-’12 New business:
- Fax to 215-238-2508 or 215-238-2507 -
L4 Form must be sent with new business submission and tracking cover sheet.
AmeriHealth et
Retention business:
NEW JERSEY Send to your AmeriHealth New Jersey Account Executive
SEH Group Application
Application for a small group health benefits policy E'el_aseh?”mbm type
olIC umbper:
[ New Policy [ Change in Policy Requested Effective Date:____/ / For AymeriHeaIth New Jersey use only
Note: The Effective Date will be on or after the date AmeriHealth New Jersey AmeriHealth Insurance Company of New Jersey | AmeriHealth HMO, Inc
approves the application. Group Number:

Section |: Policy holder information

1. Policyholder (full legal name of Company)

2. Tax Identification Number
3. Main Address

Street/Apt
Street/Apt City
State Zip Code Phone
Email Address Facsimile
Main Address
Street/Apt
Street/Apt City
State Zip Code Phone
Email Address Facsimile
Contract information should be provided Check one. [ electronically [0 hard copy Correspondent

4. Type of Organization [ Corporation [ Partnership [ Proprietorship [ Other (explain)

5. Nature of business (specify) SIC Code

6. Number of full-time employees in your company.
Please Refer to the New Jersey Small Employer Certification for the definition of a full-time employee.

7. Number of full-time employees to be insured

8.  Class or classes to be excluded

9. Insurance requested for 1 Employees Only [0 Employees and Dependents including Spouse [J Employees and Dependents excluding Spouse
Should the plan provide coverage for domestic partners as permitted by P.L. 2003, c. 246? [ Yes [ No
If yes, should the plan provide coverage for coverage of children of a covered domestic partner? [J Yes [ No

10. Is the employer subject to the requirements of COBRA? [ Yes (1 No

11. Is the employer subject to the requirements of Medicare as Secondary Payor Rules for eligibility due to age? [ Yes [ No
Is the employer subject to the requirements of Medicare as a Secondary Payor Rules for eligibility due to disability? [J Yes [ No

12. Orientation Period [J Yes [ No
13.  Waiting period before employees become insured (may not exceed 90 days):

The [ 1st or [J 15th of the month following the waiting period of:
[0 0 days (030 days [J60 days [ exactly 90 days for:

[J Present Employees [0 New Employees [J Rehired Employees

14. Period for Annual Employee Open Enrollment.

15. What percentage of the total premium will the employer pay?

16. Deposit: $ Premium Paid: [0 Monthly [ Automatic checking withdrawal
Premium will be due as of the effective date. The premium for the first month of coverage must be attached.

17.  Affiliates, subsidiaries or branches (Must be included for purpose of participation)

Legal Name & Location Number of full-time employees in this company | Number of full-time employees in this company
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SEH Group Application

Section II: Specifications for coverage

New business - Please choose from the plan options below.
Retention business - If renewing into new medical benefits, please choose from the plan options below.
[ Please check box if only selecting new dental benefits.

All AmeriHealth New Jersey Small Group plans are offered with a calendar year benefit period. Only certain Small Group plans are offered with a plan year benefit
period. When selecting an AmeriHealth New Jersey Small Group plan, place a check mark next to your plan of choice to indicate the benefit period option of
calendar year or plan year (if applicable).

If additional space is needed, please attach a separate sheet, signed and dated.

Bronze Portfolio

O EPO HSA Local Value $50/$75

EPO HSA Regional Preferred $50/$75

EPO Tier 1 Advantage $50/$75

EPO HSA AmeriHealth Advantage $25/$50

Ooigjg

POS Plus Local Value $50/$75

POS Plus Regional Preferred $50/$75
HMO Local Value $50/$75

HMO Regional Preferred $50/$75

EPO HSA Tier 1 Advantage $50/$75

EPO AmeriHealth Advantage $30/$60
EPO Local Value $30/$60/50% Coins
EPO Regional Preferred $30/$60/50% Coins
EPO HSA Local Value 90%/90%

EPO HSA Regional Preferred 90%/90%
EPO HSA Local Value 100%/100%

EPO HSA Regional Preferred 100%/100%

ojojgojojooooooo|io

EPO Local Value $30/$50/80% Coins

EPO Regional Preferred $30/$50/80% Coins

EPO National Access $30/$50/80% Coins

HMO Regional Preferred $25/$50, Rx 50%/$125 Max
POS Plus Regional Preferred $30/$60

POS Plus National Access $30/$60

EPO HSA Local Value 100%/100%

EPO HSA Regional Preferred 100%/100%

EPO Tier 1 Advantage $30/$50

EPO AmeriHealth Advantage $10/$20

Platinum Portfolio

O HMO Regional Preferred $15/$30
] POS Plus Regional Preferred $15/$30
d POS Plus National Access $15/$30

Oooooooooog
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SEH Group Application

AmeriHealth New Jersey SEH Ancillary Plans

Adult Vision Options

[ $100 allowance [ $150 allowance [J $180 allowance

Pediatric Dental Options — Required

[ SEH Pediatric Dental [ SEH Pediatric Dental with Adult Preventive [ SEH Family Dental

The Patient Protection and Affordable Care Act (PPACA) allows for plans outside of the Small Business Health Options Program (SHOP) to issue coverage without pediatric
dental benefits as long as the applicant provides reasonable assurance that an exchange-certified Stand-Alone Dental Plan (SADP) covering the pediatric dental benefits
has been purchased elsewhere. To help you meet this requirement, AmeriHealth New Jersey is offering pediatric dental

coverage through our SEH Pediatric Dental, SEH Pediatric Dental with Adult Preventive, and SEH Family Dental plans.

[ Attest to having pediatric dental coverage elsewhere
If you did not select one of the stand-alone pediatric dental plans listed above, we require one of the following options as proof of coverage in order to receive reasonable
assurance from you.
[J Option 1 — Please provide supporting documentation such as:
e Copy of dental policy document, which includes specific reference to coverage of pediatric dental benefit; OR
o Welcome letter from dental carrier, which includes specific reference to coverage of pediatric dental benefit; OR
e Current invoice from dental carrier, which includes specific reference to coverage of pediatric dental benefit;
For new and retention business, please submit supporting documentation to: AHNJdentalattestation@amerihealth.com or fax to 609-662-2630.
[0 Option 2 — Please provide the contact information of your pediatric dental carrier for proof of coverage by completing the section below.

Dental Carrier Name Dental Product Name

Effective date for current Pediatric Dental coverage Group Dental Policy Number

Section IlI: All questions must be answered

1. Is there any Group Health Plan
e now in force and to be continued? [ Yes OO No
o currently being applied for? [ Yes OO No
If “Yes" identify the name of the Group Health Plan, give a description of the plan(s) and name of insurance carrier(s)

2. Name of present or prior group carrier
a. Effective date of prior coverage / /
b. Cancellation/Termination date / /
¢. Is the coverage applied for in this application replacing other group insurance? [ Yes ONo
d. If yes, give reason
e. Plan being replaced

3. Are extended benefits provided in case of termination of health benefits? (1 Yes [J No

4. To the best of your knowledge, are there any current or former employees or their eligible dependents whose health insurance is being continued? (1 Yes [ No
If yes, please provide the following information for each current/former employee or dependent on health continuations.

Type of Continuation State/ Reason for Termination

NamelafiEmployessiDepandant it 6 L Federal/Extended Benefits Disability/Other

Continuation Dates

If additional space is needed, attach a separate sheet, signed and dated.

5. To the best of your knowledge are any employees or dependents presently incapacitated? (1 Yes [J No
To the best of your knowledge are any dependent children incapable of self-support due to a physical or mental disability? (1 Yes [ No
Additional space to explain if Items 1, 2 or 3 were answered "Yes". Refer to the question number, and give details including names, where appropriate.

6. Does the employer participate in an arrangement with a Professional Employer Organization (PEO)? (1 Yes [J No
Refer to Advisory Bulletin 00-SEH-02 if you need information concerning what constitutes a Professional Employer Organization.




SEH Group Application

Section IV: Agent / Producer Information

Agent/Broker Name

Section V: Signature

It is understood that, except as provided under applicable regulations, no individual shall become insured while not actively at work on a full-time basis, and only full-time
employees are eligible (Refer to the definition on the New Jersey Employer Certification). It is further understood that no agent has power on behalf of AmeriHealth HMO, Inc.
and AmeriHealth Insurance Company of New Jersey to make or modify any request or application for insurance or to bind AmeriHealth HMO, Inc. and AmeriHealth Insurance
Company of New Jersey by making any promise or representation or by giving or receiving any information.

It is further understood that no insurance will be effective unless and until the application is accepted in writing by AmeriHealth HMO, Inc. and/or AmeriHealth Insurance
Company of New Jersey. Final rates will be based on enrollment data as of the policy effective date. No contract of insurance is to be implied in any way on the basis of the
completion and/or submission of this application.

It is understood that | am responsible to provide AmeriHealth HMO, Inc. and AmeriHealth Insurance Company of New Jersey with timely and accurate information regarding the
date of hire for new employees and that the requested effective date of coverage will properly apply any orientation period and waiting period requirements applicable to my
plan. It is further understood that any retroactive termination requests must be limited to those for which no premium or contribution has been paid for the termination period
by the employee or dependent whose coverage is to be retroactively terminated.

[ Please read this statement and check to confirm. | confirm that | have received the Summary of Benefits and Coverage (SBC) documents associated with the plan or plans |
selected on this application. | confirm | will provide SBCs to plan participants and beneficiaries as required by federal regulations and guidance related to the distribution of the
SBC, including the requiring for timing and delivery.

Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties.
Dated at Dated on

Print name of Officer, Partner, or Proprietor Signature of Officer, Partner, or Proprietor

Witness to Signature

Note: If there are any modifications to the statements and answers given in this application (i.e. crossed out, whited-out, erased, information),
the applicant must attest to the modifications by giving a complete signature in the margin near the modification.

L ———
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Language Taglines and Nondiscrimination Notice

Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: yE&: R EYF L, KA LSRG RIIES
HBIRS: . Bd 1-800-275-2583.

Korean: StLIALEH: St=01E AFE0HAIE 22, A0
X& MEIAE —C.'—EEO ?l
1-800-275-2583 H1 O 2 F5}51AAI 2.

Portuguese: ATENCAO: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: YUsil: % dR YAl dlecl &, A [(:yes
QU™ Uslal ARl dHIRL M2 Gucelod B,
1-800-275-2583 Sl $3\.

Vietnamese: LUU Y: Néu ban noi tiéng Viét, chung toi
sé cung cap dich vu ho6 trgg ngén nglr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHVIMAHWE: Ecnu Bbl roBopuTe No-pyccku,
TO MOXeTe GecnnaTHoO BOCMONb30BaTbCA yCyramu
nepesoga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzystaé z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

A sall) 3aclisal) chladd (8 Ay jel) dadl) Ehaati i€ 1) 14ds gala
.1-800-275-2583 ad_p Juail , laally cll Aalia

French Creole: ATANSYON: Si w pale Kreyodl

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez frangais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: &a1e1 & afe 39 Bl dera & ar 3maes fow
HEA # AN FETIAT JaTT 3Uelst &1 Hiol Y
1-800-275-2583|

German: ACHTUNG: Wenn Sie Deutsch sprechen,
konnen Sie kostenlos sprachliche Unterstiitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: fii5 : REFENS HAGEDO X, SiE7 A
B AP —E R (MR & IRHWZET ET,
1-800-275-2583 ~BHEiE< 72X\,

Persian (Farsi):

o pam 4y e ledd S e Cumaa o 8 Rl da
1-800-275-2583 o_lat L .28l o aalj Lad (51 o501
2K ol

Navajo: Dii baa ako ninizin: Dii saad bee yanitti’go
Diné Bizaad, saad bee aka’anida’awo’d¢¢’, t’aa jiik’eh.
Hodiilnih koji” 1-800-275-2583.

Urdu:
O N I T PG TS I R B R (RPN
S JS L0 iy Alaad (lae () e i
1-800-275-2583

Mon-Khmer, Cambodian: iy&I5m mﬁmsgnﬁn%
waisiiynfunwmenys-igi umeanigi 1
ﬁ@ﬁjlﬁnﬁMSﬁH‘lSﬁmﬁSum[mni—in[Lﬂfﬁﬁn

I

ot 13'1 ¢IRURIFTINIS 1-800-275-2583"1
(OVER)



Language Taglines and Nondiscrimination Notice

Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
Or Sex.

This Plan provides:

e Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and written
information in other formats (large print, audio,
accessible electronic formats, other formats).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.

© 2018 AmeriHealth | 2017 October
AmeriHealth Insurance Company of New Jersey | AmeriHealth HMO, Inc.

If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan 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 our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. If you need
help filing a grievance, our 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 Rights electronically through the Office for Civil
Rights Complaint Portal, available at
https.//ocrportal.hhs.qov/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, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at
http://www.hhs.gov/ocr/office/file/index.html.

L ——
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