Underwriting Requirements for Employer Groups enrolling in a Chamber of Commerce
Association Group with Independent Health

1. Completed applications

2. Company Tax Documentation (NYS45-ATT or Partnership K-1's)

3. Chamber of Commerce/Association Group Membership Information Form

4. Check for the first month’s premium, made payable to Bene-Care
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REASON CODES:

ELIGIBILITY FOR STUDENT COVERAGE
{nppiies oply to those members whose contract includes an age extension rider)

B. Dependent Reached Age 23/24/25 Your contract may require that a dependent age 10.or above maintain kll-Dme shident
€. Gmoup Cancel - Open Enroimant status {a minimuny of 12 credit hours} at an actradited college or univarsity to remein
G. Group Cancel - Mid-contract Pisase check the sistement that bést desciibes your chiid's student status:

. O Yes, my child is & full-time college student as defined above.
1. Transferring to Arother Group Foouing f nformation that may s veried
L. Layoff
M. Moved out of Area - =
N. Nonpayment Tt College or Universily Student 0 o,
0. Member Cancel - Open Enrollment P ‘
P. Persongl R Addiress iy, Stale, Jip Code Expecied Date of Graduaion
R. Refired - :
T. Terminated Empioyment Crid Colege or University Eedent 1D No.,
U. Dependont Age Cut-off {age 18}
V. Medicare Addrags Chy, Stats, Zip Code Expectnd Brie of Graduation
W. Now Under Spouse's Plan (Hsasegmmmm#ywnmmmrmmmmmm
X. No Longer Eligible O Yas, my child Is & futhime college stucent But Is currently on medical lsave.
Y. Dissatisfaction with the Plan Please attach a note from your physicien verifying your chiltl's condRicn.
Z. Dependent Age Cut-off - Waiver Required 1 No, my child is not & fll-lime college student. Please send me Information on a

dirgct pay policy.

PRIOR HEALTH INSURANCE (CONTINUED)
HEALTH INSURANCE COMPANY ID# COVERAGE FROM] COVERAGE TO
{include address and phone number of previous carrier) MONTH/YEAR MONTH/YEAR

CERTIFICATION/ACKNOWLEDGEMENT

| certify that the information given on this form is current to the best of my knowietige and | have read and agree to this
acknowledgement. This Application CANNOT be processed if Birth date(s) and Social Security Number(s} are not
completed. Any person who knowingly and with intent to defraud any insurance company or othef person files an
application for insurance or statement of claim containing any materially false information, or conceals for the purpose of
misteading, information conceming any fact materials thersto, commits a fraudulent insurance act, which is a crime, and
shall be subject 1o a civil penalty not to exceed $5,000 and the stated value of the claim for each such violation.

| understand thet this application and subsequent acceptance of services on behali of myself, spouse and eligible
dépendent(s) listed are subject to the terms of the applicable contracts and riders issued by Independent Health, its
affiliates or subsidiaries ("Independent Health®). | authorize my employer to deduct the necessary Health Services Fees,
it any, from my wages or salary, with the understanding that he/she acts as my agent in all dealings with Independent
Health, and that all acts performed by him/her and all notices given to him/her in such dealings are binding upon me, as
not prohibited by statute or regulation. | understand that any person or institution who shall have rendered services ta me
or to any of my dependents under an Independent Health contract shall make available to Independent Health to such an
extent as may be reasonable, any photographs, records, or information r g such services, required by independent
Heaith, which shall be kept confidential by Independent Health unless disclosure is permitted by applicable law,
regulation end/er contract.

| acknowledge that | am presently without coverage for longer than sixty-three (63) days, then a pre-existing condition
waiting period may apply. Pre-existing condition waifing pericds apply to individuals with conditions diagnosed or
recommended for treatment within six (6} months prior 1o the enroliment date of new covarage and shall not exceed
twelve {12) months following this daks.

Independent Health’s Encompass and Encompass Elect are issued through Independent Health Association, Inc.
Independent Healti's Encompass Plus, Encompass Elect Pius and Select Plus are issued by Independent Health
Benefits Corporation, an affiliate of Independent Health Association, inc. Indépendent Health's Custom Coverage is
administered by Independent Health Corporation, an affiliate of Independent Heaith Association, Inc.



Endppendem

W lealth.

Mg ¢ Diffreee CHAMBER OF COMMERCE / ASSOCIATION
GROUP MEMBERSHIP INFORMATION FORM

Please check the appropriate box for the type of business entity represented:
W Sole proprietor {Group of One) Q Partnership/Corp. 0 Small Business (2-30 employees)

U Large Business (51or more employees) O Other, please explain

Chamber / Association Name Group#

Business Name

Contact Name Telephone

Business Address

Tax (D # Date Business joined chamber/Assoc,

Number of employees eligible for health coverage through this employer

Total # of employees working at least 17.5 hours per week (20 hours for Sole Proprietors)

In order 1o verify the eligibility of our Independent Health subscribers we require the following information to be included witheach
application:

I.  Business validation inforration,
A.) Copy of Doing Business As (DBA) certificate @R copy of NYS Dept of Taxation & Finance Certificate of Authority.
B.) Copy of Schedule C for tax return @R Estimated Schedule C.

Partnerships provide all of the following:
A.} Federal Tax 1D number OR copy of curreni Partnership Agreement,
B.) Copy of Schedule 1065 K-1 QR Estimated Schedule 1065 K-1.

Incorporated businesses provide all of the following:
A.) Federal Tax ID number OR Articles of Incorporation OR Federal 941 report OR initial for $54.
B.) Copy of Corporate Tax Return (1120C, 11208 or Schedule E)-Income & Expense page(s) onty OR Estimated
Corporate Tax Return Income & Expense information only.

2. Employee information.
Groups of 2 or more eligible employees:
Provide a copy of the last NYS-45 or 45 ATT form filed for all employees,

Individual employees:
Provide Schedule C or Schedule ¥ as required above or 2 copy of W-2 or Form 1099,

By signing below, the employer group or sele proprietor has read the following:

I certify that all information furnished hergon is true and complete to the best of my knowledge. ! understand that the Association/Chamber,
in conjunction with Independent Health, reserves the right to request additional information prior to approving my application for insurance. 1
understand that Independent Health wili conduct annual sudits to ensure compliance with enrollment guidelines, which may require us to
provide verification of our being a bona fide employer or sole proprietor. [ understand that all subscribers must be employed a minimum of
17.5 hours per week (20 hours for sole proprietors) in order to qualify for benefits under this contract. If self-employed, | certify that my main
source of income is the resuit of my selfemployed status.

Employer Signature Date

Print Name Title




