-524-9242.

Welimark. K1

If you believe that Wellmark has failed to provide these services bfr
discriminated in another way on the basis of race, color, national” .
origin, age, disability or sex, you can file a grievance with: Wellmark
Civil Rights Coordinator, 1331 Grand Avenue, Station 5W189,
Des Moines, |1A 50309-2901, 515-376-4500, TTY 888-781-4262,
Fax 515-376-9073, Email CRC@Wellmark.com. You can file a .-
grievance in person, by mail, fax or email. If you-need help filing
a grievance, the Wellmark Civil Rights Coordinator 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 nghts
electronically through the Office for Civil Rights Complaint Podal
available at https://ocrportal.hhs.gov/ocr/portal/iobby.jsf, or by: mall
phone or fax at: U.S. Department of Health and Human Services,
200 Independence Avenue S.W., Room 509F, HHH Building; )
Washington DC 20201, 800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hitp://www.hhs. ggv/ocr/offlgg/flle
index.html.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o al (TTY: 888-781-4262).

EE: MREHEZER, RNTERRACRMABETDEIMS. HRT
800-524-9242 5 (WrfE%4E: 888-781-4262),

CHU Y: Néu quy vi ndi tiéng Viét, cac dich vy hd trey ngdn ngdr mién phi ¢é
s8n cho quy vi. Xin héy lién hé 800-524-9242 hodc (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe oStecena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose
sprachliche Assistenzdienste zur Verfiigung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).

A8 Ceah Agiaall oy pall Bacnall il o 5503 WA Ty pall Zall) Ciaah a8 1) 1
(888-781-4262 : et i)l 1u22) 4 800-524-9242

ﬂjaouceq%?a WIRIR0 mm‘wno‘l wpnquuuamus]muaaacznemmuﬂm
rmutoed@uae 5 800-524-9242 Sadis. (TTY: 888-781-4262.)

Fo|: B0l B ABStAlE F2, B8 o] X[ MH|AE o|&5td
# Q& LICH 800-524-9242'H = (TTY: 888-781-4262)HO.E ¢4=}5]
*'.*=IA|2

T T ;IO Areht et R 2, A s g s A 9, P
e §1 800-524-9242 TX &k w¢ A7 (TTY: 888-781-4262))

ATTENTION : si vous parlez frangais, des services d'assistance dans votre
langue sont & votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in di :
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (I T Y :
888-781-4262) uff. E

Tlsansu: wanaawn ny ﬁ'\ﬂu%mi*mumaamummmuiuameu'l:uﬂm
arloany fnna 800-524-9242 wia (TTY: 888-781-4262) -

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang glnagami{ mo L
may makukuha kang mga serbisyong tulong sa wika na walang bayad
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781—4262) g

odfgs aoﬁg._ﬂ seimcdimgdadp.offoinionoiéioiniesed, (\)1003;'54\)18:? D, ﬁﬁmwm‘s‘ abm% °i
000-9 5 J5J9o0eN T T Yi000-900-5 8 jJoocrf.

BHUMAHWE! Ecnu Baw pojHOW A3bIK PYCCKWIA, BaM MOTYT 5bITB‘V Ej,- i
npeaocTasneHsl 6ecnnarthble NnepeBoayeckne yenyrn. OBpawaitTecs
800-524-9242 (Tenevaiin: 888-781-4262).

AT AT TS IR A W, T o P T A AR
ATE IUTEH T | B00-524-9242 A1 (TTY: 888-781-4262) 1 am%nﬁg‘rq |

O9ANNS: hOICH 09574 hIFY: Q1 h7H h?s\‘?hv-‘f"i‘ NNES G
$7Fv:: [1 800-524-9242 0@ 4GP (NTTY: 888-781-4262) S.w-(\m- g',;r']m

HEETINA To a wolwa Fulfulde laabi wallinde dow wolde naa e njobdi
ngoodi ngam maada. Hebir 800-524-9242 malla (TI'Y 888-781-426 ;

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajlloonm
gargaarsa afaanii, kaffaltii malee, |sm||f ni jiru. 800 524-9242 yookin ('I'I'Y
888-781-4262) quunnamaa. . ’ .

YBAFA! Akuio By poamoanﬂe're praIHCbKOlO MOBOIO Ann Bac gocwnm
Be3KoLUTORHI NOCNYIV MOBHOT NIATPUMKW. 3aTenedoHyiiTe 3a Homepom
800-524-9242 abo (reneTaiin: 888-781-4262).

Ge’: Diné k'ehji yanitti‘go nikd bizaad bee aka’ adoowoi t ',a ]uk"e,
naholg. Koji' hdlne’ 800-524-9242 doodaii’ (TTY: 888- 781-4262) :

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Pian of lowa, Inc., Wellmark Synergy Health, Inc., Wellmark Value Health Plan, Inc
and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Assoc.ahon
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