\healthfirst

Health Insurance for New Yorkers

Mailing Address:

Healthfirst Insurance Company, Inc.
Small Group
Add/Change/Delete Application

Healthfirst Insurance Company, Inc., P.0. Box 1566, New York, NY 10008-1516

Broker Services: 1-855-456-3668

Employer Services: 1-855-949-3668

Section 1 | Employee/Group

Healthfirst Member ID” Group ID
Employee Name Group Name
Employee Signature Date Employer Signature Date
/ / / /
Class [11 [ Print Employer Name Title

Section 2 | Transaction

Requested Effective Date™ Required Information
Who [J Spouse [J Domestic Partner [J Dependent(s)
[ Addition Reason []0pen Enroliment [ Loss of Coverage [ Birth/Adoption
[J Marriage [ Partnership
/ / [J other
Who  [JEmployee [ Spouse/Partner L] Dependent(s)
CINY Young Adultt
[ Termination Reason [ Left Employer [ Discontinuation of COBRA/State Continuation
[J Switched Plans [ Discontinuation of NY Young Adult
/ / O other
Who Last Name First Name
Middle Initial SSN - -
[ Change Date of Birth / / Sex[[IMale [JFemale
Mailing Address
/ / Physical Address
Who  [JEmployee [ Spouse/Partner [] Dependent(s)
COBRA or Reason []Left Employer [ Reduction in Hours
State Continuation [J Other
/ / Date of termination/loss of coverage / /
[ Healthfirst Pro EPO Choose from the plan(s) that your employer is offering
Choose a Plan [ Healthfirst Pro Plus EPO ~ and write the name.
/ / [ Young Adult*

"Required if you are requesting a termination of or change to your coverage.

“Healthfirst Insurance Company, Inc. will assign actual effective date if application is approved. Healthfirst reserves the right
to request additional documentation as part of our review process.

fCheck this box only if your employer’s coverage does not cover dependents up to age 29 and you would like to purchase

a separate policy for the age 29 dependent.
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Section 3 | Employee/Dependent(s) Information

Social Security Number
(or Tax Identification
Number, if applicable)

Last Name’
First Name, Middle Initial®
Phone Number

Email Address

Sex
Gender Identity

Primary Care Provider”
(PCP) Name

PCP ID Number

Currently covered under
another insurance?t

If YES, select type:
Company Name

Coverage Beginning/
End Dates

Policy Number

Date of Birth (MM/DD/YYYY)

Employee/Subscriber
/ /
[ [Male [ |Female
[ ] Male
[ ]Female

(] Nonbinary/Nonconforming
[IX

[ ] Transgender

[ ] Different Identity

[ ]Yes

[ ] Medical

[ ]No
[ ]Dental

Spouse/Domestic Partner

/ /
[ JMale [ ]Female
[ ] Male
[ ]Female

(] Nonbinary/Nonconforming
[IX

[ ] Transgender

[ ] Different Identity

[ ]Yes
[ ] Medical

[ ]No
[ ]Dental

Dependent 1
/ /
[ JMale [ ]Female
[ ] Male
[ ]Female

(] Nonbinary/Nonconforming
[IX

[ ] Transgender

[ ] Different Identity

[ ]Yes
[ ] Medical

[ ]No
[ ]Dental

Dependent 2
/ /
[ JMale [ ]Female
[ ] Male
[ ]Female

(] Nonbinary/Nonconforming
[IX

[ ] Transgender

[ ] Different Identity

[ ]Yes

[ ] Medical

[ ]No
[ ]Dental

*These fields must be filled out.

**If you do not select a PCP, one will be auto-assigned to you.
fIndicate if you will have other coverage under another plan after enrolling with Healthfirst.
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Section 3 | Employee/Dependent(s) Information (continued)

Social Security Number
(or Tax Identification
Number, if applicable)

Last Name’
First Name, Middle Initial®
Phone Number

Email Address

Sex’
Gender Identity

Primary Care Provider™
(PCP) Name

PCP ID Number

Currently covered under

Date of Birth (MM/DD/YYYY)

Dependent 3
/ /
[ JMale [ ]Female
[ ] Male
[ ]Female

(] Nonbinary/Nonconforming
[IX

[ ] Transgender

[ ] Different Identity

Dependent 4
/ /
[ JMale [ ]Female
[ ]Male
[ ]Female

(] Nonbinary/Nonconforming
[IX

[ ] Transgender

[ ] Different Identity

Dependent 5
/ /
[ JMale [ ]Female
[ ]Male
[ ]Female

(] Nonbinary/Nonconforming
[IX

[ ] Transgender

[ ] Different Identity

Dependent 6
/ /
[ JMale [ ]Female
[ ] Male
[ ]Female

(] Nonbinary/Nonconforming
[IX

[ ] Transgender

[ ] Different Identity

another insurance?t [ J]Yes [ ]No [ JYes [ ]No [ ]Yes [ ]No [ ]Yes [ ]No
If YES, select type: [ ]Medical [ ]Dental [ ]Medical [ ]Dental [ ]Medical [ ]Dental [ ]Medical [ ]Dental
Company Name
Coverage Beginning/ -y -y -y -y
End Dates
Policy Number
*These fields must be filled out.
**If you do not select a PCP, one will be auto-assigned to you.
fIndicate if you will have other coverage under another plan after enrolling with Healthfirst.
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Whealthfirst

Health Insurance for New Yorkers

Notice of Non-Discrimination

Healthfirst complies with Federal civil rights laws. Healthfirst does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Healthfirst provides the following:

m Free aids and services to people with disabilities to help
you communicate with us, such as:

— Qualified sign language interpreters

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

m Free language services to people whose first language is
not English, such as:

— Qualified interpreters
— Information written in other languages

If you need these services, call Healthfirst at 1-866-305-0408.
For TTY services, call 1-888-542-3821.

If you believe that Healthfirst has not given you these services or treated you differently
because of race, color, national origin, age, disability, or sex, you can file a grievance with
Healthfirst by:

B Mail: Healthfirst Member Services, P.O. Box 5165, New York, NY, 10274-5165
B Phone: 1-866-305-0408 (for TTY services, call 1-888-542-3821)

B Fax: 1-212-801-3250

B In person: 100 Church Street, New York, NY 10007

Email: http://healthfirst.org/members/contact/

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights by:
B Web: Office for Civil Rights Complaint Portal at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

m Mail: U.S. Department of Health and Human Services
200 Independence Avenue SW., Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

B Phone: 1-800-368-1019 (TTY 800-537-7697)



ATTENTION: Language assistance services, free of
charge, are available to you. Call 1-866-305-0408 English
(TTY 1-888-542-3821).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

lingtiistica. Llame al 1-866-305-0408 (TTY: 1-888-867-4132). Spaniah
R R E B h o, LS B SRR S RIS, §58(E 1-866-305-0408 ok
inese

(TTY: 1-888-542-3821).

1-866-305-0408 &8 2 Juail oy cll 4, 2l Bac Lusall iladd )8 635 (o gusd dy jall Gaaati CiS 1) 1dls sala Arabic

(TTY: 1-888-542-3821)

F9]: 3o B A} F A= A, 2o (Y Mu|AE RE R o] 831 4 dHY Tt Korean
1-866-305-0408 (TTY: 1-888-542-3821).11 ©. & A &}3f] =4 A Q..
BHUMAHWE: Ecnu Bbl roBOpuTE Ha pyCcCKOM Si3blKe, TO BaM AOCTYNHbI 6ecnnaTHble Russian

ycnyru nepesoga. 3sBoHute 1-866-305-0408 (TTY: 1-888-542-3821).

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-866-305-0408 Italian

(TTY: 1-888-542-3821).

ATTENTION: Si vous parlez francgais, des services d’aide linguistique vous sont

proposés gratuitement. Appelez le 1-866-305-0408 (TTY: 1-888-542-3821). Efenen

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. French

Rele 1-866-305-0408 (TTY: 1-888-542-3821). Creole

[19 "D OYO'INYO 97'N TXIOW 'K IND [NNIXD |VIVT W' TR 0TV V'K Q'IN DNTPIVND'IN Yiddish
(TTY: 1-888-542-3821) 1-866-305-0408 von .7xxON

UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;j. Polish

Zadzwon pod numer 1-866-305-0408 (TTY: 1-888-542-3821).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1-866-305-0408 Tagalog

(TTY: 1-888-542-3821).

Y TP TG AT IRAT, FAT IA@ AN, R [N AFET ] NRTO| A{FIT S5 AR |

Bengali
(BT FPA $1-866-305-0408 (TTY: 1-888-542-3821).

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore,

pa pagesé. Telefononi né 1-866-305-0408 (TTY: 1-888-542-3821). AlBERIE

MPOZOXH: Av piIAaTe eAAnVIKA, oTn d1ABe0T) 0ag BpioKovTal UTTNPECIEG YAWOOIKAG
UTTOOTHPIENG, O1 OTTOIEG TTapExovTal dwpedv. KaAéoTte 1-866-305-0408 Greek

(TTY: 1-888-542-3821).

ui)SJ\S.uﬁg@uawﬁhah&éahéogjﬁfi)ﬁcuﬁcﬂﬁjjj\%i)g\ ol A

Urdu
(TTY: 1-888-542-3821) 1-866-305-0408
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