Group Enrollment/Change/Cancellation Form @ Medica

Minnesota, North Dakota, Wisconsin

IMPORTANT — PLEASE READ BEFORE COMPLETING

Please read and complete your enrollment/change/cancellation form thoroughly to ensure accurate processing.

¢ If waiving Medical coverage, complete Sections A and D.

¢ For new enrollees, please submit this completed enrollment/change/cancellation form to your employer.

¢ If you are currently enrolled and are only adding a dependent to your existing contract, please include your name in
Section A and your dependent’s information in all other sections.

Employers should send all completed forms to: Medica, PO Box 211041, Eagan, MN 55121 or fax to: 844-280-3838

Your Special Enrollment Rights Under HIPAA

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group
health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility
for that other coverage (or if the employer stops contributing towards your or your dependents’ other coverage). However, you must
request enrollment within 30 days after your or your dependents’ other coverage ends (or after the employer stops contributing
toward the other coverage).

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 enrollment within 30 days after the marriage, adoption, or placement for
adoption. You may have additional enrollment rights under applicable state law. For example, in Minnesota the notification period for
dependent children is not limited to 30 days for newborns or children newly adopted or newly placed for adoption; however, Medica
encourages you to request enrollment within 30 days.

If you or your dependents have lost coverage under Medicaid or a State Children’s Health Insurance Plan (SCHIP), you may be able
to enroll yourself and/or your dependents in this plan. However, you must request enrollment within 60 days after your or your
dependents’ other coverage ends.

In addition, if you or your dependents become eligible for group health plan premium assistance provided by the Medicaid or SCHIP
program, you may be able to enroll yourself and/or your dependents in this plan. You must request enrollment within 60 days after

the date you or your dependents are determined to be eligible for premium assistance.

To obtain more information or request special enrollment, contact Medica Customer Service at (952) 945-8000 or
1 (800) 952-3455 (TTY: 711).

Visit us at Medica.com.
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Group Enrollment/Change/Cancellation Form

Please type or print clearly.

Group Number:

EMPLOYEE INFORMATION

& If changing name or address, please enter new information

Have you been a Medica member before?
OYes ONo

First Name (Legal Name)* M.1.4 Last Name?* Social Security Number? Marital Status
O Single
O Married
Update Address (Must be a physical address, no P.O. Boxes) °
O Enroll Street
O Cancel
O Change | City State ZIP Code County

Contact Information ©

Primary phone

Email (required)

Gender
O Male
O Female

Birth date (mm/dd/yy)

Do you or any of your dependents speak a language other than
English as your primary language? O Yes O No
If “Yes” please list name & language:

Primary Care Clinic (Required for Medica Elect®)

NA

NA

Primary Care Clinic Identification (PCC ID) Number

DEPENDENT INFORMATION

& List all members to be covered. Write name as it is stated on their Social Security card.

Check First name* M.L.*4 Last name*
appropriate ) Birth Date Full-time Required for
box Dependent’s SSN* Gender | (mm/dd/yy) | Relationship? | student?* Medica Elect
OEnroll PCC name:
nro OM O Yes
1 | OcCancel
O Change | S# O F O No | pccip:
PCC name:
OEnroll oM O Yes
2 | O Cancel
O Change | S5% OF O No | pccip:
O Enroll PCC name:
nro OM O Yes
3 | O Cancel
O Change SS# O F O No |pccip:
OEnroll PCC name:
nro OM O Yes
4 | O Cancel
O Change SS# O F O No | pccip:
Important

1. Your Social Security number (SSN) is requested to report your coverage status to the federal government. The IRS requires Medica to report this
information. If you choose not to provide your SSN, you may be contacted by the IRS and/or Medica asking you to verify your SSN if needed for
1094/1095 tax form purposes.

oV e wN

For court-ordered or adopted dependent(s), legal documentation must be attached.
Medica does not administer student status verification; however, your employer may request this information for their records.
Please provide each applicant’s name as stated on their Social Security card, if they have a Social Security card.
Please ensure your full address is filled out, so you can receive important mailings, including your Medica ID card and welcome Kkit.
Phone numbers are important for outreach for a variety of programs that help support our members.
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C | PRODUCT SELECTION
O Medical Plan: If your employer offers you a choice of Medical plans, please write your Medical plan selection here:
D | WAIVER OF MEDICAL COVERAGE
& This entire section must be completed if you or your dependents DO NOT want coverage.
1. l understand that | am eligible for coverage through my employer. | DO NOT want coverage for:
O Me and my dependents O My spouse O My dependents only
2. The reason | am declining coverage at this time is because | or my dependents have coverage provided through:
O Spouse’s group plan O Individual Policy O CHAND (dates of coverage):
O Medicare O Group Coverage Continuation (COBRA) O Other:
O MinnesotaCare O Medical Assistance
Employee Signature: X Date Signed:
Only sign if you are waiving coverage
‘ E | COORDINATION OF BENEFITS
& Failure to complete this section may result in a delay in the processing of your claims.
While you are covered under this policy, will you or any family members covered under this plan have other health
insurance or Medical coverage? O Yes O No
If “Yes,” you must fully complete the following section. Starting with the employee, list each family member applying for
coverage and include information for all previous coverage in effect. If your coverage is still in effect, please write “current” or
“present” in the end date field.
I\:E;‘:ae:)::aayar;:ggir:c(:‘;::j)d Name of Insurance Company Insurance Company Address
1
2
3
4
5
City State Zip Code
1
2
3
4
5
Policyholder name Policyholder DOB Policy ID Date of Coverage
Start End
1
2
3
4
5
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MEDICARE INFORMATION

Are you, your spouse, or any of your dependents covered by Medicare? O Yes O No

If “yes” please complete the following:

Employee Medicare Information Spouse/Dependent Medicare Information
Name: Name:
Part A: O Enrolled (Effective Date: / / ) | PartA: O Enrolled (Effective Date: / / )
Part B: O Enrolled (Effective Date: / / ) | PartB: O Enrolled (Effective Date: / / )
Part D: O Enrolled (Effective Date: / / )| PartD: O Enrolled (Effective Date: / / )
Reason for Medicare eligibility: Reason for Medicare eligibility:
OOverage 65 OKidney disease O Disabled OOverage 65 O Kidney disease O Disabled
O Disabled but actively at work O Disabled but actively at work

EMPLOYEE AUTHORIZATION & REPRESENTATION

Read this section, date and sign the form.

On behalf of myself and anyone enrolled on or added to this form (“Us”), | authorize any hospital, clinic, institution, physician, insurance
company, employer or other person to give Medica or any of its designees any and all records or information pertaining to medical history
or services rendered to Us. | understand that this information will be used for underwriting, risk rating, enroliment or eligibility for benefits.
| understand that in certain circumstances Medica may disclose the information collected to third parties without authorization and that
the individuals enrolled on or added to this form have the right to see and correct their personal information in accordance with applicable
law. | understand that | have the right to review Medica’s Privacy Notice before signing this form and to request a copy at any time. |
authorize on behalf of Us the use of a Social Security Number for the purpose of identification. The information provided on this form is
accurate and complete, to the best of my knowledge and/or belief. | understand and agree that any act, practice or omission performed by
Us that constitutes fraud may result in the denial of claims or cancellation or retroactive termination of my or my dependents’ coverage.

| understand that | may revoke this authorization by notifying Medica in writing. If | revoke the authorization, it will not affect any actions
already taken by Medica prior to Medica’s receipt of the revocation. If | refuse to sign this authorization, it will affect my dependents’ and
my eligibility and enrollment for benefits. | understand that | may request a copy of this completed authorization form. Information used or
disclosed pursuant to this authorization will remain subject to Medica’s privacy standards.

For North Dakota residents: For purposes of facilitating enrollment, unless revoked, this authorization permits Medica to obtain information
about Us for 24 months from the date of signature.

For Minnesota residents: For purposes of facilitating enrollment, unless revoked, this authorization permits Medica to obtain information
about Us from the date of signature until termination of our coverage.

This authorization does not extend to a release concerning the performance of, or results of, a test to determine the presence of the HIV
antibody or other bloodborne pathogen performed on (1) a criminal offender or crime victim as a result of a crime that was reported to
the police; (2) a patient who received the services of emergency medical services personnel at a hospital or medical care facility; or (3)
emergency medical services personnel who were tested as a result of performing emergency medical services.

For Wisconsin residents: For purposes of facilitating enrollment, unless revoked, this authorization permits Medica to obtain information
about Us for 30 months from the date of signature.

I understand that this plan does not include coverage for the pediatric dental essential health benefit and coverage for these services
can be purchased as a standalone plan through the insurance market.

| understand that an intentional misrepresentation or omission of material fact in this form may result in the denial of claims or
cancellation or retroactive termination of coverage.

Employee Signature: X Date Signed:
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TO BE COMPLETED BY EMPLOYER

Employer should send all completed forms to: Medica, PO Box 211041, Eagan, MN 55121 or fax to 844-280-3838

ATTENTION EMPLOYER REPRESENTATIVE:
To ensure accurate processing of application, please
1. Review all sections and confirm employee completed the appropriate information.
2. Complete Section 1 and Section 2 a, b, c or d based on type of transaction.
3. Provide approval and signature in Section 3.

1: Group Information

Employer Name

Condor Corporation

Group Number

Department Number

@ Active O COBRA O Retired Date: /
2: Enrollment Action Requested
a. New Enrollment/Additions b. Changes

Date of Hire (required):

/ / 4 1 ,26

Requested Effective Date:

Date of Hire (required): Requested Effective Date:

/ / / /

Check One: Check One:
O New Group O Name Change
O New Hire O Return from leave/layoff
@ Open Enrollment O Status change (PT/FT) / /
O Special Enroliment O Plan Change

O Marriage / / O Address Change

O Birth O Other (describe):

O Court-ordered dependent (attach document)

O Adoption/placement for adoption ¢. COBRA/Continuation

(attach documentation)

O Loss of coverage / /
O Loss of SCHIP/Medicaid* / / Start Date: / /

(*Loss of coverage end date) Qualifying Event:
O SCHIP/Medicaid Premium Assistance** / / Trade Act Eligible: O Yes O No

(**Date eligible for premium assistance) If COBRA/Continuation due to divorce, identify
O Late Entrant (Large group only) relationship to employee:
O Trade Act2009 [/ Employee Name:
O Other (describe): Employee SSN:
d. Cancellations
Check One: Reason: (check one)
O Cancel all coverage O Employee Terminated O Moved out of service area
O Cancel dependents listed in Section B O Medicare-eligible O Death
O COBRA Termination O Divorce
Last date of employment: / / O Dependent reached student/dependent maximum age
O Other (describe):

Requested effective date of cancellation: / /

3: Employer Approval and Signature

Approved by (Signature): X

Date Signed:

Print Name:

Position: Telephone:
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Notice of Availability of Language Assistance Services and Auxiliary Aids
and Services

-

English: ATTENTION: If you speak English, free language assistance services are available

to you. Appropriate auxiliary aids and services to provide information in accessible

formats are also available free of charge. Call 1-800-952-3455 (TTY: 711) for Medica, call
1-877-317-2410 (TTY: 711) for Dean Health Plan/Prevea360 Health Plan, or speak to your
provider. )

Spanish: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia de
idiomas. También estan disponibles de forma gratuita asistencia y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Llame al 1-800-952-3455 (TTY: 711) para Medica,
llame al 1-877-317-2410 (TTY: 711) para Dean Health Plan/Prevea360 Health Plan o hable con su
proveedor de atencién médica.

Vietnamese/Viét: LUU Y: N&u quy vi néi tiéng Viét, ching t6i cung cdp mién phi cac dich vy ho trg
ngdn ngir. Cac hd tro dich vu phu hop dé cung cap thong tin theo cac dinh dang dé ti€p can cling dugc
cung cap mién phi. Vui long goi theo s6 1-800-952-3455 (TTY: 711) d6i véi Medica, goi theo s6 1-877-
317-2410 (TTY: 711) d&i v&i Dean Health Plan/Prevea360 Health Plan hodc trao d8i v&i nha cung cap
dich vu cta quy vi.

Chinese Traditional: JT & : AIRAER L FMTLUBRIRE R EE S IR - el Dl
it E AR T BB - DUREEEs (et & - 55205 1-800-952-3455 (TTY: 711) Hifi4k
Medica » £(%& 1-877-317-2410 (TTY: 711) §4% Dean Health Plan/Prevea360 Health Plan » B7E17RfY
EftEE T

Hmong/Lus Hmoob: LUS CEEV: Yog hais tias koj hais Lus Hmoob ces muaj kev pab txhais lus pub dawb
rau koj. Muaj khoom siv thiab muaj kev saib xyuas pab uas tsim nyog los npaj kom muaj cov ntaub
ntawv uas siv tau dawb. Hu rau 1-800-952-3455 (TTY: 711) rau Medica, hu rau 1-877-317-2410 (TTY:
711) rau Dean Health Plan/Prevea360 Health Plan, los sis tham rau koj tus kws kuaj mob.

German/Deutsch: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von
Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 1-800-
952-3455 (TTY: 711) fir Medica bzw. 1-877-317-2410 (TTY: 711) fur Dean Health Plan/Prevea360
Health Plan oder sprechen Sie mit lhrem Gesundheitsdienstleister.

Cushitic-Oromo: XIYYEEFFANNOO: Ingiliffaa dubbattu taanaan, tajaajilli deggersa afaan bilisaa ni jira.
Tajaajilli deggersa bu’ura dhiheessii odeeffannoo kaffaltii tokko malee ni jira. Lakkoofsa bilbilaa 1-800-
952-3455 (TTY: 711) Tajaajila Fayyaaf, lakkoofsa Medica 1-877-317-2410 (TTY: 711), Dean Health
Plan/Prevea360 Health Plan, ykn dhiheessaa keessan dubbisaa.

Arabic/dx y2!
rant dailaall 4 gl sac Luall Chladd Gl 3 giiid cd jal) Aall) Chaati i€ 13) pd il dailie Ciladd 5 ac e Jiliy 5 65 LS
Ulas Ll J g sl (R ity Cilasladll o8 )11 e Jail1-800-952-3455 o« Jual 5ill (711 2ol i)
Medica dssall 4o il ddas oliy (711 :maill Cailel)) 1-877-317-2410 a8, e Jail <Dean Health
Plan/Prevea360 Health Plan

Y0088_1015697_C H9096_1015697_C H8019_1015697_C H5264_1015697_C
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Korean/3510: F-9]: Gy o] & AFE-SIA = A - 7 8 o] A Anj =g o] g3k & Sl th
o] g 7Fsst 2o g AW E AFstE A A W 7| L Ae Ak F e R Aleguy
Medica 2] 7 -$- 1-800-952-3455(TTY: 711)*1 ©. & Dean Health Plan/Prevea360 Health Plan 2] 7 $- 1-
877-317-2410(TTY: 711)H &. 2 A 3}SFA| AL, A 1] 2 Al 3G A ol i-2] 54 Al 2.

Russian/Pycckuii: Ecv Bbl roBOpUTE NO-PYCCKKM, BaM AOCTYNHbI 6ecniaTHble YCayru A3bIKOBOW
noanep»Kku. CooTBeTCTBYHOLLME BCMOMOTaTe/IbHble CPEACTBA M YCAYTM NO NPeAOoCTaBNEHUIO
MHPOPMaLMM B JOCTYNHbIX GOpPMaTax TaKKe npeaocTaBaAoTca becnnatHo. Mo3BoHUTE No TenepoHy
1-800-952-3455 (TTY: 711) otHocuTenbHo Medica, no3BoHuTe no TenedpoHy 1-877-317-2410 (TTY: 711)
oTHocuTenbHo Dean Health Plan/Prevea360 Health Plan nnu obpatutech K cBoemy NOCTaBLUUKY YCAYT.

Laos/ 2920: 200189l TIIVCSMWIFID0, 9:FOSNIVOBGIVWIFTICLLVCIOE LBIWIV.

X a & ' =
DONDIND FHCHDHQOBCTL) CCE
o o & o~ & %4 & & o ) ' a
O3NavccLLBCB TS VBB T2V L ILSLCCLLTIZIVIOCSICTHNGLoBLCIOE. LmacS 1-800-952-
3455 (TTY: 711) 3930 Medica, v 1-877-317-2410 (TTY: 711) $950 Dean Health Plan/Prevea360
Health Plan § 3u5uEloindniveegumov.

French/ Frangais: ATTENTION : si vous parlez frangais, des services d’assistance linguistique gratuits
sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans
des formats accessibles sont également disponibles gratuitement. Appelez le 1-800-952-3455 (TTY :
711) pour Medica, appelez le 1-877-317-2410 (TTY : 711) pour le régime de santé Dean Health
Plan/Prevea360, ou parlez a votre prestataire de santé.

Serbo-Croatian: PAZNJA: Ako govorite srpski, dostupne su vam besplatne usluge tumaca. Odgovarajuca
dodatna pomagala i usluge za pruzanje informacija u pristupac¢nim formatima su takode dostupne
besplatno. Za Medica zdravstveno osiguranje pozovite 1-800-952-3455 (TTY: 711), za Dean/Prevea360
zdravstveno osiguranje pozovite 1-877-317-2410 (TTY: 711) ili razgovarajte sa svojim pruzaocem
usluga.

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong
sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-800-952-3455 (TTY: 711) para
sa Medica, tumawag sa 1-877-317-2410 (TTY: 711) para sa Dean Health Plan/Prevea360 Health Plan, o
makipag-usap sa iyong tagapagbigay ng serbisyo.
Karen/001850818331: 0500505005 — $6100091MESIPSS 0013303: IpodTadSdL11
L * nr %6 2P P3: NP P93

C C C oC o ¢ O (’60 [2]qe] coe C ocC
QO102COHNDCODOLCVIFOTCOL. 0TZIP33 P1$T9NPTIN10I80POINYY113201
0 009 ¢ O C C ¢ c ¢ o (o ¢ o C
ogcoazomoomwl@ucmsa@nzaoop QO1I0D0RDODTNTODTOY L COTVTL1$IZIT OO
QLI000OHRNHOHET Co1eBIcd1. 03¢ 1-800-952-3455 (TTY: 711) co1 Medica 3231, 03¢ 1-877-317-

2410 (TTY: 711) co1 Dean Health Plan/Prevea360 Health Plan 38, gcmoﬁ M1 3s

C c_C N c¢
$Y1CO1YPHLOVTNITOI0O M.

Ambharic/ ATICE:- MANNL:- ATCT P54 NPT PR £ 96 ATAT N1 LPCNAPFA:
a/8% N+tLe-N $CAT ATIRLAN 1N, PP+ 69 ATHPF AT ATAN AT AT8.U- N9 £175 A
AMedica N1-800-952-3455 (TTY: 711) 22@™A*F ADean Pm5 A% L /Prevea360 PmMm5 AP L N1-877-
317-2410 (TTY: 711) 2@/ MEI® AACAPT APLN PLPID-T P1I914:
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