4" ALLEGIANCE

LiFE & HEALTH INSURANCE COMPANY, INC

Request for Enrollment Change

Employee Information (required)

U Name Change — If your name has changed, please indicate Y OUR PRIOR U Add Dependent
name so we can correctly identify you: O Drop Dependent (complete waiver section)
U Drop Coverage (complete waiver section)
Prior Name:
Employer Name Policy/Group Number Effective Date of Change Division
Employee Last Name Employee First Name Social Security Number Phone Number

Address City State Zip E-mail Address

Change My Enrollment AsIndicated Below

. . . Date of . . Resides With
Last Name, First Name Gender Social Security _ Relationship Employee
Number Birth To Employee
YES / NO
Reason For Add/ Change (indicate below) Dateof Event  Reason for Drop (indicate below) Date of Event
Newborn DOB Divorceor Legal Separation (circle one)
Adoption / Court Order (attach proof) In Anticipation of Divorce
Marriage (date of Marriage required) Other:
Loss of Other Coverage Ineligible Dependent
Reason for loss: Reason:
(You must provide a Certificate of Creditable Coverage) (If waiving cover age, complete waiver section)
Eligible Dependent means a spouse, an unmarried child under the age of 25 who is either anatural child, stepchild, legally adopted child, or a child placed with the
applicant for adoption, and who is not currently enrolled in any other individual health insurance or group health plan, or is eligible for coverage as an employee under a
group health plan.

Other Insurance Information & Creditable Coverage Information Required

Do you or your enrolled family membershave any OTHER coverage? (That you will keep in addition to this coverage.) AYES O NO
* |F Yes, please give name of each person covered, the other Plan Name, Address and Phone Number:

Please include a copy of your Certificate of Creditable Coverage from your prior employer/carrier showing the effective date and termination date,
if applicable. *

| understand that providing false, incomplete, inaccurate, or incorrect information to any of the questions above may be considered insurance fraud and may
result in denial or cancellation of coverage.

Employee Signatur e (required) Date (required)

Employer Signatur e (required) Date (required)
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Health Coverage Waiver Form
(Complete Waiver only if you are waiving cover age for yourself & / or any dependent)
Employer Name Policy Number

Employee Name (LAST) (FIRST) (INITIAL) Sacial Security Number

| declineto enroll in health coverage for
O Mysdf O MySpouse O My Dependent Child/Children (please list)

Reason for waiver: O the existence of other coverage (Plan Name)
O other reason (explain)

| understand that this waiver of coverage may affect the ability of each person listed above to obtain coverage at a later date. Specifically, except during applicable “ Special
Enrollment Periods’, each person listed above may be considered to be a Late Enrollee, and subjected to an exclusionary period of up to eighteen (18) months for any pre-
existing condition, as that term is defined by Federal Law (HIPAA).

Employee's Signature Date Spouse’s Signature (if waiving) Date

|
Statement of HIPAA Portability Rights
Pre-existing condition exclusions. Some group health plansrestrict coverage for medical conditions present before an individual’ senrollment. These
restrictions are known as* pre-existing condition exclusions.” A pre-existing condition exclusion can apply only to conditions for which medical advice,
diagnosis, care, or treatment was recommended or received within aspecified period of time before your “ enrollment date.” 'Y our enrollment dateisyour
first day of coverage under the plan, or, if thereisawaiting period, the first day of your waiting period. In addition, a pre-existing condition exclusion
cannot last for more than 12 months after your enrollment date (in some cases, 18 months if you are alate enrollee). Finally, a pre-existing condition
exclusion cannot apply to pregnancy or genetic information and cannot apply to a child who is enrolled in health coverage within 31 days after birth,
adoption, or placement for adoption.
If a plan imposes a pre-existing condition exclusion, the length of the exclusion must be reduced by the amount of your prior creditable coverage.
Creditable coverageincludes: agroup health plan, COBRA continuation coverage, health insurance coverage, Medicare, Medicaid, coverageunder Title
10, Chapter 55, United States Code (Tricare), Montana Comprehensive Health Association, ahealth plan offered under Title 5, chapter 89 of the United
States Code (Federal Government Plan), State Children’ s Health Insurance Program (SCHIP), coverage through ahigh-risk pool in any state, the Peace
Corps, amedical program of Indian health service or tribal organization, foreign nationalized healthcare coverage, and apublic health plan. If you do not
receive a certificate for past coverage, talk to your new plan administrator.
Y ou can add up any creditable coverage you have. However, if at any time you went for 63 days from the date the Certificate of Creditable Coveragewas
issued or more without any coverage (called a break in coverage) a plan may not have to count the coverage you had before the break.
Right to get special enrollment in another plan. Under HIPAA, if you lose your group health plan coverage, you may be ableto get into another group
health plan for which you are eligible (such as a spouse’s plan), even if the plan generally does not accept late enrollees, if you request enrollment
according to the Specia Enrollment provisions of your plan (usually within 30 or 60 days). (Additional special enrollment rights are triggered by
marriage, birth, adoption, and placement for adoption.)
- Therefore, once your coverage ends, if you are eligiblefor coverage in another plan (such as a spouse’s plan), you should request special
enrollment as soon as possible.
You or your eligible dependents may also have special enrollment rightsin this Plan as a result of:
- The loss of digibility for coverage under Medicaid or a state sponsored Children’s Health Insurance Program (CHIP) if request for
enrollment is made within 60 days after loss of such coverage, or
- Becoming eligible for a premium subsidy from either Medicaid or CHIP for coverage under this Plan, if request for enrollment is made
within 60 days after the date of the Determination Letter advising of the eligibility for the premium subsidy, issued by either Medicaid or
CHIP. Y ou should consult with your local Medicaid or CHIP office regarding rights to the premium subsidy.
Prohibition against discrimination based on a health factor. Under HIPAA, agroup health plan may not keep you (or your dependents) out of the plan
based on anything related to your health. Also, agroup health plan may not charge you (or your dependents) morefor coverage, based on hedth, thanthe
amount charged asimilarly situated individual .
Right toindividual health coverage. Under HIPAA, if you arean “eligibleindividual,” you have aright to buy certain individual health policies(orin
some states, to buy coverage through a high-risk pool) without a pre-existing condition exclusion. To be an dligible individual, you must meet the
following requirements:
- You have had coverage for at least 18 months without a break in coverage of 63 days or more;
- Y our most recent coverage was under a group health plan;
- Your group coverage was not terminated because of fraud or nonpayment of premiums;
- You are not eligible for COBRA continuation coverage or you have exhausted your COBRA benefits (or continuation coverage under asimilar state
provision); and
- You are not eligible for another group health plan, Medicare, or Medicaid, and do not have any other health insurance coverage.
The right to buy individua coverage is the same whether you are laid off, fired, or quit your job.
- Therefore, if you areinterested in obtaining individual coverage and you meet the other criteriato be an eligibleindividual, you should apply
for this coverage as soon as possible to avoid losing your eligible individual status due to a 63-day break.
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