STATE OF TENNESSEE GROUP INSURANCE PROGRAM PARTNERS

ENROLLMENT CHANGE APPLICATION
State of Tennessee « Department of Finance and Administration « Benefits Administration FOR HEALTH
312 Rosa L. Parks Avenue, 19th Floor « Nashville, TN 37243 « 800.253.9981 « fax 615.741.8196

PART 1: ACTION REQUESTED — PLEASE SEE PAGE 3 FOR INSTRUCTIONS

TYPE OF ACTION COVERAGE PARTICIPANTS AFFECTED | REASON FORTHIS ACTION QUALIFYING EVENT -
review page 2, complete page 3 for medical/dental/vision
U Add coverage U Health | 1 Employee U New Hire/Newly Eligible U Marriage U Death
U Change coverage U Dental O spouse U Court Order U Newborn U Divorce
Form not for cancellation | (1 Vision U child(ren) U Annual Enroliment Revision | U Legal Guardianship U Loss of Eligibility
U Disability U Other U Adoption
PART 2: EMPLOYEE INFORMATION
FIRST NAME MI LAST NAME DATE OF BIRTH GENDER MARITAL STATUS
UmQAF Usdm Qo QAw
SOCIAL SECURITY NUMBER | EMPLOYING AGENCY EMPLOYERGROUP: QHED L State | YOUR CURRENT STATUS
U Local Ed U Local Gov U Active L1 COBRA
HOME ADDRESS (L) UPDATE MY ADDRESS | CITY ST ZIP CODE COUNTY

PART 3: HEALTH COVERAGE SELECTION — CHOOSE CAREFULLY. EXCEPT FOR QUALIFYING EVENTS, CHANGES ARE NOT ALLOWED OUTSIDE THIS PLAN'S ANNUAL ENROLLMENT.

SELECT AN OPTION :LOCAL ED & GOV ONLY MAY ALSO CHOOSE | EMPLOYEE HSA SELECT A CARRIER & NETWORK |SELECT A HEALTH PREMIUM LEVEL
: CONTRIBUTION 3 employee only
U Premier PPO :Q Limited PPO (STATE ONLY) {1 BCBS Network S D employee + child(ren)

[d BCBS Network P*

[ Cigna LocalPlus

[d Cigna Open Access*
*higher premium applies

U CDHP/HSA (state or HED) : ] Local CDHP/HSA
U Standard PPO :

Annual contribution U employee + spouse

U employee + spouse + child(ren)

RAGE SELECTION -~~~

PART4:DENTAL-€OV 1‘PAR‘T‘S:WSWN{ OVERAGE SELECTION -—------------——---TPART 6: DISABILITY SELECTIONASTAIT/ABR) -
SELECT APLAN SELECT A DENTAL PREMIUMLEVEL T SELECT A PLAN SELECT A VISION PREMIUM LEVEL | SHORT TERM DISABILITY ~|- tONG TERM DISABILITY
Q—Del.ta-De_rﬂ-:I ’—| nmp|nynn nnly D BCID; PICIII QCIIIPIU)’CC \lllly D 6000/14 dqy D EIII’J:UyCI Ndy) ’JICIII
DBPPO- Bemployee-+chitdiren) Q-Expanded-Plan-+-Qemployee-+child(ren}- Etimination-Period-—163%/90-cay Eim-Period-
&-Cigna-bHVIO- Demployee-+spouse..- Dempk . £-60%/30 day--------- ---Employee pay------
(Prepaid Provider) ployee:+p . employserspouse Efmination Period- | 60%6196-day Etim Period-
Qempleyee+spouse-+childfren) Qemptoyee-+spouse-+chitdfren)
HEmployeepay--------
609/180 day Elim Period
***OAK RIDGE SICHOOLS DOES NOT PARTICIPATE IN THE STATE OF TENNESSEE DENTAL, VISION OR DISABILITY G-Employee pay -
PLANS.*** 6397180 day Elim Period
PART 7: DEPENDENT INFORMATION — ATTACH A SEPARATE SHEET IF NECESSARY
NAME (FIRST, M, LAST) DATE OF BIRTH | RELATIONSHIP GENDER | ACQUIRE DATE *| SOCIAL SECURITY NUMBER | HEALTH | DENTAL | VISION
OwmQr d d a
OmQar d a u
Om Qr d d u

*The acquire date is the date of marriage, birth, adoption or guardianship. 0 . .
Proof of a dependent’s eligibility must be submitted with this application for all new dependents (see page 2). A separate sheet with more dependents is attached

PART 8: EMPLOYEE AUTHORIZATION

0 Accept | confirm that the information above is true. | understand my health, dental and vision selections are effective until the end of the plan year (December 31)
subject to plan eligibility criteria, and that | cannot change insurance plans or carriers during the plan year. If | experience a qualifying event, | may be eligible
for changes in enrollment of plan members and dependents (see pg 3). | understand that submission of fraudulent information may lead to consequences
including cancellation of insurance, disciplinary action from my employer, or possible criminal penalties. | understand that if my dependent loses eligibility, it is
my responsibility to notify my benefits coordinator, and coverage will terminate at the end of the month in which the loss of eligibility occurs. | understand that |
will be held responsible for any claims paid in error if | fail to notify.

O Refuse | have been given the opportunity by my employer to apply for the group insurance program and have decided not to take advantage of this offer.
| understand that if | later wish to apply, | or my dependents will have to provide proof of a qualifying event or wait until annual enrollment.
EMPLOYEE SIGNATURE DATE HOME PHONE (REQUIRED) EMAIL ADDRESS (REQUIRED)
AGENCY SECTION — RETURN THIS FORM TO YOUR AGENCY BENEFITS
ORIGINAL HIRE DATE COVERAGE BEGIN DATE POSITION NUMBER EDISON ID NOTES TO BENEFITS ADMINISTRATION
AGENCY BENEFITS COORDINATOR SIGNATURE DATE
U PPACA Eligible 1450 Eligible

Active employees should return this completed form to your agency benefits coordinator. COBRA participants should send to Benefits Administration.
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DEPENDENT ELIGIBILITY

Definitions and Required Documents

PARTNERS
FOR HEALTH

TYPE OF DEPENDENT

Spouse

| DEFINITION

A person to whom the participant is legally
married

| REQUIRED DOCUMENT(S) FOR VERIFICATION

You will need to provide a document proving marital relationship AND one document from
the additional documents list below:

Proof of Marital Relationship
- Government-issued marriage certificate or license
- Naturalization papers indicating marital status

Additional Documents

- Bank Statement issued within the last six months with both names; or

« Mortgage Statement issued within the last six months with both names; or

« Residential Lease Agreement within the current terms with both names; or

- Credit Card Statement issued within the last six months with both names; or

- Property Tax Statement issued within the last 12 months with both names; or

« The first page of most recent Federal Tax Return filed showing “married filing jointly” or
“married filing separately” with the name of the spouse provided thereon; submit page 1 of
the return with the income figures blacked out

If just married in the previous 12 months, only a marriage certificate is needed for
proof of eligibility

Natural (biological) child
under age 26

A natural (biological) child

The child’s birth certificate (will accept mother’s copy for newborn); or

Certificate of Report of Birth (DS-1350); or

Consular Report of Birth Abroad of a Citizen of the United States of America (FS-240); or

Certification of Birth Abroad (FS-545)

Adopted child under age 26

A child the participant has adopted or is in
the process of legally adopting

Final court order granting adoption; or

International adoption papers from country of adoption; or

Court order placing child in custody of member for purpose of adoption

one of the child categories previously listed
and due to a mental or physical disability,

is unable to earn a living. The dependent’s
disability must have begun before age 26 and
while covered under a state-sponsored plan.

Stepchild under age 26 A stepchild Verification of marriage between employee and spouse (as outlined above) and birth
certificate of the child showing the relationship to the spouse, or documents determined by
BA to be the legal equivalent

Disabled dependent A dependent of any age who falls under Certificate of Incapacitation for Dependent Child form must be submitted prior to the

dependent’s 26th birthday. Additional documentation will be required to comply with any
future review.

The insurance carrier will review the form, make a determination and provide BA with
documentation once a determination has been made. If approved for incapacity, the child
will continue the same coverage.

Child under age 26 placed
for guardianship, custody
or conservatorship with the
head of contract*
(placement order active or
expired due to age of
majority)

A child under age 26 for whom the head of
contract is or has been the legal guardian,
custodian or conservator

Valid order by a court of competent jurisdiction (placement order) establishing guardianship,
custody or conservatorship arrangement between child and head of contract; and an
attestation signed by the head of contract upon initial enrollment and upon request

*Head of contract is the person who elects coverage and has authority to change coverage elections.

Never send original documents. Please mark out or black out any Social Security numbers and any personal financial
information on the copies of your documents BEFORE you return them.
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Qualifying Events

If you or a dependent lose coverage under any other group insurance plan, or if you acquire a new dependent during the plan year, the federal Health Insurance
Portability and Accountability Act (HIPAA) may provide additional opportunities for you and eligible dependents to enroll in health coverage. If you are adding
dependents to your existing coverage, you and eligible dependents may transfer to a different carrier or healthcare option, if eligible. You or eligible dependents may
also be eligible to enroll in dental and vision coverage if you meet the requirements stated in the dental or vision certificates of coverage. Premiums are not prorated. If
approved, you must pay the required premium for the entire month in which the effective date occurs.

INSTRUCTIONS: Identify the qualifying event(s) which applies to you or your eligible dependent(s). You must submit this page with the appropriate required
documentation, proof of prior coverage and a completed enrollment application.
NOTE: Application for enroliment must be made within 60 days of the loss of eligibility for other health insurance coverage or within 30 days of a new

dependent’s acquire date. Voluntary actions resulting in loss of coverage (such as voluntary cancellation of coverage and cancellation for not paying premiums)
ARE NOT qualifying events. Electing to cancel, waive or decline coverage during another plan’s enroliment period IS NOT a qualifying event.

Retroactive coverage (a coverage effective date that begins before an enrollment is completed and submitted to BA) is not allowed except for
birth, adoption and placement for adoption. For all other events, the earliest effective date allowed for coverage under this plan is the first day

of the month following the date that your enrollment request, including all required documentation, is completed and submitted to BA. Enroliment
should be completed and submitted to BA as soon as possible to ensure the earliest possible effective date. The examples provided below assume all
eligibility requirements are satisfied and that required documentation is submitted with enrollment.

EXAMPLE 1 EXAMPLE 2
Marriage date is June 15 (30- day enrollment period applies): Loss of other coverage date is June 30 (60-day enroliment period
. enrollment submitted to BA on June 25 = 7/1 effective date applies):
+  enrollment submitted to BA on July 10 = 8/1 effective date +  enrollment submitted to BA on June 30 = 7/1 effective date
*  enrollment submitted on or after July 16 will exceed the 30-day *  enrollment submitted to BA on July 10 = 8/1 effective date
enrollment period, and your request will be denied . enrollment submitted to BA on August 5 = 9/1 effective date

*  enrollment submitted on or after August 30 will exceed the 60-day
enrollment period, and your request will be denied

QUALIFYING EVENT | EFFECTIVE DATE | DOCUMENTATION REQUIRED
[ Anevent causing the loss of eligibility The effective date is the first day of Written documentation from an employer, former employer, insurance
for coverage from another group health the first calendar month after the date | company, or former insurance company on company letterhead that
insurance plan* BA receives the request for special lists (1) names of covered participants; (2) dates of coverage including
enrollment your coverage at the time coverage in this plan was declined; (3) types of

coverage (medical, dental, vision); (4) each participant that lost eligibility for
coverage; (5) the date of loss of eligibility to continue coverage, and (6) the
reason why eligibility for coverage was lost

[ Anevent that results in acquisition of The effective date is the first day of 1. Marriage Certificate
a new dependent spouse or stepchild the first calendar month after the date | 5 Birth Certificate (will accept mother’s copy for newborn)
acquired by marriage, or a child acquired | BA receives the request for special Order of Guardianshi iring f il g ision of
pursuant to an order of guardianship** enroliment 3 rder of Guardianship requiring financial support and provision o

insurance coverage, which sets out the date of the guardianship period

[ Anevent that results in acquisition of The effective date is the date of birth, 1. Birth Certificate (will accept mother’s copy for newborn)
anew dependent acquired by birth, adoption, or placement foradoption | 5 Final Order of Adoption or Order of Custody in anticipation of adoption
adoption, or placement in legal custody for
adoption**

*When eligibility for coverage under other insurance is lost, only the Employee and any dependents who lose the other coverage may enroll.

**\When a new dependent is acquired, an Employee may enroll in employee only or family coverage and may add the new dependent and previously eligible
dependents (those who were not enrolled when initially eligible and are otherwise still eligible).

The employee and dependents may only enroll in the types of coverage lost (medical/medical; dentattdentatl: vistontvision).

INSTRUCTIONS
Please complete the entire form and do not leave anything blank. Leaving a section blank can cause a delay in processing your request.

To add or change health, dental or vision coverage during the annual enrollment period, follow these instructions for each section in Part 1:
TYPE OF ACTION — mark the box indicating that you want to add or change coverage

COVERAGE AFFECTED — mark all that apply

PARTICIPANTS AFFECTED — mark all that apply

REASON FOR THIS ACTION — indicate reason for action - if making changes during annual enrollment period mark “Other” and write in AEP

Please make sure the rest of the form is filled out completely and be sure to sign and date the form. If you are an active employee, return your completed form to
your agency benefits coordinator.
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As required by law, a Summary of Benefits and Coverage is available which describes your 2024 health coverage options. The SBC may be found

at www.tn.gov/ ParTNersForHealth/summary-of-benefits-and-coverage no later than Sept. 1. The digital newsletter contains much of the same
information. To get a SBC paper copy, free of charge, call 855.809.0071. Please include your name, complete mailing address and name of the SBCs you
want: State and Higher Education Plan; Local Education Plan; or Local Government Plan.

The Plans are required by law to maintain the privacy of protected health information and to provide you with notice of our legal duties and privacy
practices with respect to PHI. Find Notice of Privacy Practice and other important Legal Notices including Prescription Drug Coverage and Medicare and
more at https://www.tn.gov/content/dam/tn/finance/fa-benefits/documents/legal_notices.pdf

Find the Notice Regarding Wellness Program at tn.gov/ParTNersForHealth under Wellness, or email benefits.info@tn.gov to request a mailed copy of the
Wellness Program Notice.

Benefits Administration does not support any practice that excludes participation in programs or denies the benefits of such programs on the basis of race,
color, national origin, sex, age or disability in its health programs and activities. If you have a complaint regarding discrimination, contact the Finance and Ad-
ministration Civil Rights Coordinator at FA.CivilRights@tn.gov or 615-532-9617.

Have you been denied services or treated differently for the above stated reasons? Find the Department of Finance and Administration’s Nondiscrimina-
tion Policy and Complaint Procedures and Form under F&A Department Policies at https://www.tn.gov/finance/looking-for/policies.html (Policy 36); contact
the F&A Civil Rights Coordinator; or mail a complaint to F&A Civil Rights Coordinator/Office of General Counsel, 20th Floor, 312 Rosa L. Parks Avenue, William R.
Snodgrass Tennessee Tower, Nashville, TN 37243.

Need free language help? Have a disability and need free help or an auxiliary aid or service such as braille or large print? If you speak a language other than
English, help in your language is available for free. Contact the F&A Civil Rights Coordinator at 615-532-9617.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Llame al 1-866-576-0029 (TTY: 1-800-848-0298).
866 (L3¢ -576-0029- pJzsbs: 13 doo copas 13dd, 1JJE 8 Glo Faple Iposlp a8 1Udg 558 ooshd, Jd Cldezlo. looad wuGe 1.(800-848-0298- aled 1oap sldoda: 1
AR MRMERZERDY - BoRBESESENRG - 52E 1-866-576-0029 (TTY:1-800-848-0298) -

CHU Y: N&u ban ndi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh choban. Goi s6 1-866-576-0029 (TTY:1-800-848-0298).

Fo|: oh=01 5 AL8StAlE 8%, 210 X[ MH|AE RRZ 0|83t & ASLILE 1-866-576-0029 (TTY: 1-800-848-0298) Ho = Tt
A'I'I'E;\ITION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-866-576-0029 (ATS : 1-800-848-
0298).

Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan ahpw wasa me ntingie [Lokaiahn Pohnpei] komw
kalan- gan oh ntingidieng ni lokaiahn Pohnpei. Call 1-866-576-0029 (TTY: 1-800-848- 0298).

@A FOA; P TI4F 2T ATCE P PECHIR ACRF SCEFTE 118 A LIHPF +HIE+PA: ML MN+ADEML LLM 1-866-576-0029 (APNTYT A+AGFa-: 1-800-848-
0298).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-866-576-0029 (TTY:
1-800- 848-0298).

YUsil: %) dR Y2Ucll odleldl &), dl wl(:R1es Nl USI AdA) dHIRLHI Guand B, §lel 520 1-866-576-0029 (TTY:1-800-848-0298)

ARSI BABEFINSGE. BROSEXBECHAVIIZTE  866-576-0029 ( TTY:1-800-848-0298 ) # T. HE/FEIC T IEL
<

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-866-576-
0029 (TTY: 1-800-848-0298).

I & e 3T g Sierd & it S1TaGh Al Yt H AT T YA IUerd g | 1-866-576-0029 (TTY: 1-800-848-0298) W wiet a¢ IBHUMAHME: ECnm Bbl FOBOpUTE Ha PYCCKOM
A3blKe, TO BaM AOCTYMHbI 6ecriaTHble YCIyri nepeBoda. 38oHuTe 1-866-576-0029 (Tenetakn: 1-800-848- 0298).

@701 18, wo 50l Slous SBa&y aeSss cumssds 30106 cuas leSly wols tial Sl asolibs, Ol s Bialie Spalos w86 866-576-0029 (TTY:

1-800-848-0298)
If you have questions about civil rights compliance or concerns, you may also contact:

+ US. Department of Health & Human Services — Region IV Office for Civil Rights, Sam Nunn Atlanta Federal Center, Suite 16770, 61 Forsyth Street, SW, Atlanta,
GA 30303-8909 or 1-800-368-1019 or TTY/TDD at 1-800-537-7697.

«US. Office for Civil Rights, Office of Justice Programs, U.S. Department of Justice, 810 7th Street, NW, Washington, DC 20531.

« Tennessee Human Rights Commission, 312 Rosa Parks Avenue, 23rd Floor, William R. Snodgrass Tennessee Tower, Nashville, TN 37243,
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