RETIREE
GUIDE TO FY 2014

OPEN ENROLLMENT
PERIOD

This year’s Open Enrollment period begins on May 9, 2013 and ends May
24,2013. During this time, you may change your health insurance
coverage.




Open Enroliment Guide

What do | do if I’'m satisfied
with my current benefit plan
choices?

If you are satisfied with your current plans, you need do nothing more!

If I want to make a change,
what benefit plan choices can
I make during Open

Health Insurance Plans:
[l Options to enroll, change, or drop your healthcare coverage.
[J 3 Plans available in FY 2014 with individual, Retiree + 1, and Family

Enrollment? coverage options:
1. Kaiser HMO
2. United Healthcare Choice Plan (HMO)
3. United Healthcare Choice Plus Plan (PPO)
Note: Effective July 1, 2013, the Kaiser POS plan will no longer be available.
Note: If you will attain age 65 in 2013 please contact the Benefits Team at
703-746-3777 for details regarding the Kaiser Medicare Plus Plan or other
post-65 options. The plan year for this plan runs January 1* through
December 31°.
What should I do if ’'m [J Review the packet you received by mail from HR that includes a letter,
considering a change to my the Guide to FY 2014 Open Enrollment, and benefit enrollment forms.
benefits plan? [ Plan to visit one of the 11 on-site meetings scheduled to be held

throughout the City during Open Enrollment so the health insurance
carriers can answer your personal, unigue questions/concerns. A
schedule of dates/times is included on the next page.

[J Contact the HR Benefits Team at 703-746-3777.

What is the deadline to make
a change to my benefits
plans?

The Open Enrollment period is Thursday, May 9 through Friday, May 24,

2013.

[] If you decide to enroll, change or drop plan or tier, complete the
appropriate enrollment form (included in this packet) and return it to
Human Resources no later than 4:30 pm on Friday, May 24" so it is
processed timely.

[1 Enrollment forms can be submitted in-person or mailed to the address
listed below:

City of Alexandria Human Resources Department
301 King Street, Room 2510

Alexandria, VA 22314

Attn: Benefits Team

Who can help me if I still have
questions or need assistance
with my choices?

[ Visit one of the 11 on-site meetings scheduled to be held throughout the
City during Open Enrollment (see next page for schedule) so the health
insurance carriers can answer your personal, unique questions/concerns.

[] Contact the HR Benefits Team Monday-Friday, 8:00AM — 5:00PM at
(703) 746-3785.
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Open Enroliment On-Sifte Meetings

SCHEDULE OF OPEN ENROLLMENT ON-SITE MEETINGS

The FY 2014 Open Enroliment Period for the City’s health and dental insurance plans, long term disability and
sick leave bank will be held from May 9 - May 24, 2013. During this time, benefit eligible City employees and
retirees will have the opportunity to review and discuss plan benefits with representatives from Dominion Dental,
Kaiser Permanente and United HealthCare. Representatives will also be available to answer specific questions
about the healthcare plan design changes and explain how the new deductibles will work.

Representatives from the City’s health insurance carriers will be available at the scheduled “walk-in” enroliment
meetings listed below. Please do not bring personal medical records or information to these sessions. Carriers will
provide samples of the fees charged for many of the most common services provided to you.

DATE TIME LOCATION

Thursday, May 9 6:00 a.m. - 9:00 a.m. T&ES
2900 B Business Center Drive Suite B

Friday, May 10 9:00 a.m. —11:00 a.m. City Hall
301 King Street (Room 2000)

Monday, May 13 9:00 a.m. — 11:00 a.m. Nanny Lee
1108 Jefferson Street (Gold Room)

Monday, May 13 1:00 p.m. — 3:00 p.m. Beatley Central Library
5005 Duke Street

Tuesday, May 14 4:00 p.m. — 7:00 p.m. Public Safety (Police)
3600 Wheeler Ave Suite 120A

Thursday, May 16 9:00 a.m. —2:00 p.m. Health, Wellness and Benefits Fair
Charles Houston Recreation Center
901 Wythe Street

Friday, May17 1:00 p.m. — 3:00 p.m. Dept. of Community & Human Services
2525 Mt. Vernon Avenue
Atrium Conference Room

Monday, May 20 9:00 a.m. —11:00 a.m. DCHS (Joblink)
1900 N. Beauregard St.

Tuesday, May 21 1:00 p.m. —3:00 p.m. Dept. of Community & Human Services
720 N. St. Asaph Street
4™ Floor, Conference Room

Wednesday, May 22 6:00 a.m. — 9:00 a.m. Public Safety (Fire)

900 Second Street (2™ Floor)
Thursday, May 23 6:00 a.m. — 9:00 a.m. Public Safety (Sheriff)

2003 Mill Road
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Common Health Insurance Terms

COMMON HEALTH INSURANCE TERMS DEFINED

Copayment (copay): This is a specific amount you pay when you receive certain covered services or
prescriptions. Copayments vary depending on the plan and the service.

e In-Network copays are fixed amounts you pay for covered services to providers who contract with your health
insurance plan and are usually less than out-of-network copays.

e Out-of-Network copays are fixed amounts you pay for covered services from providers who do not contract
with your health insurance plan and are usually more than in-network copays.

Deductible: A fixed amount you pay out of pocket before a health insurance plan begins to cover your health
care costs.

Emergency Room: Typically, emergency room services include all services provided when a patient visits an
emergency room for an emergency condition. An emergency condition is any medical condition of recent onset
and severity, including but not limited to severe pain, that would lead a prudent layperson, possessing an average
knowledge of medicine and health, to believe that his or her condition, sickness, or injury is of such a nature that
failure to obtain immediate medical care could result in placing the patient's health in serious jeopardy, serious
impairment to bodily functions, or serious dysfunction of a bodily organ or part.

Out-Of-Pocket Maximum (Costs): The most you pay in a plan year before your health insurance plan begins to
pay 100% of the allowed amount. This limit never includes your premium and the design of a healthcare plan will
determine if all, some, or none of your copays, deductibles, co-insurance, etc. count towards the limit.

Premium: The fixed amount that you will pay every month for health insurance coverage usually deducted from
your biweekly paychecks.

Preventive Care: Medical care rendered not for a specific complaint, but focused on prevention and early-
detection of disease. Specified by your plan, preventive care generally includes screening exams, routine
preventive physical exams for adults and children, prenatal care, and vaccines (immunizations).

Primary Care Physician (PCP): A patient may be required to choose a primary care physician (PCP). A primary
care physician usually serves as a patient's main healthcare provider. The PCP serves as a first point of contact
for healthcare and may refer a patient to specialists for additional services.

Urgent Care: Care for an illness, injury or condition serious enough that a reasonable person would seek care
right away, but not so severe as to require emergency room care.

Sources:

e  http://www.ehealthinsurance.com/health-insurance-glossary/terms-e/

e  http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf

e  https://healthy.kaiserpermanente.org/static/health/en-us/landing_pages/continuingcoverage/glossary.htm

e  http://www.uhc.com/source4women/understanding_health _coverage/common_terms_defined.htm

3|Page


http://www.ehealthinsurance.com/health-insurance-glossary/terms-e/
http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
https://healthy.kaiserpermanente.org/static/health/en-us/landing_pages/continuingcoverage/glossary.htm
http://www.uhc.com/source4women/understanding_health_coverage/common_terms_defined.htm

Health Insurance

CHANGES TO YOUR HEALTH INSURANCE BENEFITS IN FY 2014

The City will transition to a new consumer-driven health insurance model beginning July 1, 2013. This new model
will not change your coverage. Your policy will cover the same services, procedures, tests, visits, and medications
as before.

As you can see from the chart below, the plan design changes introduce a deductible that must be satisfied
before health care benefits start. In addition, there is a new co-payment for in-network hospital visits and
increased co-payments for Emergency Room and Urgent Care visits.

Plan Features Current FY 2013 Plans FY 2014 Plans
Deductibles None $400/Individual
$800/Family (Includes Employee +1)
Annual Out-of-Pocket Maximum Includes Deductible
e Individual $2,200 $2,200
e Family $6,400 $6,400
Preventive Care Covered in Full Covered in Full
PCP/Specialist Copay $15/$25 Deductible + $15/$25
Emergency Room Copay $75 Deductible + $150 copay
Inpatient Hospitalization Copay Covered in Full Deductible + $500/admittance
Urgent Care Copay $15 Deductible + $25 copay
Retail Prescription Drugs Copay Kaiser UHC All Plans
e Generic $10 $10 $15
e Brand Preferred $20 $25 $30
e Brand Non-Preferred $35 $40 $50
Mail Order 2xRetall 1xRetail 2.5xRetall
After 3" refill, mail order is mandatory
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Health Insurance

FY 2014 HEALTH INSURANCE PREMIUM RATES FOR RETIREES

The table below lists the monthly health insurance premium rates paid by the City and retirees. There is no
change in FY 2014 to the monthly retiree health insurance reimbursement subsidy of up to $260.

RETIREES

SEE PAGES 6 & 7 FOR PREMIUM RATE CHARTS

5|Page



‘€102 Ae ul aded axel v yaiyw pouad Juswijolus uado #T0Z Ad 8y}
Buunp ‘abesanod Jidy) doip Jo ‘ueid palosuods A1ID Mau e 109[3s 0} palinbal aq M £T0Z Ad Ul ueld SOd Jasred ayl ul pajjoius saalal pue saakojdwa ‘ueld SOd 8yl Jo uoirenunuodsip
Ayl UM "€T0Z Ad Ul sealal pue saafojdwsa 01 palayo ueld SO ayl Hoddns 01 ajgqeun aq [|m 3 #T0Z Ad Ul paloeus sabueyd ubisap ued ayi 01 anp Teys AN 8yl pawlojul sey Jasiedy

%98T9 , OLTZv$ , %YI'8E ,  00°092Z$ 0.'189%
%S9LE , 00/GT$ , %SET9 , 00°09Z% 00°LTV$
%000 0008 , 9600°00T 00°092% 55'802%

Z102/TE/ZT Yybnouyl ZT0Z/T/T 8AN08Ia Saley aledIpalA Jasie) :810N
g7 v slied aAey 1SN|A - Sn|d aledipsiy

wniwald A|yuonw
(JoN BuQ ‘aredipay auQ)
auQ + 9aJnay

wniwaid AYuon

(sreaipay yiog)
QuUQ + °99ll19y

wniwald A|yiuo
[enpiaipuj
G9 19A0
EENN-TIER FENIN

%9818 , 6VELT'TS , %YIST , 00092$ 6V'SEV TS
%SST. , VOVS9$ , %Sv'sZ ,  00°09Z$ 0 v16$
*PTOZ Ad Ul palajjo g Jou ||Im ue|d
%6S'Sy , €8.12% , %IYYS ,  00°092$ €8'/17%
1S02 40 1S02 1S02 40 1S02 1S00 1S02 40 1S0D 1S02 40 1S02 1S00
% IFUILTY  FIHILIY % ALID ALID V.10L % IFUILTY  FIHILTY % ALID ALID

(abeiano) ue|d J0 1IN0 10 ue|d U]) 8brIaA0D SOd

(Kluo abelanod ue|d up) OWH

wniwald Ayuon
Aljwey

wniwald A|yiuo
auQ + 994118y

wniwaid Alyiuow
[enpialpuj
G9 Jspun
alusueWIad lasrey]

6|Page



%€8°L8 T19'G/8'T$ %.LT°CT 00°09¢$ T9'GET'TS %¢cT'S8 €L°98V'T$ %88YT , 0009Z$ €L°9v.T$  Jwniwaid Alyuon
Aliwed
%TL'6L L€'T20'T$ %620 , 00°09¢% L€182'T$ %G6°GL 16°028% %S0v¢ , 00°09¢% 16°080'T$  |wniwaid Alyiuo
auQ + 92113y
%06°LS , 99°/G€$ %012y , 00°092% GS°LT9% %6005 , 96°09¢$ %166y , 0009Z$ 96°025$ wniwald Ajyiuon
fenpwnipuj
g 79 V slied 21edIpajy aAey 1SNy g9 Vv slled aiedIpa|y aAey 1SNy 59 19A0
G9< abelanod snid av10yn Go< abeitano)d avloyn aleD yijeaH payun
%8€°/8 , Cr008T$ %292 , 0009¢$ , <Zv090°C$ %¥0'S8 , VI8V | %96 ¥T , 0009¢$ YT'8EL'TS |wniwaid AJyiuo
Anwey
%cC08 , €EVYSO'T$S , %8L6T , 00°092$ EEVIETS %¥5°92 9z’8Y8s ,  %9reECc , 0009¢$ 92'80T'T$ |wniwaid AljIuoN
auQ + 991118y
%yTCc9 , 1892v$ , %98LE , 0009¢$ 18'989% %S0°SS or8res , %wS6vy , 0009¢$ 0v'8/6$  |wniwaid AjyuoN
lenpliAipuj
(abetanod ue|d jo InQ 1o ue|d uj) (Aluo abeiano)d ue|d uj) G9 Japun
afeiano] snid @10y 9210YD OHN a1eD yljeaH panun
1S0OD 40 1S0D 1S0D 40 1S0D 1S02 1S0OD 40 1S0O2 1S0D 40 1S0D 1S0D
% 3341134 F341134 % ALID ALID av1iol % 3341134 3341134 % ALID ALID aviol

(abei1ano)d ue|d Jo 1n0 Jo ue|d u]) abelanod SOd

(Kluo abelanon ueld uj)) OWH

7|Page



Health Insurance

FY 2014 COMPARISON OF HEALTH INSURANCE PLAN FEATURES
(For Period July 1, 2013 through June 30, 2014)

To help in your review of key benefits included in each of the plans, please see the comparison chart below:

Substance Abuse Services-
Inpatient/Intermediate

admit

admit

Covered Benefits Kaiser DHMO United Healthcare United Healthcare Choice Plus (PPO)
Choice (HMO)
In-Network Out-of-Network
Deductible $400 Individual $400 Individual $400 Individual $800 Individual
$800 Family* $800 Family* $800 Family* $1600 Family
Out-of-Pocket Maximum $2200 Individual $2200 Individual $2800 Individual $2800 Individual
$6400 Family $6400 Family $8600 Family $8600 family
Primary Care Office Visit $15 Copay $15 Copayment $15 Copayment 80% coinsurance
for lliness $0 Copay for Children
under age 5
Specialist Office Visit for $25 Copay $25 Copayment $25 Copayment 80% Coinsurance
lliness
X-ray, Lab, and S0 Copay 100% 100% 80% Coinsurance
Diagnostics (Outpatient)
X-ray, Lab, and Major $75 Copay $100 Copayment per $100 Copayment per 80% Coinsurance
Diagnostics (CT, PET, MRI, service service
MRA and Nuclear
Medicine (Outpatient)
Inpatient Hospitalization $500 Copay $500 Copayment per $500 Copayment per 80% Coinsurance
admit admit
Emergency $150 Copay** $150 Copayment per $150 Copayment per $150 Copayment per
Room Copay visit** visit** visit**
Urgent Care Copay $25 Copay $25 Copayment $25 Copayment 80% Coinsurance
Mental Health and $500 Copay $500 Copayment per $500 Copayment per $500 Copayment per

admit, 80%
Coinsurance

Mental Health and

$15 Copay Individual

$15 Copayment

$15 Copayment

80% Coinsurance

provided, benefits will
be the same as those
stated under each
Covered Service
category

Service is provided,
benefits will be the
same as those stated
under each Covered
Service category

Substance Abuse Services- | $7 Copay Group

Outpatient

Pregnancy/Maternity $15 Initial visit, then SO | Depending upon where | Depending upon Depending upon where
Services copay the Covered Service is where the Covered the Covered Service is

provided, benefits will
be the same as those
stated under each
Covered Service
category, 80%
Coinsurance

Preventive Care

Well Child Care

Covered in full

Covered in full

Covered in full

80% Coinsurance

Adult Physical Exam

Covered in full

Covered in full

Covered in full

80% Coinsurance

Routine GYN Visit

Covered in full

Covered in full

Covered in full

80% Coinsurance

Mammogram

Covered in full

Covered in full

Covered in full

80% Coinsurance

Cancer Screening
(Pap Test, Prostate)

Covered in full

Covered in full

Covered in full

80% Coinsurance
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Health Insurance

FY 2014 COMPARISON OF HEALTH INSURANCE PLAN FEATURES CONTINUED
(For Period July 1, 2013 through June 30, 2014)

Covered Benefits Kaiser DHMO United Healthcare United Healthcare Choice Plus (PPO)

Choice (HMO)

In-Network

Out-of-Network

Prescription Drug
Coverage1

Generic Brand’
(Lowest-Cost)

$15 Medical Center,
$25 Participating
Community Pharmacy

$15 Copayment

$15 Copayment

80% Coinsurance

Preferred Brand $30 Medical Center $30 Copayment $30 Copayment 80% Coinsurance
(Mid-Range Cost) $40 Participating

Community Pharmacy
Non-Preferred Brand $50 Medical Center $50 Copayment $50 Copayment 80% Coinsurance

(Highest Cost) S55 Participating
Community Pharmacy
Mail Order Generic: $13 Mandatory mail order Mandatory mail order | Mandatory mail order

Preferred: $23

after 3" fill at retail

after 3" fill at retail

after 3" fill at retail

Non-Preferred: $38

* Includes Employee + 1
**Waived if admitted

Lif you choose a non-preferred brand name drug instead of the generic equivalent, you will pay the highest copay plus the difference in
cost between the non-preferred brand name and the generic. If a generic version is not available, you will only pay the copay. Also, if
your prescription is written for a brand name and DAW (dispense as written) is noted on the prescription, you will only pay the copay.

2 Prescription Drug tiers are the different cost levels you pay for a medication. Each tier is assigned a cost, which is the amount you will
pay when you fill a prescription. Generic medications are your lowest-cost options. If the brand of medication prescribed is Preferred
or Non-Preferred, please check with your physician to see if there is a Generic alternative.

NOTE: While increasing use of generics is one way to lower pharmacy costs, not all generics represent the best value. In fact, there are
many instances where a generic can be more expensive than a brand and/or other alternative.

When a new generic launches (just following the brand’s patent expiration), the first generic manufacturer typically has six months of
little to no competition from other generics in the marketplace, known as an exclusivity period. In some cases, pharmaceutical
manufacturers will price the generic at a premium to the brand in order to take advantage of pharmacy dispensing practices that
automatically favor generics, regardless of cost.
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e Kaiser Permanente Enrollment Form
e United Healthcare HMO Enrollment Form
e United Healthcare PPO Enrollment Form
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KAISER PERMANENTE

Kaiser Foundation Health Plan of the
Mid-Atlantic States, Inc. (KFHP-MAS)
2101 East Jefferson Street, Rockville, Maryland 20852

KAISER PERMANENTE ENROLLMENT & CHANGE FORM
HMO PLAN OFFERINGS
INSTRUCTIONS

Welcome to Kaiser Foundation Health Plan of the Mid-
Atlantic States, Inc. (KFHP-MAS). We look forward to
receiving your Enrollment and Change form. If you have
any question concerning the benefits and services
that are provided by or excluded under these plan
offerings, please contact a Member Services
representative at (800) 777-7902 TTY Services:
(301)-879-6380 before signing this form.

After you have completed this form, please sign and
return it to your employer’s benefits office. DO NOT
SEND THIS FORM TO KAISER PERMANENTE
UNLESS OTHERWISE INSTRUCTED.

If you are enrolling in Medicare, there is a separate
enroliment process. Please call a Member Services
representative at (800) 777-7902 TTY Services: (301)-
879-6380 for more information.

Section B: Waiver of Coverage

Complete this section if you voluntarily elect to waive all
insurance coverage offered by your employer. You will
also need to read and sign section G.

If Making a Change Section

Complete this section if you are making a change (add or
delete) to dependent status. If you are adding a
dependent please complete sections A, C, F and G.

Section C: Family Information

How to Complete this form — Please Print

Use this form to enroll, waive or change (add or delete)
your family members’ membership status. To be a
Subscriber, you must live or work within our service area
and you must be an employee who meets all of your
employer's eligibility guidelines. If you are electing to
waive coverage, you only need to complete Sections
A, B and sign in section G. If you have any questions,
contact your employer’s benefits office.

Make sure your dependents meet your group’s eligibility
guidelines. If you have any questions, contact your
employer's benefits office. If you know the Medical record
number, please provide it in the requested space. To
select a primary care provider, please review the KFHP-
MAS Provider Directory and enter the provider code of
the primary care provider for you and each member of
your family. The primary care provider must be listed in
the KFHP-MAS portion of the Provider Directory. To
obtain a directory please call a Member Services
representative at (800) 777-7902 TTY Services: (301)-
879-6380, or see our website at www.kp.org.

Section D: Maximum Age/Disabled Dependent

To Be Completed by Employer

Your employer will complete this section.

Please complete this section to list any dependents that
exceed your employer's’ maximum limiting age
requirements or are disabled. You will be requested to
provide additional information to document dependents
that are indicated in this section.

Section A: Employee Information

Please provide information about yourself. To indicate
your choice of primary care provider, please see the line
at the end of the section.

Section E: Dependents residing at another
PERMANENT address

Please use this section to document any dependents that
have another permanent address other than that of the
Subscriber. You will be requested to provide additional
information to document dependents that are indicated in
this section. This section does not apply to dependents
who are full time students living in temporary housing
while attending their classes.

VA-LG-KFHP-EN-CHG(01-12)

VIRGINIA
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Section F: Other Coverage Information

Section G: Subscriber Sign-off

Tell us if you, your spouse, or other family dependents
are covered by other group health insurance plans. This
may occur when both spouses are employed and have
health care benefits from one or more health plan(s).

If you or your family are covered by more than one health
plan, you may be able to save money while improving
your coverage. If you are covered by two plans that
include a Coordination of Benefit (COB) provision, you
may be able to eliminate some of your out-of-pocket
expenses for approved services now only partially
covered by those plans.

If the Coordination of Benefits provisions apply to you,
your signature on this form will permit KFHP-MAS to bill
any other health care policy that is determined to be the
primary carrier in accordance with the National
Association of Insurance Commissioners (NAIC)
guidelines including , but not limited to; Medicare, Motor
Vehicle Insurance (Except Virginia residents and Virginia
group employees. Virginia residents and Virginia group
employees are not subject to subrogation of a recovery
for personal injuries from a third person.), Workers'
Compensation, Tricare, Veterans Administration, so long
as you are enrolled in the primary plan and such plan
remains primary to KFHP — MAS plan. Your signature
authorizes KFHP-MAS and its employees to release any
records or information with respect to any claim for
covered services that may be requested by your other
carrier. Such authorization shall be valid for the duration
of coverage. For more information on Coordination of
Benefits, please call a Member Services representative at
(800) 777-7902 TTY Services: (301)-879-6380.

Review and sign this form. Before you sign this form,
please make certain you have read all coverage materials
and have selected a primary care provider. Failure to
complete all relevant parts of this form may delay or
prevent enrollment and the issuance of a member ID
card.

MISREPRESENTATION

If you knowingly or intentionally file an enrollment form or
statement of claim containing any materially false or
deceptive statements, or you knowingly or intentionally
fail to provide requested information, you may have
violated state law which could subject you to civil and/or
criminal penalties. You may also be liable to KFHP-
MAS for the cost of health care services provided
because of the false or misleading information or
omission.

REMOVE THIS INSTRUCTION SHEET PRIOR TO SUBMITTING FORM

*Additional documentation will be required. 2
™t May require additional information

VA-LG-KFHP-EN-CHG(01-12)



Kaiser Foundation Health Plan of the
Mid-Atlantic States, Inc. (KFHP-MAS)

2101 East Jefferson Street, Rockville, Maryland 20852

KAISER PERMANENTE ENROLLMENT & CHANGE FORM
HMO PLAN OFFERINGS

If you have any questions concerning the benefits and services that are provided by or excluded under your plan offering, please contact a
Member Services representative at (800) 777-7902 TTY Services: (301)-879-6380 before signing this form.

Please see instructions located at the back of this booklet for directions on how to complete this form. After you have completed this form, please
sign and return all pages, including the instructions, to your employer's benefits office. DO NOT SEND THIS FORM TO KAISER PERMANENTE
UNLESS OTHERWISE INSTRUCTED.

If you are enrolling in our Medicare product, there is a separate enrollment process. Please call a Member Services representative at (800) 777-7902 TTY
Services: (301)-879-6380 for more information.

TO BE COMPLETED BY EMPLOYER Please print or type in black ink only.

ENROLLMENT TYPE EMPLOYMENT STATUS GROUP NO. SUBGROUP NO.
[ INew  [cHaANGE [ active [ TRetired HERREN HEERN

THE INFORMATION BELOW IS REQUIRED BY LAW. FAILURE TO COMPLETE WILL RESULT IN A DELAY OF APPLICATION PROCESSING.
D CHECK IF NEW HIRE IF NEW HIRE, INDICATE NEW HIRE DATE (MM/DD/YYYY) I:IDI:“:“:‘DI:“:I

EMPLOYEE LAST NAME FIRST NAME MI SUFFIX

OO oo oo o e
Check One and indicate date of event:

I:I New enrollment New enrollment Effective Date (MM/DD/YYYY) DDDDDDDD
|:|Open enrollment (complete sections A, C, F, G) Open enrollment Effective Date (MM/DD/YYYY) DDDDDDDD
DCOBRA (complete sections A, B, E, G) COBRA Effective Date (MM/DD/YYYY) DDDDDDDD

DLoss of other coverage (complete sections A, C, F, G)

|:|Cance| all coverage (empl. and family) (complete sections A, G) Effective Date of Cancellation (MM/DD/YYYY) I:”:”:”:”:‘DDD

EMPLOYER AUTHORIZED REPRESENTATIVE SIGNATURE

| hereby certify that this(these) enrollment(s) has been reviewed and meet(s) all eligibility requirements

Printed or Typed Name/Title

Employer Signature

Date Telephone Fax
*Additional documentation will be required. 3

™t May require additional information

VA-LG-KFHP-EN-CHG(01-12)




VIRGINIA

A. EMPLOYEE INFORMATION

ENROLLMENTTYPE  [_JSELFONLY [ JSELF & DEPENDENTS complete sections A, C, F, G)

PLAN Check one:

DHMO Signature I:‘ DAdded Choice  Signature I:'
Select D Select |:|

[_Ipeductible HMO (DHM) signature |1 | [ IDeductible HMO w/HRA (DHR) signature [

Select D Select D

‘ [ ] HsA-Qualified HMO (HHM)  Signature L1 | [_JHSA-Qualified HMO W/HRA (HHR) Signature []

Select [ Select ]
COMPANY NAME
IlEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEn
LAST NAME FIRST NAME M SUFFIX
EIEEEEEEEEEE NN
SOCIAL SECURITY NUMBER MEDICAL RECORD NO. DATE OF BIRTH (MM/DDIYYYY) MALE  FEMALE

NN O e 0 e Y e

ADDRESS

OO s OO e e e e e

APARTMENT NUMBER  CITY

I O O O O O O e O e e

STATE ZIP CODE HOME PHONE WORK PHONE

L oo oooeoesoe Desssoe e e e

Email address (Optional)

I O O O O O e e
Primary Care Provider (PCP) Name PCP ID # DDI:“:”:‘D

*Additional documentation will be required. 4
™ May require additional information

VA-LG-KFHP-EN-CHG(01-12)




VIRGINIA

B. Waiver of Coverage

By completing this section, | acknowledge that | was given Reason for refusal: (Please check all appropriate boxes)

the opportunity to enroll in this plan of group health benefits [ other group coverage sponsored by my employer*

offered by my employer. | refuse the following: [ Jother group coverage sponsored by my Spouse’s employer*
[ A Coverage [] Coverage for my Spouse [T other group coverage sponsored by another organization*
L] Coverage for my Children [ other reasons (please explain)

| understand that if | or my Dependents later wish to enroll

for any of the coverage(s) refused, l/ithey will be required

to submit documentation to support enroliment outside the
Open Enroliment period and coverage may be subject to late
enrollment provisions, as allowed by law and as directed by my
employer.

IF MAKING A CHANGE, COMPLETE THE FOLLOWING:

ADD DEPENDENTS (Complete sections A, C, F, G)

Date of Event (MMDDYYYY) Date of Event (MMDDIYYYY)
|:|Birth’r+ I:”:”:”:”:”:”:”:‘ I:' Loss of other Coverage* I:”:”:”:”:”:”:”:‘

|:|Adoption* I:”:”:”:”:”:”:”:‘ DMarriage* I:”:”:”:”:”:”:”:‘

I:IAddress (complete sections A, G) I:ITeIephone (complete sections A, G)

|:|Name Change* |:|Other (please specify; Complete sections A, C, G)*
Previous Name

C. FAMILY INFORMATION (If additional space is needed please use another form and attach it to this form)

DADD DDELETE DSPOUSE DDOMESTIC PARTNER

(If eligible under your plan)
LAST NAME FIRST NAME MI SUFFIX
I I e A e B
SOCIAL SECURITY NUMBER MEDICAL RECORD NO. DATE OF BIRTH (MM/DD/YYYY) MALE FEMALE

N e e A e O
Primary Care Provider (PCP) Name PCPID # DDDDDD

DADD DDELETE |:| CHILD |:| OTHER

LAST NAME FIRST NAME Mi SUFFIX

HNEEEEEEEEEEEEEEn ENEEEEEEEEn L1 O

SOCIAL SECURITY NUMBER MEDICAL RECORD NO. DATE OF BIRTH (MM/DD/YYYY) MALE  FEMALE

HNEEEEEEE HNEEEEEEE L 1 O

Primary Care Provider (PCP) Name PCP ID # DI:“:H:”:”:I
*Additional documentation will be required. 5

™ May require additional information

VA-LG-KFHP-EN-CHG(01-12)




VIRGINIA

C. FAMILY INFORMATION (Cont.)

I:'ADD I:'DELETE I:'CHILD I:'OTHER

LAST NAME FIRST NAME Ml SUFFIX
IEEEEEEEEEEEEEEE NN e
SOCIAL SECURITY NUMBER MEDICAL RECORD NO. DATE OF BIRTH (MM/DD/YYYY) MALE FEMALE
et COooHooee Cosoeoee o o
Primary Care Provider (PCP) Name PCP ID # DI:“:“:”:“:‘
DADD DDELETE DCHILD DOTHER

LAST NAME FIRST NAME M SUFFIX
IEEEEEEEEEEEEEEE NN E e
SOCIAL SECURITY NUMBER MEDICAL RECORD NO. DATE OF BIRTH (MM/DDIYYYY) MALE FEMALE
OO OOOOOOOH0 OOOoOoss & O
Primary Care Provider (PCP) Name PCP ID # DDDDDD

D. Are any of your listed dependents over the Groups’ maximum age(s)? If yes, please complete the following:

Name(s) (Last, First, M) Disabled* Full-Time Student* Name of College, University, or Trade School

[ Jves[ o | [ 1ves [ Ino
[ Jves [ Ino | [Ives [ no

E. Do any of your dependents above permanently reside at another address? D YES* DNO If yes, please complete the following:

Dependent Information:
LAST NAME FIRST NAME Ml SUFFIX

oo e e oo o o

ADDRESS

N ¢

APARTMENT NUMBER  CITY

LI e e O e e O e e e e e |

STATE ZIP CODE

|:||:| DDDDDDDDD ** |f additional space is needed please use another form and attach it to this form

*Additional documentation will be required. 6
™" May require additional information
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VIRGINIA

F. OTHER COVERAGE INFORMATION

Including yourself, do any of the persons listed above have other coverage? [] YES DNO
Name Insurance Carrier Name Policy Number Telephone Number
Are you or any of your dependents eligible for Medicare? D YES DNO

If Yes, please complete the following:

MEDICAID NUMBER DDDDDDDDDDDD
MEDICARE (HIC) NUMBER DDDDDDDDDDDD
I:‘ MEDICARE Part A Effective Date (MM/DD/YYYY) DDDDDDDD
I:‘ MEDICARE Part B Effective Date (MM/DD/YYYY) DDDDDDDD
D MEDICARE Part D Effective Date (MM/DD/YYYY) DDDDDDDD

G. Important: | hereby apply, on behalf of myself and each dependent listed above for the health coverage indicated. If this form is accepted,
coverage will be provided according to the terms and conditions of my employer’s contract with Kaiser Foundation Health Plan of the Mid-Atlantic
States, Inc. | agree to be bound by that contract. If subscription charges are required by my employer, | agree to pay current and future subscription
charges to my employer.

| authorize KFHP-MAs and its employees to release any records or information with respect to any claim for covered services that may be requested
by another insurance carrier. Such authorization shall be valid for the duration of coverage.

I understand that | or any person authorized to act on my behalf is entitled to receive a copy of this form.
WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other
person. Penalties may include imprisonment and/or fines. In addition, KFHP-MAS may deny insurance benefits if false information

materially related to a claim was provided by the applicant.

| have carefully read this form and agree to its terms. The recorded answers on this form are, to the best of my knowledge and belief, full, complete
and true as of this date.

This information is subject to verification. Failure to complete any section may delay the processing of your form and/or claims payment.

Employee/Applicant Signature Date Employer Signature Date

*Additional documentation will be required. 7
™ May require additional information
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UNITEDhealthcare

O Request for Change

0 New Coverage

Enrollment Ap

plication and Change Form — Choice (HMO)

PLEASE READ INSTRUCTIONS ON REVERSE SIDE. PLEASE PRINT CLEARLY AND PRESS HARD WHEN WRITING.

EMPLOYEE INFORMATION

O Employee Plus Family

*Note: If you are declining coverage for yourself or your dependents,
because of coverage under other health coverage, you are required
to complete this section. Your failure to do so may cause you or your

Last Name First Name Ml Sex O Male Date of Birth Social Security Number Marital Status 0 Single
O Female O Married
Home Address City State Zip Code Home Phone Number
( )
Employer Name Division/Location OFT 0 Union O Hourly | O Active Work Phone Number
O PT O Nonunion | O Salary [ Retired (Date )1 ( )
WHO SHOULD WAIVER OF COVERAGE TYPE OF CHANGE

BE COVERED ol decl!ne coverage for myself O Add Spouse/Child (complete Sec. 5) O Reinstatement — Reason
0 Employee Only O I decline coverage for my dependents O Terminate Spouse/Child (complete Sec. 5)
O Employee Plus Spouse Reason: O covered under another plan U Address (enter above) U Surviving Spouse — Former Employee SSN
0 Employee Plus One Dependent O Other: 0 Name Change (complete Sec. 5)
0 Employee Plus Child(ren) (see sections 6&7) 0 Terminate All Coverage — Reason 0 COBRA Continuee — Former Employee SSN

0 Other
dependents to be considered a late enrollee if you enroll in this plan
at a later date.
COVERAGE INFORMATION
gﬁ)) had Date of Birth Other Full-Time
(C)Chg | Last Name First Name MI Zip Code (MM/DDI/YY) Sex Insurance Disabled  [Student Over 19?
Employee
Spouse 0o M oy
OF O N
Child 1 oM oy oY oY
OF O N O N ON
Child 2 oM oy oy oy
OF 0N ON ON
Child 3 OoM oy oy 0y
OoF 0N 0N UN
6] OTHER INSURANCE AUTHORIZATION

On the day your coverage begins, will you, your spouse, or any of your dependents be covered
under any other health plan or policy including another United HealthCare plan, Medicare or
MEICAIA? ... .0

Is another person legally responsible for coverage for your children? ............
If you answered yes to either of the questions above, please complete the following:

“__\:\ v

On behalf of myself and anyone enrolled on or added to this form (“Us”), | authorize any health care professional or entity to give United HealthCare and its affiliates (and the employer)

or any of their designees, any and all records or information pertaining to medical history or services rendered to Us for any administrative purpose, including evaluation of an application

o or a claim, and for any analytical or research purposes. | also authorize on behalf of Us the use of a Social Security Number for purpose of identification. | understand and agree that
N any omissions or incorrect statements made on this application may invalidate my and/or my dependents’ coverage. | further understand that coverage will become effective only on

ON the date specified by the Insurer or Plan Administrator after it has been approved by the Insurer or Plan Administrator and after the full premium has been paid. By signing this form,

Person’s Name with Other Health Plan

Social Security Number

Date of Birth

Sex

Other Company’s Name and Phone Number

Other Company’s Policy Number and Effective Date

Medicare Number

Part A Effective Date Part B Effective Date

| hereby certify that all the information provided is true and correct.

If my employees plan is a contributory plan, | direct my employer to deduct the amount of any required contribution from my pay. | can cancel this direction in writing at any time.
NOTICE OF ENROLLMENT RIGHTS

| understand that if | and/or my dependents, if any, waive coverage and desire to participate in the plan at a later date, coverage may be subject to treatment as a late enrollee. | further
understand that if | decline enrollment for myself or my dependents (including my spouse) because of other health coverage, | may in the future be able to enroll myself or my dependents

in this plan, provided that | request enrollment within 30 days after such coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption or
placement for adoption, | may be able to enroll myself and my dependents provided that | request enrollment within 30 days after such marriage, birth, adoption, or placement for
adoption.

Health Insurance or medical services benefits provided or administered by United HealthCare Insurance Company of New York, Hauppauge, NY.

X Signature

Date

TO BE COMPLETED BY EMPLOYER

Date of Hire

Date Submitted

Health/Change Eff. Date | Policy Number

GRP/SUBGRP/BNFT GRP | Plan Variation/Sub Reporting Code/Branch

Employer Signature

115-1106 11/97



UNITEDhealthcare

O Request for Change

0 New Coverage

Enrollment Ap

plication and Change Form — Choice Plus (HMO)

PLEASE READ INSTRUCTIONS ON REVERSE SIDE. PLEASE PRINT CLEARLY AND PRESS HARD WHEN WRITING.

EMPLOYEE INFORMATION

O Employee Plus Family

*Note: If you are declining coverage for yourself or your dependents,
because of coverage under other health coverage, you are required
to complete this section. Your failure to do so may cause you or your

Last Name First Name Ml Sex O Male Date of Birth Social Security Number Marital Status 0 Single
O Female O Married
Home Address City State Zip Code Home Phone Number
( )
Employer Name Division/Location OFT 0 Union O Hourly | O Active Work Phone Number
O PT O Nonunion | O Salary [ Retired (Date )1 ( )
WHO SHOULD WAIVER OF COVERAGE TYPE OF CHANGE

BE COVERED ol decl!ne coverage for myself O Add Spouse/Child (complete Sec. 5) O Reinstatement — Reason
0 Employee Only O I decline coverage for my dependents O Terminate Spouse/Child (complete Sec. 5)
O Employee Plus Spouse Reason: O covered under another plan U Address (enter above) U Surviving Spouse — Former Employee SSN
0 Employee Plus One Dependent O Other: 0 Name Change (complete Sec. 5)
0 Employee Plus Child(ren) (see sections 6&7) 0 Terminate All Coverage — Reason 0 COBRA Continuee — Former Employee SSN

0 Other
dependents to be considered a late enrollee if you enroll in this plan
at a later date.
COVERAGE INFORMATION
gﬁ)) had Date of Birth Other Full-Time
(C)Chg | Last Name First Name MI Zip Code (MM/DDI/YY) Sex Insurance Disabled  [Student Over 19?
Employee
Spouse 0o M oy
OF O N
Child 1 oM oy oY oY
OF O N O N ON
Child 2 oM oy oy oy
OF 0N ON ON
Child 3 OoM oy oy 0y
OoF 0N 0N UN
6] OTHER INSURANCE AUTHORIZATION

On the day your coverage begins, will you, your spouse, or any of your dependents be covered
under any other health plan or policy including another United HealthCare plan, Medicare or
MEICAIA? ... .0

Is another person legally responsible for coverage for your children? ............
If you answered yes to either of the questions above, please complete the following:

“__\:\ v

On behalf of myself and anyone enrolled on or added to this form (“Us”), | authorize any health care professional or entity to give United HealthCare and its affiliates (and the employer)

or any of their designees, any and all records or information pertaining to medical history or services rendered to Us for any administrative purpose, including evaluation of an application

o or a claim, and for any analytical or research purposes. | also authorize on behalf of Us the use of a Social Security Number for purpose of identification. | understand and agree that
N any omissions or incorrect statements made on this application may invalidate my and/or my dependents’ coverage. | further understand that coverage will become effective only on

ON the date specified by the Insurer or Plan Administrator after it has been approved by the Insurer or Plan Administrator and after the full premium has been paid. By signing this form,

Person’s Name with Other Health Plan

Social Security Number

Date of Birth

Sex

Other Company’s Name and Phone Number

Other Company’s Policy Number and Effective Date

Medicare Number

Part A Effective Date Part B Effective Date

| hereby certify that all the information provided is true and correct.

If my employees plan is a contributory plan, | direct my employer to deduct the amount of any required contribution from my pay. | can cancel this direction in writing at any time.
NOTICE OF ENROLLMENT RIGHTS

| understand that if | and/or my dependents, if any, waive coverage and desire to participate in the plan at a later date, coverage may be subject to treatment as a late enrollee. | further
understand that if | decline enrollment for myself or my dependents (including my spouse) because of other health coverage, | may in the future be able to enroll myself or my dependents

in this plan, provided that | request enrollment within 30 days after such coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption or
placement for adoption, | may be able to enroll myself and my dependents provided that | request enrollment within 30 days after such marriage, birth, adoption, or placement for
adoption.

Health Insurance or medical services benefits provided or administered by United HealthCare Insurance Company of New York, Hauppauge, NY.

X Signature

Date

TO BE COMPLETED BY EMPLOYER

Date of Hire

Date Submitted

Health/Change Eff. Date | Policy Number

GRP/SUBGRP/BNFT GRP | Plan Variation/Sub Reporting Code/Branch

Employer Signature

115-1106 11/97



Enrollment Application and Change Form
INSTRUCTIONS

Use this form and follow the instructions for each section below. Please make sure that all applicable fields are completely and accurately filled out.

Check appropriate box to indicate if you are enrolling for the first time or making a change.

SECTION 1 .......ceeeeenee. Complete all information.
SECTION 2 ....cccevnennee. Select who should be covered on the plans.
SECTION 3 ......ccvvennee. Complete this section if you choose to decline coverage for yourself or any of your dependents.
SECTION 4 ... Complete this section if you are making a change. Select the box which indicates the type of change you are making.
SECTIONS ......cceeenee. Fill in the appropriate action code for completing this form:
A = To add a dependent to your benefit plan
T = To terminate your or a dependent’s coverage
C = To change information about yourself or a dependent

Print your full name and the names of your covered dependents, if any. If any member listed has another health plan, check
the box marked Other Insurance and complete Section 6. Provide the zip code, date of birth, and sex for each dependent
and check the appropriate boxes indicating if a dependent is disabled or a full-time student. (If you have more than 4
dependents, please attach an additional enrollment form.)

SECTION 6 ......ccvveenee. This section must be completed for all new enroliments or coverage changes.
SECTION 7 ..o, The employee must sign and date this form in order for it to be processed.
SECTION 8 .......ceeeeen.e. This section is to be completed by the employer’s benefit representative.

115-1106 11/97
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