GEISINGER HEALTH PLAN
100 North Academy Avenue
Danville, PA 17822

General Administrative Information

Group Number:

10405004
Class / Subgroup:

Group Employee ID#:

This Application is being submitted as a result of:  (Check One)

[] Group Initial Enroliment
] Group Open Enroliment Period

[] Employee New Hire

[J Change due to Qualifying Event (If you checked this
box, please specify type of event)

Specify type of event:

Group Marketplace
Subscriber Application

100 North Academy Avenue
Danville, PA 17822

(for completion by Employer)

Insurance ID Number:

Effective Date of Change: (MM/DD/YYYY)

Annual Salary

PCP Specialist
Copay @ Copay

Marketplace Plan Selection: Deductible
ACA HMO O

ACA QHDHP POS |

All-Access PPO |

All-Access QHDHP PPO [

Is the Subscriber or Subscriber’s eligible Dependent(s) electing | Choices PPO 1
continuation coverage under COBRA and/or Mini-COBRA?
Check one) [ Yes [ No [ Not Applicable
( ) P Extra PPO ™
[ 1 declare that | have coverage under another group health plan or| Premier HMO 1

have other health insurance coverage and, therefore, decline
enrolliment for myself and any family dependents

Applicant (Employee) Information

(Please Print Clearly)

Primary Care Physician (PCP) Name: PCP Location (Town): PCP Number:
Are you an existing patient of selected primary care physician?

O Yes [ No
Legal Name: (Last) First Name: M. Init:  Gender: (M or F)
Home Address: City: State: | Zip Code: County:
Mailing Address: (if different than Home Address) City: State: | Zip Code: County:

Home Phone Number: (###) #HHt-#H

Email Address:

Cell Phone Number: (###) #HHt-#HHt

Work Phone Number: (###) #itt-tHitHt

(The email address you provide on this application helps Geisinger Health Plan and/or Geisinger Quality Options, Inc. (the “Health Plan”) to conduct business and

provide good service. It is used to facilitate activities such as member satisfaction surveys.

Please note that if you provide your e-mail address, it will be stored in

a secure database and will not be sold to any entity outside of the Health Plan. You will be given an opportunity to opt-out of the e-mail communications)

Social Security Number:

Job Description :

Employer Name, City, and Phone Number:

Working Hours: (per week)

M-152-148-F Rev. 1/21

Date of Birth: MM/DD/YYYY

Date of Hire: MM/DD/YYYY

Employment Type: (FT/PT/Other)

Employment Status:
[ Active [] Terminated

Tobacco Use in Past 6 Months*:

[ Yes [ No

Geisinger Medical Record Number: (if any)

GEISINGER QUALITY OPTIONS, INC.



Dependent Information

Legal Name Social Security,  Relationship Date of | Tobacco Use in | Primary Care Physician PCP
(List last name if different than Number Birth Past 6 Months?* (PCP) Name Number
applicant)
First Ml | Last [0 Husband
O Yes [ONo
O wife
[ Domestic
Partner
First Ml | Last O Son
[ Daughter CYes [dNo
[ Other*
First MI | Last [ son
O Daughter OvYes [ONo
[ Other**
First Ml | Last [ Son
[ Daughter O Yes [No
O Other**
First Ml | Last [ Son
[J Daughter O Yes [No
[ Other**

*Tobacco use means use of tobacco on average four or more times per week within no longer than the past 6 months (excludes religious or ceremonial use of
tobacco)

**In the space below, please list any disabled child over the age of 26 and/or describe instances where you selected 'Other' as your dependent relationship.
NOTE: Documentation obligating the applicant or the applicant's spouse, if applicable, to provide health care coverage to Dependent(s) will be required. All
Dependent(s) must meet eligibility criteria.

Dependent(s) Name Gender Disabled Description of Legal Relationship
[ Female [] Male Yes [No
O Female [] Male OdYes [ONo
[ Female [ Male JYes [ONo
O Female [J Male O Yes [No

PLEASE NOTE: If any of your Dependent(s), for which you are applying, do not live at the address listed in the Applicant (Employee) Information section, please indicate
name(s), current address(es) and reason(s) why your Dependent(s) do not live at such address, in the space provided below. If your Dependent(s) live with a custodial parent,
please provide name of custodial parent.

Fraud Statement

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing
any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects such person to criminal and civil penalties.

Declarations

| hereby apply to the Health Plan for the coverage now being offered for myself and the dependent(s), if any, as shown above. | understand that this application
is subject to acceptance by the Health Plan and that if a Subscription Certificate is issued, services will be available subject to the exclusions, limitations and
other conditions of the Subscription Certificate and/or Rider(s), if applicable. In the event it is determined that one (1) or more of my dependent(s) is/are ineligible
for enroliment in the Health Plan pursuant to the Subscription Certificate, | authorize the Health Plan to process this application, omitting the names of such
ineligible dependent(s). | further understand that rates for the Subscription Certificate and/or Rider(s), if applicable, issued to me are subject to change by the
Health Plan, in accordance with terms of the agreement with my employer, and upon thirty (30) days prior notice to my employer acting on my behalf. | authorize
my employer to make periodic deductions from my salary or wages of the amount, if any, | am required to contribute toward the rates for the coverage provided
under my Subscription Certificate and/or Rider(s). The information recorded above is true and correct to the best of my knowledge and belief. | understand that
the misrepresentation of any material fact by me on this application could constitute grounds for the cancellation of any Subscription Certificate and/or Rider(s), if
applicable, issued by the Health Plan in consideration of this application. | have read this document or it has been read to me. | understand that | should retain a
duplicate copy of this application for my own records. A photographic copy of this acknowledgement shall be as valid as the original. | authorize the Health Plan
to electronically transmit the information contained herein. If this application was taken over the phone or on the computer, | acknowledge that I, myself, have not
actually signed this application but instead hereby authorize the Health Plan to print an electronic acknowledgement on the signature line of the application and |
agree that such printing shall be treated as a valid signature for all purposes of this form. | acknowledge that the Health Plan has verified my identity for this
purpose in accordance with any applicable law or regulation.

Signature of Applicant Date Signed Signature of Employer Date Signed

M-152-148-F Rev. 1/21



Discrimination is against the law

Geisinger Health Plan and Geisinger Quality Options, Inc.
(collectively referred to as the “Health Plan”) comply with
applicable federal civil rights laws and do not discriminate on
the basis of race, color, national origin, age, disability, sex,
gender identity, or sexual orientation. The Health Plan does
not exclude people or treat them differently because of race,
color, national origin, age, disability, sex, gender identity, or
sexual orientation.

The Health Plan:

« Provides free aids and services to people with disabilities
to communicate effectively with us, such as:

- Qualified sign language interpreters

«  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:

« Qualified interpreters
« Information written in other languages

If you need these services, call the Health Plan at
800-447-4000 or TTY: 711.

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

Civil Rights Grievance Coordinator

Geisinger Health Plan Appeals Department

100 North Academy Avenue, Danville, PA 17822-3220
Phone: 866-577-7733, TTY: 711

Fax: 570-271-7225
GHPCivilRights@thehealthplan.com

You can file a grievance in person or by mail, fax, or email. If
you need help filing a grievance, the Civil Rights Grievance
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
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, DC 20201

Phone: 800-368-1019, 800-537-7697 (TDD)

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

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to you. Call 800-447-4000 or TTY: 711,

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-447-4000 (TTY: 71).
AR WREENERT BTGB EGES R - $5 % 800-447-4000 (TTY : 71) -
CHU Y: Néu ban néi Tiéng Viét, 6 cac dich vu hé trg ngon ngit mién phi danh cho ban. Goi s6 800-447-4000 (TTY: 71).

BHUMAHWE: Ecnv Bbl roBopHTE Ha PyCcCKOM A3bIKe, TO BaM AOCTYNHbI Gecnnathble yenyrv nepesoaa. 3soxute 800-447-4000 (renetaiin: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 800-447-4000 (TTY: 711).

o =012 MEotAE E2, A0 N2 MHIAE 22 0IEoH4

2 ABLICH 800-447-4000 (TTY: 71) O 2 F3Hoh FHAI L.

ATTENZIONE: In caso la lingua parlata sia litaliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-447-4000 (TTY: 711).

TRy el il 58)) 800-447-4000 8 ¢ Joat Sl 1558 all clsall cilend (fi diall 3 Sn 0613 35 e

ATTENTION : Sivous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-447-4000 (ATS : 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-447-4000 (TTY: 711).

yuall: % N Al olletell &, dl (:g]es el ¥sta Al dIRL 1 Gucodd B, Slal 53 800-447-4000 (TTY: 71).

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-447-4000 (TTY: 711).
ATANSYON: Siw pale Kreyol Ayisyen, gen sevis d pou lang ki disponib gratis pou ou. Rele 800-447-4000 (TTY: 711).
(utie: 10AsmEmSuw Manisr whsSwiRKma EnwESSRWU SMGESINUUTHRY G S166) 800-447-4000 (TTY: 711

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 800-447-4000 (TTY: 71).
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