CONNECTIONS

H C ’ CBIA & HEALTH COBRA/State Continuation Change Form

THE POWER OF CHOICE

Case/Cert#:
Change (indicate reason) Requested effective date: Q Remove Dependent(s)
Q1 Add Dependent (provide date of event) (indicate who is o be removed in section 3 below)
Marriage Q Terminate all coverage
Birth O Terminate medical coverage only
Adoption Q Terminate dental coverage only
Loss of other coverage Q Other (please specify)
(attach Certificate of Creditable Coverage)
O Open Enrollment
CONTINUANT INFORMATION — PLEASE PRINT CLEARLY AND COMPLETE THE ENTIRE FORM
Former Employee (or continuant) Name Home Telephone ( )
Street Address Apt #: Work Teephane ( )
City, State, ZIP Email
LIST YOURSELF AND ALL ELIGIBLE DEPENDENTS TO BE ENROLLED OR CHANGED IN MEDICAL AND/OR DENTAL.
. . .. Date of Birth - . , Group Voluntary
Name (Last Name, First Name, Middle Initial) Sex J/DD/YY Social Security # Medical Dental |Dental DO PCD # | Dental | Vision
Self amMar
Spouse (indludes civil unions and domestic partners) amar
Child amar
Child amar
Child amar
Are you or your spouse enfitled to Social Security Disability? Q2 Yes Q No
Are any of the dependent children listed above eligible for coverage as a result of an incapacity (mental /physical disability)? Q Yes Q No
Are you or any of your dependents covered by another health plan? Q0 Yes QNo  If yes, list carrier and plan number:
MEDICAL VISION - UnitedHealthcare
Health Plan (choose one) . Q Vision - Yes
Q Aetna Q Harvard Pilgrim Health Care l\i\l;jlcfare i for each
Q ConnectiCare  QUnitedHealthcare/Oxford (Addl. forms rqd. fo eac AUTHORIZATION AND ACCEPTANCE
employee 8 dependent) I hereby apply for the health plan and benefit plan selected, understanding all
Q HSA 36,000 Q POS $35/550_53,500/25% : beneﬁgnr?gcyovem e 0S| ecpiﬁed in the enrol?mem hrochulre and o reeing fo
Q Anthem Medicare Supplement . e 0s speciied in e enroTmen yeeng
0O HSA 54,000/50% Q PoS %0/545_53[000/20% ub|dfa by ol The rules.und.regulununs therein specified.
0 HSA $2,750/10% 0 POS $30/545-54,000 ComeciCare Hedicte Abvonioge ot o o i iy b oty e
Q PoS SSO—SZ,SOO /50% Q PoS $30 /545_511500 0 High 2 Low provide complete.ond uccu.rute informution. o
0 POS §35/550-52,850/30% 0 P05 $25/540-52,000 h i o s o oy 0 oyl
DENTAL information or required signature is missing from this enrollment form.
If you're dedlining enrollment for yourself or your dependents (including your
sp‘{)use) heccusegnf other he;Irh iKsurunce (U‘eroge,pyou mLy in the fugn;/re be
Aetna (group) * Notowilable o | Aetna ( group) Ameritas (volunmry) able fo envoll yourselfor your dependents in his plan, provided you request
22 DMO 100%/100%/60%* anisuh || S o0 2 Passive PPO 100% /80%/0%—$750 v o g . s o s, oo, st i,
Q PPO Max ]00%/80%/50%—5] ,250 eligible employees | [ Standard PPO Q Passive PPO ]00%/50%/50%_5750 birth, adoption, or plucemgmfor adoption, you may be ublg to enroll yourself
2 Passive PO 100%/80%/50%<51 000 O Ehanced PO | 0 Active PPO 100%/80%/500%-1,000 | eyt dedens, e o st i 3 s e
Q Passive PO 100%,/80%,/50%-51,500* Q Passive PPO 1000 | O Passive PPO 100%,/80%,/50%51,000 adopton.
Q Passive PPO 100,/80%/50%-52,000 0 Eisting employer plan | 2 Passive PPO 100%/80%/50%-51,500 T -
with ortho €116

—Please retain a copy for your files



CBIA
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Connecticut Public Act 09-46
Insurance Company Medical Loss Ratios for 2014

The medical loss ratio is defined as the ratio of
incurred claims to earned premium for the prior
calendar year for managed care plans issued in
Connecticut and shall otherwise be calculated in ac-
cordance with the requirements of Connecticut state
law. For calendar year 2014, medical loss ratios for
insurance companies that participate in CBIA Health
Connections are:

Aetna Life Insurance Company* 86.4%
ConnectiCare Insurance Company Inc.* 82.6%

Harvard Pilgrim Health Care N/A
Oxford Health Plans (CT), Inc.** 85.6%
Oxford Health Insurance, Inc.** 80.4%

* 2014 State Medical Loss Ratio
** Small Group 2014 Federal Medical Loss Ratio

Enrollment Instructions

* Complete all items to avoid delays in processing.

* If you or one of your dependents is enrolling in our
Medicare plan, you must complete this form and the
Enrollment Forms for the carrier you are enrolling
with, and provide a copy of the Medicare card for
each person enrolling. All forms must be completed
in full, signed and dated to avoid delays in cover-
age.

* Your signature and date and your employer’s signature
and date must be on the Enrollment/Change Form.

* Dependents are eligible until reaching age 26.

e For Dental enrollment, choose one
coverage level and one plan. Check with your
employer for available dental options.

® If you reside outside Connecticut and need
information on which plans are available, please
refer to our website at cbia.com/ins and click on
Out-of-Area Information. If you need assistance in
determining which health plans or benefits are
available to you, contact your agent, or contact

CBIA Customer Service at (860) 525-2242.

e An affidavit may be required at time of claim to
verify domestic partner relationship. See cbia.com
for a copy of the affidavit.

Thank you for selecting coverage through CBIA Health Connections.

CBIA © 350 Church St., Hartford, CT 06103-1126 © 860.244.1900
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