. HealthPartnerS@ EMPLOYEE COMBINED MEDICAL/DENTAL ENROLLMENT FORM

8170 33rd Avenue South, P.O. Box 297
Minneapolis, MN 55440-0297

NAME OF EMPLOYER GROUP NUMBER SITE

EMPLOYEE STATUS EVENT STATUS HIRE DATE:

[ Active/New Hire [JOPEN ENROLLMENT  [OJLIFE EVENT O LATE ENROLLMENT

[ Retired Reason: Continuous medical coverage COVERAGE EFFECTIVE DATE:
OO COBRA If YES, number of months:

Coverage End Date:

APPLICANT: COMPLETE ALL UNSHADED AREAS

APPLICANT'S LAST NAME (Legal name) DATE OF BIRTH

FIRST NAME Ml O SINGLE 0 MARRIED
STREET ADDRESS / APT NUMBER CITY STATE

ZIP CODE COUNTY APPLICANT'S TELEPHONE Home: Business:

PLAN SELECTED:

O MEDICAL (if choices are available) O DENTAL (if choices are available)

Waiving Medical coverage: [0 Coverage through other employer Waiving Dental coverage: [ Coverage through other employer
O Other O Other
Please sign Please sign

PLEASE COMPLETE THE FOLLOWING INFORMATION FOR EMPLOYEE AND EACH DEPENDENT BEING COVERED

SOCIAL SECURITY DATE OF BIRTH RELATIONSHIP SEX GENDER ENROLLING IN

NAME NUMBER * (M/D/YYYY) TO EMPLOYEE | (M/F) | (M/F/U) |MEDICAL DENTAL
SELF | |
O O
O O
O O
O O

*Your Social Security number is requested but not required for enrollment. This information is used for IRS tax reporting regarding your health plan.

Do any of the dependent(s) listed above reside at a different address from the applicant?

O YES O NO If YES, list dependent(s) name and address:

At the time of your effective date with HealthPartners, will you, your spouse, and/or dependent(s) be insured by any other health insurance company?

MEDICAL: O YES 0O NO
DENTAL: O YES O NO

If YES for either, please complete the Coordination of Benefits Form. Check which type: [ Group [ Individual

How long has that applicant been with that insurer? Please list all:




4> HealthPartners

CONDITIONS OF COVERAGE:

| HEREBY APPLY FOR COVERAGE ON THE BASIS OF THE STATEMENTS AND ANSWERS TO THE QUESTIONS HEREIN. hereby declare all answers to
be true and complies with the best of my knowledge.

Subject to revocation by me by written notice to my employer, | authorize the required deduction (if any) from my wages. | have read and agree with
the terms as stated on this application. By acceptance of coverage and upon signing this Enrollment Form, | authorize HealthPartners, and others it
designates, to share information about me with any medical provider, plan sponsor, or other entity, where such information is reasonably necessary
for treatment, payment or health care operations. | understand that HealthPartners may release information regarding services provided under my
health benefits contract when requested by the organization sponsoring my benefits plan.

| UNDERSTAND FRAUD OR AN INTENTIONAL MISREPRESENTATION OR OMISSION OF MATERIAL FACT IN THIS APPLICATION MAY RESULT IN THE DENIAL OF
CLAIMS, CANCELLATION OR RESCISSION OF COVERAGE.

If | choose to electronically sign my name, | am agreeing to conduct transactions electronically and intend for my electronic signature to
have the same effect as my written signature.

SIGNATURE OF EMPLOYEE DATE SIGNED SIGNATURE OF EMPLOYER DATE SIGNED

4> HealthPartners

The HealthPartners family of health plans is underwritten and/or administered by HealthPartners Inc., HealthPartners Insurance Company or HealthPartners Administrators, Inc. Fully insured Wisconsin plans are
underwritten by HealthPartners Insurance Company. 24-3096254-3097401 (7/24) © 2024 HealthPartners
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Our Responsibilities:

We follow Federal civil rights laws. We do not
discriminate on the basis of race, color, national origin,
age, disability or sex. We do not exclude people or treat
them differently because of their race, color, national
origin, age, disability or sex, including gender identity.

» We help people with disabilities to communicate
with us. This help is free. It includes:
« Qualified sign language interpreters
« Written information in other formats, such as
large print, audio and accessible electronic
formats

» We provide services for people who do not speak
English or who are not comfortable speaking
English. These services are free. They include:

« Qualified interpreters
« Information written in other languages

For Language or Communication Help:
Call 1-800-233-9645 if you need language or other
communication help. (TTY:711)

Statement of Nondiscrimination for Health Plan Members

If you have questions about our non-discrimination
policy:

Contact the Civil Rights Coordinator at 1-844-363-8732
or integrityandcompliance@healthpartners.com.

To File a Grievance:

If you believe that we have not provided these services
or have discriminated against you because of your race,
color, national origin, age, disability or sex, you can file
a grievance by contacting the Civil Rights Coordinator
at 1-844-363-8732, integrityandcompliance@
healthpartners.com or Civil Rights Coordinator,

Office of Integrity and Compliance, MS 21103K,

8170 33rd Ave. S., Bloomington, MN 55425.

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

U.S. Department of Health and Human Services

Room 509F, HHH Building

200 Independence Avenue SW, Washington, DC 20201
1-800-368-1019, 800-537-7697 (TDD)

Espanol (Spanish)

ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia linguistica. Llame al
1-800-233-9645. (TTY: 711)

WII9290 (Laot/an)

20029() T]?O‘) U)?DCO?&)?EJ‘) 270,
T)‘)DUQT)‘)DQO@CD’)@O‘)DU)‘)%‘) 206)0(2356)‘)
CCDD&)&)S.U?U)U)?D tns 1-800-233-9645. (TTY:711)

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog
lus, muaj kev pab dawb rau koj. Hu rau 1-800-233-9645.
(TTY:711)

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen

Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-800-883-233-9645. (TTY: 711)

Tiéng Viét (Vietnamese)

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg
ngon ngl mién phi danh cho ban. Goi s6
1-800-233-9645. (TTY: 711)

iu 2l (Arabic)
80 555 Ay gadl) 3o losall Cilend ()l Gl (SO Gaaati S 13) ik gale
7171 8001 5 auall Ciila 3 5)1-800-233-9645 by Josil (el &l

ZHEP ST (Chinese)
R WREERERE TS e EESEE
HEUEE  1-800-233-9645. (TTY: 711)

SR -

Francais (French)

ATTENTION: Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez
le 1-800-233-9645. (ATS: 711)

Pycckum (Russian)

BHVMAHWE: Ecnu Bbl roBOpuMTE Ha PyCCKOM A3bIKe, TO
BaM JOCTYNHbl 6ecnnaTHble ycnyrn nepeBoga. 3BoHUTE
1-800-233-9645. (tenetann: 711)

3l=ro] (Korean)
xol: 20|18 A8

f22 0|Sotd =

Al B2, &0 XI& AHIASE
U5 LICH 1-800-233-9645. (TTY: 711)

O Ol

Af Soomaali (Somali)

OGAYSIIS: Haddii aad ku hadasho afka soomaaliga,
Waxaa kuu diyaar ah caawimaad xagga lugadda ah oo
bilaash ah. Fadlan soo wac 1-800-233-9645. (TTY: 711)

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-233-9645. (TTY: 711)
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Oromiffa (Cushite [Oromo])

XIYYEEFFANNAA: Afaan dubbattu Oromiffa, tajaajila
gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa
1-800-233-9645. (TTY: 711)

Italiano (Italian)

ATTENZIONE: In caso la lingua parlata sia I'italiano,
sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-233-9645. (TTY: 711)

ATCE (Amharic)

TAFOA: 290,815 1P ATICT NP1 CFCTIP ACS T SCO T
012 ALTHPF THIE+PA: DL TILntAD- 2TC LLD(
1-800-233-9645. (avja9+ A+asTFD-711)

mw'lng (Thai)
a N v Y a 1 A v 1A
Foul dguwanmm insguanansaliuimimomiennmlens Ins

1-800-233-9645. (TTY: 711)

unD (Karen)
H2pH0520:- 561003 MR ofbewdd, o141 ofdwoierencar
B3RS He1 80od1:0500 8581, o3: 1-800-233-9645.

(TTY:711)

eEMNNVIKA (Greek)

MPOZOXH: Av piNdte eAAnVIKG, otn 614001 oag
Bpiokovtal unnpeoieg YAWOOIKNAG UTTOOTH PIENG, Ol OTTOIEC
nmapéxovtal dwpedv. Karéote 1-800-233-9645. (TTY: 711)

121 (Mon-Khmer, Cambodian)

[LsE: 100SMygASUN MANTZI, NS SWigsman
INWESAS YN SHGESONUUITEAY $1 §I0D
1-800-233-9645. (TTY: 711)

Diné Bizaad (Navajo)

Dii baa aké ninizin: Dii saad bee yanitti'go Diné Bizaad,
saad bee akd'dnida’awo’dee’, t'aa jiik'eh, éi na holg, kojj’
hodiilnih 1-800-233-9645. (TTY: 711)

Deitsch (Pennsylvanian Dutch)

Wann du Deitsch schwetzscht, kannscht du mitaus Koschte
ebber gricke, ass dihr helft mit die englisch Schprooch.
Ruf selli Nummer uff: Call 1-800-233-9645. (TTY:711)

Ikirundi (Bantu - Kirundi)

ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi
zo gufasha mu ndimi, ku buntu. Woterefona
1-800-233-9645. (TTY: 711)

Polski (Polish)
UWAGA: Jezeli méwisz po polsku, mozesz skorzystac

z bezpfatnej pomocy jezykowej. Zadzwon pod numer
1-800-233-9645. (TTY: 711)

Kiswahili (Swabhili)
KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza

kupata, huduma za lugha, bila malipo. Piga simu
1-800-233-9645. (TTY: 711)

RS (Hindi)
€T & A 3T B dveld 8 & 3mdeh forw gor &
$TST TETIAT AaTT 3TeTe8T & 1-800-233-9645. (TTY: 711)

HAGE (Japanese)

EEFIE BREZEINDIGES.
EHOEEXIEE CHAWZITE T, 1-800-233-9645
(TTY:711) £T., BEEICT TEKLFZELN,

Shqip (Albanian)

KUJDES: Nése flitni shqip, pér ju ka né dispozicion
shérbime té asistencés gjuhésore, pa pagesé. Telefononi
né 1-800-233-9645. (TTY: 711)

aurelt (Nepali)
awﬁ@m:méﬁmaﬁ?@maﬁmﬁ%wm
HAEE fol:3esh TUAT 3T T | Bled

?1?:13’!?{ 1-800-233-9645 (fefears: 711)

Srpsko-hrvatski (Serbo-Croatian)

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge
jezicke pomoci dostupne su vam besplatno. Nazovite
1-800-233-9645. (TTY:711)

Norsk (Norwegian)

MERK: Hvis du snakker norsk, er gratis
sprakassistansetjenester tilgjengelige for deg. Ring
1-800-233-9645. (TTY: 711)

apsUcl (Gujarati)
YAuoll: A R YAl clletdll &, Al [gyes eunt

Aol Al dHIRL HIE2 Gueted B, Slot 53
1-800-233-9645. (TTY: 711)

Adamawa (Fulfulde, Sudanic)

MAANDO: To a waawi Adamawa, e woodi ballooji-ma to
ekkitaaki wolde caahu. Noddu 1-800-233-9645.
(TTY:711)

3,0 (Urdu)
lard (Sone (S by Sl s e sl o &l
(TTY: 711) 1-800-233-9645 U2 S JIS - G i (e e

YkpaiHcbka (Ukranian)

YBAT'A! AKL0 BN pO3MOBNAETE YKPAIHCbKOK MOBOIO, BU
MO>KeTe 3BepHYTMCA A0 6E3KOLTOBHOT CNTyKOM MOBHOT
nigTpumkun. TenedpoHynte 3a Homepom 1-800-233-9645.
(Tenetann: 711)
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