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Overview of Forms

_______Process Documentation Needed

New Add Enrollment Application

Adding Dependent Enrolilment Application

QMCSO Court order, QMCSQ Certification Form, completed application if dependent
IS not already enrolled.

QMCSO Disenrollment QMCSO Disenrollment Form, and court order

Custodial Parent Court order, completed Enrollment Application

If dependent is not already enrolled.

Disabled Dependent Adult Disabled Dependent Form Application, if dependent is not already
enrolled or becomes disabled prior to maximum age of contract.

Key Employee Enrollment Application, letter on company letterhead. Letter must contain
required information, refer to your Group Administrator's Guide under
Enrollment and Maintenance procedures.
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https://employer.excellusbcbs.com/resources/forms
https://employer.excellusbcbs.com/resources/forms
https://employer.excellusbcbs.com/documents/20152/127484/GLO-Qualified%2BMedical%2BChild%2BSupport%2BOrder%2BCertification%2BForm.pdf/7f91e4cb-b31c-a9c1-72b9-a301e24c2985
https://employer.excellusbcbs.com/documents/20152/127499/GLO-Qualified%2BMedical%2BChild%2BSupport%2BOrder%2BDisenrollment%2BForm.pdf/6ef52638-5c56-265f-5ece-170ca9ff37ab
https://employer.excellusbcbs.com/resources/forms
https://employer.excellusbcbs.com/documents/20152/127151/EXC-EMP-BRK-INP-Adult%2BDisabled%2BDependent%2BForm.pdf/0b42a7db-577b-7322-2db6-cbd939fa94f7?t=1597082588991
https://employer.excellusbcbs.com/resources/forms

Student Certification
Demographic Change
Cancel

Reinstate

Medicare

COBRA

Enrollment Application, Student Certification Form

Enrollment Application or enter action needed in the Additional Details

section of request
* Enroliment Application or Membership Cancel Worksheet

* If within 30 days from cancellation date, okay to reinstate without a new
application. Enter action needed in the Additional Details section of request

* If over 30 days from the cancellation date, a new Enroliment Application is
needed

Medicare form or Enrollment Application

Enroliment Application and COBRA Form is to be provided by either the
employer group or Lifetime Benefit Solution (LBS) based on who is managing
the COBRA benéefit.
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https://employer.excellusbcbs.com/resources/forms
https://employer.excellusbcbs.com/documents/20152/127484/Young+Adult+Option+Certification+Form.pdf/b1234a00-dd47-0e23-21e8-6fd83fd8a08c
https://employer.excellusbcbs.com/resources/forms
https://employer.excellusbcbs.com/resources/forms
https://employer.excellusbcbs.com/documents/d/global/exc-emp-brk-membership-cancellation-worksheet
https://employer.excellusbcbs.com/documents/d/global/exc-emp-brk-membership-cancellation-worksheet
https://employer.excellusbcbs.com/resources/forms
https://employer.excellusbcbs.com/documents/d/global/exc-brk-emp-medicare-eligibility-form
https://employer.excellusbcbs.com/resources/forms
https://employer.excellusbcbs.com/resources/forms

New Add Required Fields
Enroliment Forms Overview
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POS/HMO — Requires Primary Care Physician (PCP)

FOR DMTERNAL LSE DMLY
EKEEHH.S e e e e Enroliment Opportunity _MNew Hre  _Rehire  _Open Enrolment  _ Medicare eligile
Special Enroliment Opportunity:  _ Newly Eigibie Dependent: _Newborn | Marriage  _ Other
wmmhmnmmlhﬂnnfmﬁm CONFIDENTIAL CICharge in employment Status 1A mive in of out of the service anea
Pirase prrf ciearly and compirte o section that sgply. Segnaturet e regured. Auddibonal retnactions neluded on Page A, _nvolentary oss of cowerage _Former dependent regairs & igbility Date of Bvent ___ . .
Section 1: Employer Group & Benefit Information  To be completed mith pow Group Adminissster COBRA Election - Please indicate the reason for COBRA Iif applicable:
_.Lcl'ttqu:l:'rn'lﬂ't.rﬂ:d:lr-ud _.I'_'Ih-nn:c.l'Lu;IEq:l.u.rl.Hm _Lmd.'Su.:I-uiﬂ..lJ.u L Desith of Spousse
S S ﬂuﬂn_ﬂiﬂdulmﬂlﬂ—m - Disahiliky = Dependent Reached Max Age [ Othes: . — ]
Empiover Hame Rcsnianan Chamoer hame {F aoobaile | . Demographic Change: (Address | Birthdate Subscriber Name  ODependent Mame  JIPhong Number
Dn Iv fl" 'Dth thE Cection 4: Cancel Information - IF canceling coserage, who are you canceling coverags for?
il o AR O B | iajued Dt [ Thy =~
Medical Information Wha's cowered ? Dental Information TJW prﬂd Lll:t VDU are
Hatus: - Cancel Codes:
* G & Childiren) ~ Artively miyrerE | WEW Jhangr o Employer E Satn  SB08-Sagow Tranger®
S ———r— CrSef & Spoute/Domensc Patner | Woming  |F— p— Sl b Spoce Doty Fadnar . - ﬁmﬂmwwmwﬁﬂmifh SEST- Layoff Without Benefits [PRSe—
g (B diges} Family B Grop “Family EI"II'D"II"Ig Intn iy o ey~ gl s P i st s e’ L
Canceted : n Hame: Cancel Code: | Medicsl Cancel Date: | Denial Cancel Date: | Wision Cancel Date!
Dependent(s)
higpny O Med il Effective Date B e Dentsl Effective Date M d. I —
- DentslPlanSelection = | '8 IMWamical 0 e _
Medical Mlan Selection — ( €dica ] [t |
Camte] Cosdag:
Dentalj vIE‘Iﬂn) mu{mwhm-mum mwwﬂgﬁnmmim Eb:ﬂ.llrﬂ?:bﬂ:p:m:;ﬂ
[ | Vision Information MO0 -Sutacrber Mo Langer Wants 1o ekt * o — |¢.=q....-.-.-.|.-¢, ——— Marrisge
_ [ ——i Eecn;:InEIInfﬁ.nnahm ah-n-utwm.l;':n.u umuldllh-latn-wr;ﬁefm:ﬁa}endentmfnnm-mn:l D
[Vision: Groug: Mumhar _mm &'L'II:-I': Dhowmestic Partrier Dependent Child  _ Adult Disabled Depandant | Sieame aacbcron e figenes
hisr
g i Only required if I e I
Wition Plan Selection Lt Mama | F %o THc Pt Mena ML Social Socurfy Mumboy "
I Bandar: _Femgie _Masle _Gender ) Burthd ate

- S . I depondierd o Tul Bme studer? ovor age 197 Vem LN Marnd? CMo C¥e_ [xpecind Geaduaton Dato
Section 1: Subscriber’s Information dEpE”dE”tS lmpﬁmmrﬂm-ﬂmﬂw’rﬂm MWMWJMW’ TWes CMo

Medcane Elgibke [ 1Yes [ Mo If yes, indeCate reason L IAQS 65+ I Desadility CEnd Siade Renal ®
’ ' FPam & Effeciee Daba: Part B Effeciise Dale:
Lt Wigweg Gender: Gender identrty ootiomal | net ta M e M i | B ke
Fernale _ Tramnsgender Male Moy |
Mg o Transgender Female
D Gangler X “IPrefer b self-desrrihe: Primary Carp Physician’s Last Kamo Fing Mama Tig Coda DTS L Name Fins Mame T Code
Firsk N s Additional Dependent] ]
Social Security Mumber** _|Dependent Child  _Adult Dissbied Dependent | lepa e sopbosion o reguires) _ Obher
BT Lrafial TR N S5,
e W) Date of Hire, Rehire
Rt Mamss | %o org] THe Pt Nama M Sorisd Soourfty Mumbor '
——r  — e Date Bander. _Femaie _Male _Gerger X Burthed ate _ _
#H"‘ B v Cond BEantiy japiteeal)  Trarugendr Mo Tesnmaereier Fomosde THMon-brary  CPofon ot Doy ClPeiior i oelP-Joncrite;
!-hu-i—-‘uu-u-ill—h-ur“:u_w . Thls. Is. nEEdEd Dnlv If I Sopondent 5 ful-ame thaden? owor ago 197 CIver CMo  MoarriedT Tlo e  Eached Gradusfon Lok
City sate s, phease prossde roeme Of Coll oo e Ersty — ﬂlmmwmmmﬁ '|'u: b
mmnmm Hﬂﬂ-ll'll'l:lE‘h:h-l-DIl f I m&;ﬁ!_ﬁ'ﬁ-_m IF w5, ndecate meason _l.gl'-."ﬁﬁ+ _ Disallity _EMMRE'H'
_______________ VDU ErE a Ellla E o Pait A Effedtiree Do Part B Effecidee Date:
Hp Cada Mhecree: Pty Care PEvEaoms Lo Mafme  Frs hase Fipi Czdde M e MurEE | T Bk mke
mh"‘. n-“ npm DUEr thE agE Df 19 s — LE.HIJ = -r:-’_l:l.:-ré.l Il_-im lllll Ip| {I;IJ - — = “Il-ﬂl. L —— |.Hran - ——— :-:p‘cllﬂll
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Sisharmiber's Lask Mame:

CDependent Child  _Adult Disabled Deperndent (Separate applcation form reguined ) [ ORer

Gemder- | Female —Male CiGender X [BirtFydia e

ey [entity (optiorad}: — Trarsgender Make T Transgendes Female jﬁ:l‘rl:i‘:ﬂ'f _iFl'Eh'rll:H:tl:l-ﬂl — P e sl -desoribe:

ko depesradent 3 ful-me shodent over a8 157 CYes "Moo Mamed? CoCies 0 0 Edpeched Grodoiion Dobe:

O s, pleare prossde name of Colegefunkserdity W Sependent further eduraten S graduaion? e
Medkcare Eligible [C1Yes C1NO If yes, imdicate reason [ AgQe 65+ CIDisabiny

Part A Effective Date: |
Miaicane Mumber [If aoplcatie )

Primany Cane Physican Lt N

Ha.ewumm-;mamumrfaﬂpnammﬂaﬂmmmmmuMcmmge? CYes CNo

If yes, what type of coverage? [“Medical [ Dental

Wihat is the effective date of the other coverage? T Madical;

What ie thet nawmee of the other Corvbery
Are youl keeping the coverage?

ClDertal:

Cves CiNo
If mo, when will the coverage end? [Medical:
Policyholder's name

Who did the insurance oomes?

_ ID#(s)
—Sedl B Spouse/Domestic Pariner

C15edf Ornly CSelf & Chikd(ren) Familly

Section 7: Release - You must sign and date this form to be eligible for health insurance

I acindwiedge and agree that by Sgning this ennaliment form and subseguently accepting services, | and everyone else
wihd i Covered under the contrbct you ISsue 5 Bound by the terms and conditions of the contract Applcabie to my
coverage. This Inchudes, without lemitation, the berms and conditions regandeng the receipt and release of medical reconds
and information. 1 make this acknowledgement and agreement on behall of mysell and each other person who accepts
cowerage under the terms of the contract applcable to my coverage (who may include, for examgle my spouse and
edgitde family dependents ).

I hereby accept responsibility for payment of any portion of the premiurm.

I hereby represent that all nformation furnished by me hereon is true and complete to the best of my knowledge.
Perliatric dental is an essential health benefit mandated by the ACA. If your emgioyer group dioes not provide pediatric
derntal coverage through this Excellus BOBS plan, you agree to enrall in the dental plan offered o

you by your emphoyer.
HEALTH MAINTENANCE ORGAMIIATION [HMO) | wooriiard thal | haee olodnd 3 Feslth Hartoraron Organcaton (HMO) plan and that | s=

mguiend B chosén & Frimary Care Prowidar (ICF] wihic will proside my primary £are, owerumy my ofher Roalth fore sevdces. and, whon redquingd. obiair
pricy aperereal for cortain servioes wuch & Enpatient Faclty care. POENT OF SERVICE (POS) | undersland thad the Poied of Sendce (POS) plan
provviles. Dervioes on bwo bena®R e Inonethwork or out-of - neteori. bonef. [ undersfand Tt the in-nebwork. benefi prowides the Righess lewved of
CoreeragE under the plan and that 1 st chooee 3 Frimany Cane Provider {PLP) b0 provide sy primaey Cane, Ovirsse mry o haalth e senvices, and,
mih Peguired, obtain prior aopeoss for certain aEnaes S 2% Inmebemt Faci ity cane.

I have thorughly read, understand and agree to comply with the terms of the release in this section.

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals for
the purpose of misleading, information conceming any fact material thereto, commits & fraudulant
insurance act, which is a crime, and shall also be subject to a civil penalty not to excesd $5,000 and the
stated value of the claim for each such violation,

Subscriber Signature Date

Only
complete if
other

coverage Is
applicable.

Please return to P.O. Box 21146 Eagan, MIN 55121-0146
If you hinee guestions, pleme contiact your (Group Administrator, O, vist us at: ExcelusBCBS.com
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Instructions for completing the Group Health Insurance Application | Change Form |

Section 1: Employer Group & Benefit Information

This sextion should be completed with your Group Administrator. Group Admanistrator's signature is reguired. Medical,
dental and/or vision group numibers and information must be populated. Select who you need coverage for on the medcal,
dental and/or vision plan(s). Meat, sslect the medical, dental and/or vision plans) you are eneolling in. All products msy
mot be applicable to your employer group. Please check with your Group Administrator. Indicate the subscriber’s status.

Section 2: Subscriber's Information

This section should be completed by the Subscriber. **'We are réquired 1o ask for your Sodal seurity number in order 1o
it Our réporting obligations undér the Affordable Care AT, * There 1S additonal information néeéded if &ligible for
Medscare due to ESRD. PMease contact your (roup Admenistrator for the appropriate form.,

Gender and gender identity: Exelus BlueCross BlueShieid does not discriminate on the basis of gender identity,
gender expression of behavior. In onder to enswre that you are receiving aocess to high guality, affordable health care
based on your ndividual reeds we 2sk that you consider completing this optional gender dentity section of the
applcation. Excellus BlueCross EeueShickd will not Emit coverage of imgase any additional cost-sharing for any otherwise-
owered Sservices that are ordinarily avalable to indviduals of one seu, 10 a transgenders individual, based on the fad that
an indhidual’s sex assigned at barth, gender entity, gender expression or behavior o gefder othenswise retorded s
different from the gender for which health care fervices are ordinarily avallable,

Section 3: Reason for enroliment or change

Select the box(es) that describes) the reason for this enrolliment or change regarding health insurance coverage and
include the date of the event. An event is a specific occurrence, due to change in status, marriage, divorce, birth or
adoplion, group's anniversary date, or rate change.  Your reguest must be received within 30 days of the event date.
Please see your Group Administrator for events that fall cutside the 30-day period. You may be reguired to provide
documeniation of certain events.

Section 4: Cancel Information - If canceling coverage, who are you canceling coverage for?
If you aré Canceling coverage, Comphite the sppropriale section for who you are candeling.  List the cancel Code and énter
Bt dabe(s) thet coverage IS to be canteled, List sach applcabie dependent 1o b Chndiked.

Section 5 Information about who you would like coverage for (dependent information)
Please include information about 2l the peopls who you would like coverage for.
Use an additional application or addendum if mare than three dependents need coverage.

If your dependents are Medicare elgibia, complete the questions regarding Medicarne coverage.
wguueiﬁfurcmmm
A Bgal spouse/domestic partner (An ex-spouse no longer qualifies as of the date court ddCUMEntS are Stamped
and fled with the county Cerk)
o Must bit under the digibie child 508 for your employer group Including natural, Sopted or stepchild(rin)
Child(ren) Only coverage i avallable for children up o age 26 or 29 deépending on the employer group Coverage.
« There are addtioral elgibdlity requirements for dependents pending adoption, for which you are the legal
guardian, and/or a disabled dependent who is over the maximum dependent age. Please contact your Group
Administrator for the appropeiate form.
=W are required to ask for your sodal secunity numiber in onder to meat ouwr reporting obligations under the Afondabie
Care At
* There is additional information nesded if eligible for Medicare due to ESRD. Please contad your Group Admenistrator for
the appropriate form.
A separate Adult DEabled Dependent application farm & requined for applicable cependents. Plaase conact your Group
Adrranistrator for the appropriate fonms.

L

Section 6: Other coverage information (Required)
Please indude accurate information in this section. This could affect the processing of your application and/or claims.

Section 7: Release
Subhcriber signatune and date are réquired In this section. The subscriber must Sign the application prior 1o o withen 30
days of the effectivie dati or Qualifying évent date.

APF-152 (0723] E Mid/Large Group
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PPO/EPO/Indemnity — No Primary Care Physician (PCP)

FOR TMNTERMAL UISE DMLY PP —
%@ Eéﬂm' Section 3: Reason for enrollment or change T ba completed by the Group Admisisirator Mot reguired for carcalstices
EKE‘E'HUS Enroliment Opportunity. _New Mre  _Refire  _Open Enrocllment  _ Medicare eligible
Speclal Enroliment Opportunity: Newly Egbie Depincent. _ Mewbom _ Marmage Othes
CONFIDENTIAL
mﬂ'ﬂﬂ'ﬂﬂﬁfﬂ.ﬁ mlﬂmﬂﬂww.'mm _m“mwm _Amm,m-mﬁutmﬂm
Ficaie print cicaily and compicte all sodtions that apply. Sgraturct are roguired. Additonal Fatructonm rcluded an Page 4, . _ Irvoluntary koss of coverage __Formis dependent regaing eligitil ity Date of Bvent .
wyer Group & Bene ati ! Dnl\’! flll Dth thE m:nmm-HmlﬂmummMHw .
L Left Emplhoryment) Fletined [ Dibvorce/Legal Separation ClLaes of Student Sats _Death of Spouse
[= S0
L Dbty L Dependent Reached Max Age _| Other:
ﬁmP I:I ! & & ! HLEF = E i | i | ! i 2 = L1 3 L] | ! L} i i, i
Medical Information Subacviber | Dental Information 'T-l'h.wll—? EnrDIllng Intﬂ E : Cancel Code- Medical Cancel Date: Dental Cance| Date: Vision Cancel Dabe:
’"':?“'"""? Sy il & ST me Puta d‘ I I ‘EHI.I-Lrl'rErrwh-.m S5 -Charge n Empayers gty Wt ms..wn.prm
Mo Group Mumder (1 dgi) mmmmm ";:":"J [Eep e Ty—— :F.l" {ME ":a} Denta, St-frmpicpes Mo Longer Wants Coverage®  wecber mase SEET- Lawoff Without Berefis ‘_"_-u-_.u._;_.-:::.:_;.uu:
— B 5 B0 T -Dereased SBOS-Ervpilled in Eror®  SEE-Medicare Ephie (e u meics fa st s s
g — — — Cacse o MPII:: | Dental Effective Date VISIDH} m Name: Cancel Code: | Medical Cancel Date: | ental Cancel Date: | Visin Cancel Date:
Medical Plan Selection ,_,,,____.:
| Camncel Codes: |
| MO0E Deveases*  MODS Dreorced M010-Cherage Dependent HOLA-TA Mo Longer Quasilices M1 Ireigik Dosendert
Wigicn Information H;:"""-f mhhhhwﬁ'—mmmw Fl:ﬁl?-ﬂrnrdriPhL:lw'l'trhf-m‘ I"I'EI:I'i-il"llrrlllin-
i e EE::ILWW - EEﬂ.'lﬂlﬂE- Infmnatlm about who vou wuuld III-:E cnvnra-uefuridmend-ﬂnt lnfl:lrmatlm]
— DI"‘II".’]‘ req L"I".Ed i-:f-leﬁ- Dcemeest Fadtrie Dwpenclent Child Aduit Disabled Dependent [ Smparte applcaton torm rogeined
e e )
[Vision Fien Setection |f VDU arE' Last Mame | F Siferoet| THe  Fust Mame I Soarial Genarity Hismbos **
. Cenldr = [ = khsks Ceereliet | Birtheiahe : :
Elddll"lg Gonder lGankity (selersls ~ Tramgoncor Mot Tramgordor Fomak  Chonbirary  OPwlornattomy  CProfor o mifdewobo
ey
IT vos, phaans prowicin naime of oy unearciy i mmwmwwmﬂ ——
Birthdate: _ _ dEpEﬂdEﬂtS Madicare Eligible _1¥es "o lrmrﬁnuw ClAge 65+  CDisabilty  End Stage Renal ®
e ———————— Fart A EMpctive Dabe: Part B Effpct e Date:
Last Mame ‘-r:':;e #er-i;rh “Wrlier Bt b0 MY Mg Humisor [if aophcaik|
M L Trarsgender Femake

e —— Gender X _ Prefer to self-gesribe:

Foin Wamie
I

CDependent Child  _lAdult Disabled Dependent [Seper e spplaaton fom regured] _ Other

MEddle Initial T [, W, 5=, OIL @A)

Date of Hire/ Rehire
e | | e e o —
Wreut Addrom _Age 65+ | Desblity Gender _Female [ Male  Gerder X Rirtheate _
- Henal * Gendes s Mo Female © _ Prates L_Prefer i el -desoribe:
- - Sage WMBAULY jepmaradr | raTSQEe Trar e N T MOl B0 Sany o
— — Is dependent 3 Ful-Sme shalont Dvey age 157 TTVes T Mamied? Do Dies Expechod Graduation Dute: .
. . . . IF v phedes promade Famee OF o0 o eraly Hmﬂﬂd‘mmm’_lﬁ Mo
Medicare Elgible [IYes ZNo If yes, indicate reason  CIAQe 65+  CIDisabilty  JEnd Stage Rendl *
Tp Coda Phona [ I Fart A Efeciive Dabe: Part B Efective Dabe:
Hescme: Momber [if A
A2 [T E Mid Lage Groug Page §
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Subcrmiber's Last Mams:

CDependent Child  _Adult Deabled Dependent (Separste spplicaeies form required) _Other

Last Mame (F dfTorent )  TEk  FirstMama ) Soclal Sacurity Number **

Gender: CFemale  TMsie  OGender X Birthdate

Gemder ldemtity (opticrall: — Traregender Male  CTransgendes Female  TMoerbinany  OFrefier not fo &2y TP o sel-desoribe:

ks depesndent 3 Tul-dme shodent over 236 197 CYes TMo  anred?™ T Cies Bxpected Gradestiven Dok Onl

EF e, el prosscks: nasmes off collesgsunfeeraity W dependent furher ediurton afer graduation? e | ?

Medicare Eligible [C1Yes TNo If yes, indicate reason  Age 65+  [IDisabiity  End Stage Renal ® .
Part A Effective Date: Part B Effective Date: CﬂlT'IplEtE if

Mt s Mumbier [ aopicabie

other

Mote: Use an additional apeiscatson of addemdum if more than throe dependents retd Coverage

I Section 6: Other coverage information (Bequired) - You may be contacted for additional information

Hawe you or any member of your family been envolled in other medical or dental coverage? ¥es o
If yes, what type of coverage? CMedical TDental

coverage Is
applicable.

What IS the effective date of the other coverage? T Madical!

Wihat is thet naeme OF the other Carrler?
Are you keeping the coverage? [Ci¥es [CINo
If o, wehen will the coverage end? [ Medical:
Policyholder's name

ClDental:

CDental:
ID#(s)

Who did the insurance comer?  CISell Only T Self & Spowse/Domestic Partner C15elf & Chikdiren] T Familly

Section 7: Release - You must sign and date this form to be eligible for health insurance

I acknowledge and agree that by signing this enraliment form and subsegquently accepting services, | and everyone élse
wited i Covendd undeér the Contract you [ssue 15 Bownd by the terms and conditions of the Contract applcable to my
Cowirage. This Inchudes, without mitation, the terms and condtions regasding the receipt and release of medical reconds
and information. 1 make this adonowledgement and agreement on behall of mysell and each othey person who adceplts
Cowerage under the terms of the contract applcable to my coverage (who may inchude, for examgple my spouse and mry
elgide family dependents)

I hereby accept responsibility for payment of amy portion of the premium.

I hereby represent that all information furnished by me hereon is true and complete to the best of my knowledge.
Peckatric dental is an essential health benefit mandated by the ACA. If your emgloyer group does nol provide pediatric
dertal coverage throwgh his Excellus BOBS plan, you agres to énrall in the dental plan offered to

you by your émployer.

AL T MATN TUNAMCE O AW TTATIN [HMO) | wdermand That | hase clectad 5 sealh Manerancs Organcates (W0 plan and Bat | &=
g b5 chocen & Primary Care Prowidar (PO wihc will Srouide my primary care, owerms my ofher haalth care serdces, and. whon requined. obiar
price aperereal for cortain services suth a6 Enpatient Facility care. POINT OF SERVICE [POS) | undorsiand that the Point of Serdco (FOS) plan
prodides mendices on bwo BenatE e inonetwork or cut-of neteori BomefRs. [ undersiand T the in-nefbwork. benefit provides the Righest vl of
cowerale under the plan and that T must dhooee 3 Frimany Cane Prosider [FUP) Bo provade sy primadny' cang, Owvirses mry o health caie sendoes, and,
mhesn reguined, obtxn ooy appeosal Tor cerfain senares i 2% Inpetent Facity cane.

I have tharoughly read, understand and agree b comply with the terms of the release in this section.

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of clalm containing any materially false information, or conceals for
the purpose of misleading, information conceming any fact material thereto, commits & fraudulant
insurance act, which is a crime, and shall also be subject to a civil penalty not to excesd 35,000 and the
stated value of the claim for each such violathkon,

Subscriber Signature Date

Please return o P.O. Box 21146 Eagan, MIN 55121-0146
If you hinve Questions, plere contact your (roup Administrator, Or, visit us at; ExcelaBOBS. com

APP-352 (0723] E Mid/ Large Grouap Page 3

Instructions for completing the Group Health Insurance Application/ Change Form

Section 1: Employer Group & Benefit Information

This section should be completed with your Group Administrator. Group Admanistrator’s signature 1S required. Medical,
dental and/or vision group numibers and information must be populated. Select who you need coverage for on the medical,
dental and/or vision plan(s). Next, sedect the medical, dental and/or vision plan(s) you are enrolling in. All products may
mot e applcable to your employer group. Please check with your Group Administrator. Indicate the subscriber’s status.

Section 2: Subscriber's Information

This section should be cormpleted by the Subscriber, **We aré reguired to sk for your So0ial seturily number in ondes Lo
et our réporting obligators undér the Affordable Care Act. * There (S additional nformation needed if ligible for
Medicare du to ESAD, Please contact your Group Admenistrator for the appropriate foem,

Gender and gender identity: Excelus BlueCross BlueShisid does not discriminate on the basis of gender identity,
gender expression of behavior. In onder to ensure that you afe reteiving acress to high guality, affordable health care
basesd on your individual reeds, we 2sk that you consider completing this optional gender identity section of the
appication. Excellus BlueCross BiueShield will nat Bmit coverage or impase any additional cost-sharing for any otherwise-
coweredd services that are ordinarily avallable to individuals of one sax, to a transgender individual, based on the fact that
an individual’s sex assigned at birth, gender ientity, gender expression or behavior oF gender otherwise recorded is
different from the gender for which héalth care Services are orndinarily avallable,

Section 3: Reason for enroliment or change

Select the box(es) that describe(s) the reason for this envollment or change regarding health insurance coverage and
include the date of the event. An event is a specific ocourrence, due to change in status, marriage, divorce, birth or
adoplion, groug's anniversary date, or rate change.  Your reguest must be received within 30 days of the event date.
Please see your Group Administrator for events that fall outside the 30-day period. You may be required to provide
documentation of certain events.

Section 4: Cancel Information - If canceling coverage, who are you canceling coverage for?
If you aré canceling coverage, Comphete the Appropriate section for who you aré canceling. List the cance| code and énter
tht dlate(s) the Coverage |S to be canceled, List sach applcabic dependent 1o b Cancised.

Section 5: Information about who you would like coverage for (dependent information)
Plaase include information about 2l the people who you would like coverage for.
Use an additional application o addendum if more than three dependents nead (overages.
If your dependents are Medicare elgible, complete the questions regarding Medicare cirverage.
Quaslified guidelines for coverage indude:
o A legal SpouseCOMESHIC partner (AN ex-Spouse no longer qualies as of the date cour dOCUMENTS are Stamped
and fled with the county derk)
+  Must bit under the sigble child sp for your employsr group including natursl, sdoptied or stapchild(ren)
« (Child(ren) Only cowerage i available for children up to age 26 or 29 depending on the employer Qroup Coverage.
« There are addtioral elgibdlity requirements for dependents pending adoption, for which you are the legal

guardian, and/or a dsabled dependent who is over the maximum dependent age. Plaase contact your Group
Administrator for the appropriate form.

e are required to ask for your sodial security number in onder to meat our reporting obiigations under the Afordabls
Care ALt

* There is additional informabion needed if eligible for Medicare due 1o ESRD, Please contad your Groug Admanistrator for
the appropriate farm.

A separate Adult DEabled Dependent application form & réguired for applicable dependents. Pleate COMBD your Group
Administrator for the appropriate forms.

Section 6: Other coverage information (Required)
Please indude atcurate information in this section. This could affect the processing of your application and/or ¢laims.

Section 7: Release
Subscriber Signature and date are réguired in this Section. The subscriber must Sign the application prior to o within 30
darys of the effactive date or Qualifying event date.

APP-3%2 (0723) E Mid/Large Group

Fage 4




How to Access the Enroliment
Inquiry & Support Dashboard
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Visit www.excellusbcbs.com

Click “Login/Register”

Excellus

Find a Plan -~

How it Works -

Home

Find a Doctor ~

@ Need care? Understand your care options and find the right doctor for you.

Explore Your Benefits

Log in to your account 24/7.
|

Download Our Mobile App

4i

Q

Explore Your

: Plans for Everyone
Benefits Y

——— Ih. '
--.

Meet Our Medical
Directors

Fd

Members Medicare Members Employers Brokers Providers

Q Search

? GetHelp Login/Register

Health and Wellness -~

Ranked Among
Best Employers

Excellus (



Brokers

Excellus

Home Enroll & Update -

BIg Savings on
Prescription Drugs

Learn how Heritage Christian Services, Inc. saved $105,207
in prescription drug costs with Pharmacy Concierge.

|

Big Savings on
Prescription Drugs

Click “Get Help” in the
top right-hand corner

a bullwinkle | Account Set\ngs | Log Out

Q  Search 7?7 GetHelp

Y

Compare Plans -~ Hesources -~

Billing

Commissions & Reporting ~

| ——

-

-?

2024 Small Group
Open Enroliment

2024 Large Group
Open Enroliment

Excellus ( 11



Click “Enrollment Inquiry &

Support Tool i bullwinkle | Account Seitings | Log Out

E:-'{EE]_IHE @@ Brokers Q4 Search 7 Get Help

Hame E el & Ulpclate Lompane Plans

Brokers » Contact Us

Contact Us

Emall Phone Mall

Follow these links 1o septl 4 private, Secure message 1o us. Our repredentatives will respond within four business days. If you need an immediate response, phease call by telephone.

(D Log in and use the Enroliment & Inquiry Support tool to send all inquirkes to our Enroliment team. S50 encryption ensures that the information transmitted remaing secure.
(I} Check Out Our Process for Ennaliment Inquiry & Support [

If you do not have a login today, it's easy 10 request one:

* G0 {0 broker.excefiusbcbs com/registration

« Select the appropriate oplion
o Complete all fields: clck “Submit’

Excellus ( 12



To access a tip, click “"Enrollment Inquiry & Support

Mome Enrall & Update ~ Compare Plans -~ i ng Commessons & Reportng

Brokers » Contact Us

G ENROLLMENT INQUIRY
. SUPPORT TOOL PROCESS

Follow these links 1o send 3 private, secure message to us. Ouy

Enrolbmant Inguiry & Suppon Tood
(D Log in and use the Enroliment & Inquiry Support toofto send all inquiries to our Enroliment team. SSL encryption endunes that t Tigs on how to use the process
The porpdme of tha ing & 1D soeTers ol youl elgixbly meertenarce regueifs, errndrmest ngure,
m{hﬁkﬂutﬂurPrmﬂlhrfﬁmﬁnﬁnuumiuﬂpmﬂﬁ_ EellangfreCOn dation rechariey, and other suDDors regueatn By sberetieg oo BoLnes 80 LIS v
Ou3 1o, they @@ #oCwrely Vandmeied GeeCly 1o T Fe2ued] Manair™er? Tyikiem et 4 staoed 1o
I you do not hive 3 login 1oday, ITS Sasy 10 MeqUEST one: — RAsn i [ DDREs 1eQueils withen o Eregfmend Gegarirmen]
¢ GO 1o broker.excellusbebs comiregisiration
» Select the appropriate oplion
: Sestuirily
5 cqmFIEtEi"“emT..I:HkLSUhmu Hong vl Faifpihl | § a1 i e i [ - i " CrT By Tires wadlycr Ty ariTn r 1 J o . f
¥ '.I.M FE{ILIEE'I er“mphlﬂ m:m‘-z;'q'a hﬂ"l-'rﬁ- JEfn iLilE ol " I-.Il' F ol Tl I o kil W [ = I'.‘ ! gl s e Sl L e "-.r" . Nil” ™ Wiy L
g Wi [T | e B Pl TRl P i I r A L d 1} 1 i T Ll i
araple F
o General Broker Inquiries " N S Fonn -
) W TR LOFTENON TR Ior . meRETy sl 0 B | Gl W eedrae N weesor W ety el B (P Cmaen Nu
« Add or Remove Group Numbers for Online Enroliment & Bifling el e A ing Tty nes SPniTacts 80l maTier EXNTONE W Y Fatng torfrEt (fargEn ferreattri b
s Preserintion Diue Heln Deck Al ECHOE i [ DS T OGO P o o cegseed hasn it D cormpered
I el G Alln L ERE Daans relereros e Setoates Paorpm T Ve e eoLle 5 oot T aowptaor
b my! Fam
Attachmants
W__H-“mﬂﬂﬂﬁ“# B DRCR ) T G P BT DhIDR
r----.-"i-_l'-'— A o R S, T fe ot -.':_—.'nlr'--t'-a-pl.rl.-.'-'-u-.l...'-r_.- s ‘.'a-;'-l—.i.:.'l.'Ell!-ll;'lEH.-l".-lll'.__ o ET=

Excellus ( 13



Creating a New Case
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The Dashboard can be used to locate previously submitted cases and create new requests.

To Create a

New Case \

The system
automatically
defaults to 90 days.
These dates can be
changed to access
previously
submitted cases
beyond 90 days.

Home Enroll & Uipdate - Compare Flans - Biiling Commissions & Reporting -

Brokers » ContactUs » Encollment Inquiry & Support

Enrollment Inquiry & Support

DASHBOARD by

i you hive any quedlicns refarding your Chie, pléage Contadt your dedicated Account Serndé Contulant.

4+ Create New Case

My Cases
From To
Shedy | 10 - #RLries Gearch ¢ n 3
4
REASON DATE LAST
FOR SIBMITTED: UFDATED GROUIF HUESCRIGER
CASEID & INCUIEY & ACTION HEEDED = = DATES LROUP HUMEERTS] PEAME PAME =
Grove b

RESOUIOES

TIP:
The Status is in real
time. If you would like
to refresh, click the
blue “Search” button.

Use the Search bar to
enter keywords.

Excellus ( 15



Below is the form that will appear after clicking “+ Create a New Case” you will be
brought to this page. Fill out the required fields (*).

| T Fnmgn = L 5 B L ] . an | LT L] = ¥ it s
Fxieellus l-*':lﬂ:__s Hme Enrol & Update - Compare Plans Bhllirygg Commissions & Reporting -~ Resources -

FORM

€ Return to Previous Page

* Reginired Elelds

Please provide as much informatkon a5 you can (hen click “Agrée and Submit at the bottom of the fonm, W protedt thi privady of your message with 550 Encryplion (2

Your Nama *
E
Your Phone * Extanslon [:1"
PFhare MumbBér L =]
Your Emall #
(]
Your Bole *

Group Administrator Broker of Rocord

Case For *

Individual Market | Employer Group Market

Market Segment *
Pleaze Sehect-

Excellus ( 16



Case For: Employer Group Market

Select Your Role option based on your applicable
role as either the Group Administrator or Broker of
Record

In the Case For field select Employer Group
Market.

In the Market Segment field select either
“‘Commercial Group Health Insurance™ or
“Medicare Employer/Union Group Health Plan”

NOTE: In the Case For field Individual Market is
for direct pay plans only. Employer groups should
not be using this option. It is an option for our
Brokers of Record when enrolling through the
Exchange. In these instances, the option to select
under Market Segment would be Qualified Health
Plan Individual & Family Health Insurance

Your Role *

Group Administrator Broker of Record
Case For *

Individual Market Employer Group Market
Market Segment *

Commercial Group Health Insurance

-Please Select-

Qualified Health Plan Individual & Family Health Insurance

Commercial Group Health Insurance

Medicare Employer/Union Group Health Plan

Group Nnumper(s) -

Excellus ( 17



Market Segment:
Commercial Group Health Insurance

Fxeellus '?H Home Enroll & Update - Lompane Fuens - Balling Commissions & Reporting - Resources -

rour ema

chinmay. joshi@excellus.com Ex

Your Role *

Then select the Reason for

Group Administrator © Broker of Record

Market Segment *

Inquiry from the

Case For *
Select Individual Market © Employer Group Market c:IrDI-'JdDwn. Commercial Group Health Insurance
. Raquest s relateq o CLommercal Laroup Hasith |
CommerCIaI — Market Segment * e | '
Group Health Please Select
Insurance O —— Reason for Inquiry *
Action Needed *
Under Market Pleass Salect -F'EE'I.:I"__‘-E' Eef,:_.:[_ @ View D-E't._=|.|3
Segment -
g Group Number(s) * I Please Select-
Eligibility Maintenance
Billing and Reconciliation
Group Number not listed @ HE’E[LIEST D Card
subscriber First Name Subscriber Last Name
Subscriber First Mame Ex Subscriber Last Name (1]

Excellus ( 18



Commercial Group Health Insurance

Reason for Inquiry:
Eligibility Maintenance
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Action Needed: Add new subscriber/policyholder

Reason for Inquiry *

E'glt;-:_'i[:, Maintenance

search Group Numbei

ENter Group NuUmobetr

Subscriber First Name * @

g L By e =
SUDSCTIDEN FIFSt Naime

Plan(s)

| Medical

| Dental

'RX Only

| Vision

- - — e [ Ay e —
=] B [; LY T - i "1 f E T
I LML D L _I!ﬁ ] = Lk i ':I L] A AT }'\. 'k

@ View Details

Subscriber Last Name *

Action Effective Date *

MM-DD-YYYY

r‘lﬂllil rl. 1. 2 L :} Y -__I,.--.T.- ...

MM-DD-YYYY

MM-DD-YYYY

Action Needed *

=
-.I|| -
-

a-!-

ii13

per Last Name

If the group number does not appear in the listing,
manually add it under “Group Number not listed.”
| Ability to add up to four (4) group numbers.

Group Number not listed @ Il

Group Name
Effective Date
Subscriber DOB
Plan Selection
Subgroup

Dependent Information
* Dependent Name

* Dependent Gender
* Dependent DOB

The Action Needed requires these elements when filling
out the paper Enrollment Application being attached:

Group Number

Subscriber Name

Subscriber Gender

Class

Qualifying Event

Relationship

Other Coverage Information
(If applicable)

Group Administrator
Signature

Subscriber Signature

Excellus ( 20



Action Needed: Add or change coverage for a dependent

Reason for Inquiry * Action Needed *

Eligibility Maintenance G) view Details Add or change coverage for a dependent
Group Number(s) * ®

Search Gre -_||_ MNUMDe|

Group Number not listed @

C 10| IMOEe

[ | ML

Subscriber First Name * @ Subscriber Last Name * Action Effective Date *

Subscriber First Name W Subscriber Last Name

The Action Needed requires these elements when filling out the

Subscriber ID * paper Enrollment Application being attached:
Subscriber ID Effective Date Reason for Adding
Each individual may have one or more subscriber 1Ds related to a medical, dental or visio SUbSCFiber |nf0rmﬂti0n Dependent |nf0rmati0n (Unl}’
required to list dependent being
Dependent First Name * Dependent Last Name *
added)

Dependent First Name I Dependent Last Name

Group Administrator Signature | Subscriber Signature
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Action Needed: Reinstate or re-enroll a cancelled/termed policy

Reason for Inquiry * Action Needed *

Eligibility Maintenance (&) View Details Reinstate or re-enroll a cancelled/termed polic @

Group Number(s) *

= = | ™ = Bl e s
S>Eal LIl Glroup NUImoey

Group Number not listed @

Enter Group Number

o Mumber (8 digits) OR Group Number with Sul group (1 2 gits). Click + icon for additional entries
Subscriber First Name Subscriber Last Name
SUbscriper Hrst Name N Subscriber Last Name A
Plani(s) Action Effective Date *
- Medical MM-DD-YYYY &
R = The Action Needed requires these elements when filling
MM-DD-YYYY & . . _
out the paper Enrollment Application being attached:
| RX Only AAA- TNV s . . . e s
obiiss oo 4 - Group Administrator Signature Qualifying Event
() vision MM-DD-YYYY @ Subscriber ID or Name Effective Date

Group Name Group Number
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Action Needed: Cancel/terminate a subscriber/policyholder

Reason for Inquiry * Action Needed *

Eligibility Maintenance (& View Details incel/terminate a sul De \ e

Group Number(s) *

subscriber First Name Subscriber Last Name

subscriber First Name - ibscriber Last Name The Action Needed requires these elements when filling
out the paper Enrollment Application being attached:

Action Effective Date *

Group Name or Number Cancel Effective Date

Subscriber SSN or ID Subscriber Name

I'll.l. _I"I P

Subscriber ID *

Group Administrator Signature

SUDSCriper

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber I1D(s) for the same individual,
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Action Needed: Cancel/terminate a dependent

Reason for Inquiry * Action Needed *

Eligibility Maintenance - | @ View Details Cancel/terminate a dependent

Group Number(s) *

Search Group Number

Group Number not listed @
Enter Group Numbper
aroup Number (8 digits) OR Group Number with Subgroup (12 digits). Cick + icon for additional entries
Subscriber First Name * @ Subscriber Last Name * Action Effective Date *
Subscriber First Name Subpscriber Last Name MM-DD-YYYY &8
Subscriber ID * . . 1
| The Action Needed requires these elements when filling
subscriber 1D out the paper Enrollment Application being attached:
Each individual may have one or mare subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional sut] Effective Date Reason for Terming
_ Subscriber Information Dependent Information (only
Dependent First Name * Dependent Last Name * : . :
required to list dependent being
Dependent First Name Dependent Last Name termed)
Subscriber Signature
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Action Needed: Update demographic data for an existing member

Reason for Inquiry * Action Needed *

Eligibility Maintenance (® View Details pdate demographic data for an existing member @

Group Number(s) *

Search Group Numbe;
Group Number not listed @
il i The Action Needed requires these elements when filling out
the paper Enrollment Application being attached:
Subscriber First Name Subscriber Last Name Address Ehange New aclidress _
Subscriber Information
Subscriber First Name I Subscriber Last Name -
Subscriber Name Subscriber Information (including
Action Effective Date * Change name change)
MM-DD-YYYY = Dependent Name Subscriber Information
Change Dependent Information (including
subscriber ID * name change)
Subscriber ID Birth Date Changes Subscriber Information (if applicable)
— _ | - —— Dependent Information (if applicable)
Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to ¢
Gender Changes Subscriber Information (if applicable)
Dependent Information (if applicable)

Excellus ( 25



Action Needed: Move to COBRA

Reason for Inquiry * Action Needed *

Eligibility Maintenance @ View Details Move to COBRA

Group Number(s) *

i - 1 . | 1 - -
S2drCn Group NUmoDer

Group Number not listed @
Enter Group MNumbe
i B digits) OR G ner uDgr | 2N TO! It . . -
The Action Needed requires these elements when filling
T i b e out the paper Enrollment Application being attached:
Subscriber First Name ' Subscriber Last Name Group Administrator Signature | Subscriber Signature
R — Effective Date Subscriber ID or Name
MM-DD-YYYY = Group Name or Number Subgroup
Class
Subscriber ID *

Subscrioer 1D

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Action Needed: Add multiple new members to the same employer

Reason for Inquiry *

Eligibility Maintenance @) View Details

Group Number(s) *

" L) ™ & N .
SedrC AFOUPD MUuMmoel

Group Number not listed @

Application needed for
each member being

added to the same
employer group.

Action Needed *

The Action Needed requires these elements when filling
out the paper Enrollment Application being attached:

Group Name

Group I\l%lmber

Effective Date

Subscriber Name

! Subscriber DOB

Subscriber Gender

Plan Selection

Class

Subgroup

Qualifying Event

Dependent Information
* Dependent Name

* Dependent Gender
* Dependent DOB

Other Coverage Information
(If applicable)

Relationship

Group Administrator Signature

Subscriber Signature
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Action Needed: Update multiple members of the same employer

Reason for Inquiry * Action Needed *

m

ligibility Maintenance () View Details Update muitiple members of the same employer

&

Group Number(s) *

Search Group Numbei Note: Please fill out
all fields that

iInclude *
Group Number not listed @

Fnter G:'_:;I_li,'_“! Number

- o B o iy B o T i [ G N T S W Ty Mg " N o Rpp— 4 ) B =i = e e —— - . J—
aroup Number (8 digits) OR Group Number with Subgroup (12 aigits). Click + icon Tor aaditional entries

Required fields depend on what
needs to be updated
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Action Needed: Cancel/terminate multiple members of the same employer

Reason for Inquiry * Action Needed *

Eiiglb:iit}" Maintenance IE:]I Jiew Details _ancel/terminate muitipie members of the same employer

Group Number(s) *

The Action Needed requires these elements when filling
out the paper Enrollment Application or the cancellation
worksheet being attached as long as all from same group:

For each member being

Group Name or Number
canceled from the same

Cancel Effective Date
Subscriber SSN or ID Subscriber Name

employer group

Group Administrator Signature

Excellus ( 29



Action Needed: Change plan

Reason for Inquiry * Action Needed *

Eligibility Maintenance (i) View Details

Group Number(s) *

n ol " ATTT: o1,
0L Wl DU Py MUl

Group Number not listed @

Enter Grougp Numbe

[ § I ] L [::!-}

Subscriber First Name Subscriber Last Name The Action Needed requires these elements when filling

out the paper Enrollment Application being attached:
Action Effective Date * Group Administrator Signature | Subscriber Signature

sl e & Effective Date Subscriber ID or Name
subscriber ID * Group Name or Number

Subscriber L)

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.
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Action Needed: | need help with something else

Reason for Inquiry * Action Needed *

Ellglh:ht}" r"i'1|_:”]1|.[|:‘_'|'-'la.'|lrl::' I:E] View EE":-EH'E sard he I arit comething else

Group Number(s) *

Search Group Number

Group Number not listed @
Enter Group Number
emier A == i - : Note: Please fill
_ out all fields that
Subscriber First Name Subscriber Last Name I include *
Subscriber First Name | Subscriber Last Name |

-

-
-
1
=
—
-
-

Subscriber ID *

' i [ e | &
SUDSCHIoDer 1

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Commercial Group Health Insurance

Reason for Inquiry:
Billing and Reconciliation
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Action Needed: Question on my invoice

Reason for Inquiry * Action Needed *

Billing and Reconciliation (@) View Details

Group Number(s) *

searcn Group Number [:?

Group Number not listed @
tnter Group Numbe Note: Please fill
[yl g RG I with | i t .
out all fields that
- *
include
Subscriber First Name Subscriber Last Name
Subscriber First Name I Supscnober Last Name I
Billing Month * Billing Year *
MM YYYY
Subscriber ID
Ssubscriber 1D

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber I1D(s) for the same individual.
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Action Needed: Correct a payment allocation

Reason for Inquiry * Action Needed *

Billing and Reconciliation &) View Details rrecl

. . - -
—— | = 1
4 i L}

Group Number(s) * '{]j

Search Group Number

Group Number not listed @
enter Group Number

Note: Please fill

||
- 4
[
e

—
o

out all fields that

- *
Subscriber First Name Subscriber Last Name II"ICILIdE'

SUDSCrIDer First Name | sUDSCrHDer Last Name W

Payment Date * Payment Amount

MM-DD-YYYY B 3

Subscriber ID

Subscriber ID

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Action Needed: Request a refund

Reason for Inquiry * Action Needed *

Billing ana Reconciliation * (@) View Details Request a refund

Group Number(s) *

Search Group Number

Group Number not listed @ + .
. Note: Please fill

Enter Group Number

out all fields that
include *

Subscriber First Name Subscriber Last Name

Subscriber First Name | Subscriber Last Name !

Subscriber ID

Supscriper 1D

Each individual may have one or more subscriber |Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Action Needed: Request a copy of an invoice

Reason for Inquiry * Action Needed *

Billing ana Reconciliation (D View Details

Group Number(s) *

search Group Number

Group Number not listed @

Enter Group Number

Note: Please fill

Group Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entrie: )
out all fields that
e - include *

Subscriber First Name Subscriber Last Name

Subscriper First Name X SUupbscrnper Last Name |
Billing Month * Billing Year *

M M YYYY
Subscriber ID

FMoer 1Ly

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Action Needed: Request a rebill

Reason for Inquiry * Action Needed *
Billing and Reconciliation (&) View Detalls Request a reb
Group Number(s) * [

= B &

Search Group Number

Group Number not listed @

—— - _ | _ | , Note: Please fill
aroup Number (B aigits) OR Group Number with Subgroup (12 gigits). Click + icon for additional entries
out all fields that
o - include *

Subscriber First Name Subscriber Last Name

Subscriber First Name ! Subscriber Last Name I
Billing Month * Billing Year *

hA M YYYY
Subscriber 1D

subscrinoer 1D

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Commercial Group Health Insurance

Reason for Inquiry:
Request Member ID Card
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Action Needed: Request an ID Card

Reason for Inquiry * Action Needed *

Request ID Card ® View Details Request an I

Group Number(s) *

Search Group Number

Group Number not listed @ Note: Please fill
b e out all fields that
\ber (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries include *
Subscriber First Name Subscriber Last Name
Subscriber First Name I subscriber Last Name !
Subscriber ID

Subscriber 1D

Each individual may have one or more subscriber |Ds related to a medical. dental or vision policy. Click + icon to add additional subscriber ID(s) for the same Individual
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Market Segment:

Fxcellus G0

Tour Ema

chinmay joshi@excellus oo

Youwr Role *

Group Administrator © Broker of Record

Case For *

Individual Market © Employer Group Market

Select
Medicare
Employer/Union
Group Health
Plan under
Market
Segment

Market Segment *

Commercial Group Health Insurance

r=—p Medicare Employer/Unicn Groug

= AT

Group Number({s) *

Group Number not listed @

Subscriber First Name

Subscriber First Name

Home Enrodl & Update -

Select the Reason for

Compare Mans - Billing

Inquiry from the

dropdown.

LEr Ve LIeLny -

Subscriber Last Name

A BsEnLer Last Name

Action Needed *

Medicare Employer/Union Group Health Plan

Commissions & Reporting -

Medicare Employer/Union Group Health Plan

I.I|.|.|.| .|||. (= 'II

Reason for Inquiry *

-Please Select-

[-:r.-'a' Illl.|:r||.::'r

Eligibility Maintenance

Billing and Reconciliation

LT LT 'G":'Elp TYOTTILCT
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Medicare Employer / Union Group

Reason for Inquiry:
Eligibility Maintenance
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Action Needed: Add new subscriber/policyholder

Reason for Inquiry * Action Needed *

Eligibility Maintenance @ View Details

Group Number(s) *

»2drch Group Numabper

The Action Needed requires these elements when filling

Group Number not listed @ out the paper Enrollment Application being attached:
.;-.-'_:.. Grouc .“n, ,:'|':'.:-r” | | | GI'IDLIF.I NamE GrDup Number
aroup Number (B igits) OR Group Number with Subgroup (12 digits). Click + icon tor agditional entries
Effective Date Subscriber Name
Subscriber First Name * @ Subscriber Last Name * Su bSEI‘ibEI’ DOBR Su bSEI‘ibEF GEI"IdEI'
e ; i e i Plan Selection Class
Plan(s) Action Effective Date * Subgroup Qualifying Event
M MM-DD-YYY & Dependent Information Relationship
* Dependent Name
RX Only MM-DD-YYYY & * Dependent Gender
* Dependent DOB
Other Coverage Information Group Administrator Signature
(If applicable)
Subscriber Signature

Excellus ( 42



Action Needed: Reinstate or re-enroll a cancelled/termed policy

Reason for Inquiry * Action Needed *

Eligibility Maintenance (D View Details

Group Number(s) *

Search G be [
Group Number not listed @
Ente LI mbei
Subscriber First Name subscriber Last Name
scriber First Name subscriber Last Name I
- AR I The Action Needed requires these elements when filling
Medical e .. i
Coas MM-DD-YYY & out the paper Enrollment Application being attached:
RX Only MM-DD-YYYY B Group Administrator Signature Qualifying Event
_ Subscriber ID or Name Effective Date
Subscriber 1D
S Group Name Group Number

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Action Needed: Cancel/terminate a subscriber/policyholder

Reason for Inquiry * Action Needed *

Eligibility Maintenance - (3) View Details ancel/terminate a sybscriben ynolael

Group Number(s) *

search Group Number

Group Number not listed @

= r= = g A Taal = o
L- .I:«.- I'\_1- .-.Lli.. I.\"I -t -I -.I:«?I

aroup Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries
Subscriber First Name Subscriber Last Name . ; rre
The Action Needed requires these elements when filling
subscriber First Name ! subscriber Last Name . . .
out the paper Enrollment Application being attached:
Action Effective Date * Group Name or Number Cancel Effective Date
e & Subscriber SSN or ID Subscriber Name
Subscriber 1D Group Administrator Signature

..F . F 'I

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Action Needed: Update demographic data for an existing member

Reason for Inquiry * Action Needed *

Eligioility Maintenance G) View Details e de : ita for an e

Group Number(s) *

cll iLA a0 LHIL] .

&
Group Number not listed @
| The Action Needed requires these elements when filling out
the paper Enrollment Application being attached:

Subscriber First Name Subscriber Last Name Address ChEI’IgE New addres.s

riber First Name Subscriber Last Name ! Subscriber Information
Action Effective Date * Subscriber Name Subscriber Information (including

s Change name change)

| Dependent Name Subscriber Information

Subscriber ID

Change Dependent Information (including
name change)

Each individual may have one or more subscriber |Ds related to a medical, dental or vision pol Birth Date Changes SUhSEI‘ihEF |I"IfDI'I'I'IEtiDI‘I {if applicahle}

Dependent Information (if applicable)

Gender Changes Subscriber Information (if applicable)
Dependent Information (if applicable)
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Action Needed: Add multiple new members to the same employer

Reason for Inquiry *

Eligibility Maintenance

Group Number(s) *

arch Group Number

Group Number not listed @

& View Details

Action Needed *

= ]

Note: Please fill
out all fields that

include *
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Action Needed:

Reason for Inquiry *

Eligibility Maintenance

Group Number(s) *

Update multiple members of the same employer

(&) View Details

Action Needed *

=

Note: Please fill

out all fields that
include *

Excellus ( 47



Action Needed: Change plan

Reason for Inquiry * Action Needed *

Eligibility Maintenance (i) View Details NKE

Group Number{s) * @

hedarch Group Number

Group Number not listed @

-.l r --' l'.' | 4 r
cnier Group Numabe

-\.i:_l"'::.._._. "_ T

i W UL DR L T2 DS

The Action Needed requires these elements when filling

subscriber First Name Subscriber Last Name

out the paper Enrollment Application being attached:

- ! [ [ " - ! 1 T | 4 k 1
uoscrinoer First Name il ioscriber Last Name

Group Administrator Signature Subscriber Signature
i Effective Date Subscriber ID or Name
MM-DD-YYY) &
Group Name or Number
Subscriber ID

= 1= - . . e
. _i'_.lll el |

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Action Needed: | need help with something else

Reason for Inquiry * Action Needed *

Eligibility Maintenance G) View Details need help wit mething else

Group Number(s) *

L = i
2l LY Sal Ly i LAFTHLET

Group Number not listed @ b

-_— —

Enter Group Number

Group Mumber (8 digits) OR Group Number with Subgroup (1.2 digits), Click + icon for additional entrie NDtE: PIE‘EEE f|"
out all fields that
Subscriber First Name Subscriber Last Name ‘ *
include
Subscriber First Name ! sUupscriper Last Name I

Action Effective Date *

Subscriber ID

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID{s) for the same individual.
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Medicare Employer / Union Group

Reason for Inquiry:
Billing and Reconciliation
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Action Needed: Question on my invoice

Reason for Inquiry * Action Needed *

Billing and Reconciliation (3) View Details LUES

Group Number(s) *

Enter Group Number

roup Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for agditional entrie N'DtE: PIEEEE fl"

out all fields that
include *

Subscriber First Name Subscriber Last Name

1 I R
Subscnber First |

- =R i B "
wal fie SUUSENEEN LasL iNallile

Billing Month * Billing Year *

MM YYYY

Subscriber ID

™5

subscriber

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber ID{s) for the same individual.
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Action Needed: Correct a payment allocation

Reason for Inquiry * Action Needed *

Billing and Reconciliation ® View Details Correct 2 payment 2

Group Number(s) *

Aearch Group Numbper [:E,

Group Number not listed @
C | Ll Ume| ]
roup Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries NDtE: PIEESE fl"
out all fields that
subscriber First Name Subscriber Last Name il"ICILIdE ’
subscriber First Name I Subscriber Last Name "
Payment Date * Payment Amount
MM-DD-YYYY B $
Subscriber ID

Subscrioer ID

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.
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Action Needed: Request a refund

Reason for Inquiry * Action Needed *

Billing and Reconciliation (L) View Details Request a ref)

Group Number(s) *

Srew Numir S0t et Note: Please fill
et st out all fields that
p Number (8 gigits) OR Group Number with Subgroup (1.2 gigits) k + icon for additional entries .
include *
Subscriber First Name Subscriber Last Name
Subscriber First Name 1| Subscriber Last Name i
Subscriber ID

-
criger 1L

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D{s) for the same individual
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Submitting a Case
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Submitting a Case

Attach files if
needed based
on the
information

provided under
Table of Forms
section.

Attach Files Below

Click “Select”™ to browse and add your documentation. Accepted file types: .pdf. .doc. .docx, jpeg. .xls, .tiff

Documents Attached *
D Yes

Attached Document * @

Additional Details

Agree and Submit

‘ celect ‘

Cancel ‘

When finished, click

“Agree and Submit”

Printing a
copy of

request is

i ‘ available.

Excellus




Submitting a Case

4 bullwinkle Account Settings | Log Out

Excellus @@ Brokers Q, search 7 Get Help

Home Enroll & Update -~ Compare Plans - Billeng Commissions & Reporting - Resouroes -

Brokers » Contact Us E!".I"Nll'l"l-&'l"l!ll'ﬂ}l..lll’:ll'-ﬂ- E-LIFIF-S:-I'[ . .
This is where you can locate the Case ID.

Enrollment Inquiry & Support WARNING:

Clicking the refresh button

Your case has been submitted successfully. Your case |D (s ENR-149001. If you have any guestions regardin ur case, please contact your dedicated I
Account Service Consultant k ; i [:;ﬂ o = L ity i 3 i at thE tﬂp ﬂf thE page w'"
create duplicates. To see
DASHEOARD

the updates in the
Enrolilment Inquiry &

Support dashboard, click

the “Search” button.

If you have any questions regarding your case, please contadt your dedicated Account Senice Consultant,

My Cases
From To
03-16-2024 | 06-14-2024 L1 Search -
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NOTES:
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