STATE OF TENNESSEE GROUP INSURANCE PROGRAM PARTNERS

RETIREE INSURANCE CHANGE APPLICATION

State of Tennessee - Department of Finance and Administration « Benefits Administration FOR HEALTH
312 Rosa L. Parks Avenue, 19th Floor - Nashville, TN 37243 - 800.253.9981 - fax 615.741.8196

INSTRUCTIONS: Please return completed form to Benefits Administration. Complete the entire form and do not leave anything blank. Leaving a section blank can cause a delay

in processing your request. You must send all required documentation with your application. Redact/black out any Social Security numbers and any personal financial information
on the copies of your documents.

PART 1: ACTION REQUESTED

TYPE OF ACTION REASON FORTHIS ACTION PARTICIPANTS | COVERAGE | EFFECTIVE DATE
U Add Coverage U Properly served National Medical Support Notice AFFECTED AFFECTED | REQUESTED
U Change Coverage U Qualifying enrollment event (select one & provide , see page 2 ] Retiree U Health
Q Update Personal Info ____Acquisition of new dependent due to: U Spouse U Dpental
Form not for cancellation a Marnag.e N .D Legal Guardianship [ Newborn [ Adoption Q children) | QVision
Loss of eligibility for other group coverage/TennCare/CHIP
New eligibility for premium subsidy

PART 2: RETIREE INFORMATION

FIRST NAME M LAST NAME DATEOFBIRTH | GENDER MARITAL STATUS
Omdr QOsUdmUdp Aw
SOCIAL SECURITY NUMBER ELIGIBLE FOR MEDICARE? IF YES, MEDICARE PART A EFFECTIVE DATE MEDICARE PART B EFFECTIVE DATE
Uyes dNo
HOME ADDRESS 0 UPDATE MY ADDRESS | CITY ST ZIP CODE COUNTY

PART 3: HEALTH INSURANCE

SELECT A HEALTH COVERAGE OPTION SELECT CARRIER & NETWORK SELECT HEALTH PREMIUM LEVEL

U standard PPO 1 BCBS Network S U retiree only W spouse only

U Premier PPO U BCBS Network P* U retiree + spouse +child(ren) U child(ren) only

U Limited PPO (local ed/local gov only) U Cigna LocalPlus U retiree + spouse U spouse +child(ren)
U CDHP/HSA (state/higher ed only) U Cigna Open Access* U retiree +child(ren)

U Local CDHP/HSA (local ed/local gov only) *higher premium applies

PART 4: DENTAL INSURANCE | PART 5: VISION INSURANCE
PLAN PLAN
U MetLife DPPO U Cigna DHMO (Prepaid Provider) U Basic U Expanded

PART 6: DEPENDENT INFORMATION — attach a separate sheet if necessary

NAME (FIRST, M, LAST) DATE OF BIRTH | RELATIONSHIP | GENDER | SOCIAL SECURITY NUMBER MEDICARE ELIGIBLE

DATE EFFECTIVE
OmUdr PARTA Uy QN

DATE EFFECTIVE
Omdr PARTA Y ON

DATE EFFECTIVE
Omdr PARTA Y UN

Proof of a dependent’s eligibility must be submitted with this application for all new dependents. (review document here). () A SEPARATE SHEET WITH MORE

DEPENDENTS IS ATTACHED

PART 7: AUTHORIZATION

| confirm that the information above is true. | understand my health, dental, and vision selections may not be changed until the end of the applicable plan year, and
that | cannot change insurance plans or carriers during the plan year unless | experience a qualifying event. | understand that it is my responsibility to notify Benefits
Administration if any of my dependents lose eligibility, and | understand that | will be held responsible for any claims paid in error if | fail to notify.

SIGNATURE DATE PHONE (REQUIRED)

EMAIL ADDRESS (REQUIRED) AGENCY RETIRED FROM
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SQE ENROLLMENT CHANGES

DEADLINES, EFFECTIVE DATES AND REQUIRED DOCUMENTATION

1. LOSS OF ELIGIBILITY

PARTNERS
FOR HEALTH

Loss of
Eligibility under
another group
insurance plan
for any reason
(including
divorce, death
of spouse,
involuntary
loss of other
government
coverage)

Spouse or
Stepchild by
Marriage

+ Only the employee and any dependents who have lost or will lose eligibility
may enroll. Individuals who lose other coverage may only enroll in the types of
coverage lost (medical/medical; dental/dental; vision/vision). A voluntary action
that results in loss of coverage is NOT a qualifying event, including a voluntary
cancellation of coverage, a cancellation of coverage for not paying premiums, or
electing to cancel, waive, or decline coverage during another plan’s enroliment
period.

+ Ifadding dependents to existing health insurance coverage, you and your
dependents may transfer to a different carrier or healthcare option, if eligible

2. ACQUISITION OF NEW DEPENDENT

The employee may enroll in employee only or family coverage.

The employee may add new dependent and any eligible dependents who were
not enrolled when initially eligible and are still eligible.

If adding dependents to existing health insurance coverage, you and your
dependents may transfer to a different carrier or healthcare option, if eligible.

HOC and eligible dependents may enroll in dental and vision coverage if the
requirements stated in the dental or vision certificates of coverage are met.

+  ByOrderof

No employee-only coverage is permitted.

Deadline: Application for enrollment with required documentation must
be received by the ABC or BA within 60 days of the loss of eligibility.

Effective date: First day of the month after a completed application with
documentation is received by the ABC or BA.

Documentation required: Written documentation from an employer,
former employer, insurance company, or former insurance company on
company letterhead that lists (1) names of covered participants; (2) dates
of coverage including your coverage at the time coverage in this plan was
declined; (3) types of coverage (medical, dental, vision); (4) each participant
that lost eligibility for coverage; (5) the date of loss of eligibility to continue
coverage, and (6) the reason why eligibility for coverage was lost

Deadline: Application for enrollment with required documentation®* must
be received by the ABC or BA within 60 days of the date of acquisition (the
date of acquisition is the date of the marriage or the date of the placement
order).

Effective date: First day of the month after a completed application with
documentation is received by the ABC or BA.

Documentation required:
1. Marriage Certificate

3. NEW ELIGIBILITY FOR PREMIUM SUBSIDY

An employee and any dependents newly eligible for a premium subsidy through a CHIP or Medicaid program may enroll in health insurance coverage midyear.

Guardianship |, |l change requests due to an Order of Quard.ianship must arise out of and 2.Birth Certificate (will accept mother's copy for newborn)
correspond.vx.nth the terms of the guardla.nshlp order. - . 3. Order of Guardianship requiring financial support and provision of
+HOCand eligible dependents may enroll in dental and vision coverage if the insurance coverage, which sets out the date of the guardianship period
requirements stated in the dental or vision certificates of coverage are met.

+  ByBirth, «  Enrollment should be completed and submitted to the ABC or BA within 30 Deadline: Application for enrollment with required documentation* must
Adoption, or days to ensure the earliest possible effective date. be received by the ABC or BA within 30 days of the birth, adoption, or
PIacemen.t . The employee may enroll in employee only or family coverage. pIacerpent of adoption for retrgactive heglth insurance coverage (wit.h an
for Adoption H | ddth d d g her eligible d d effective date of the date of birth, adoption, or placement for adoption).

: he employee may”a p the n.evy‘ iperl]‘ gt::tan dany otherellgl ?” ‘Is'p'et?l ents Other coverage (dental/vision) will begin the first day of the month
who were not enrolled when initially eligible and are otherwise still eligible. following the enrollment request.

' Iflfiggfnéjents gre added to ex?tlng h?:ctfh insurance covsra?t;, HOC anfi i An application with required documentation* that is received by the ABC
el!g!ble ependents may transter to a ditferent carrier or healthcare option, | or BA 31 to 60 days after the birth, adoption, or placement for adoption
eligible. will result in an effective date of the first day of the following month.
HOC and eligible dependents may additionally enroll in dental and vision
coverage if the requirements stated in the dental or vision certificates of Documentation required:
coverage are met (no retroactive coverage is available for dental and vision). 1. Birth Certificate (will accept mother's copy for newborn)

2.Final Order of Adoption or Order of Custody in anticipation of adoption

Examples of deadlines and effective dates for new dependents (assuming that all eligibility requirements are met and all required documentation is submitted with application)

Marriage June 15 Birth, Adoption, or Placement for Adoption June 15

Within 30 days If Enrollment is submitted to BA on June 25 (within 30 days of marriage): If Enrollment is submitted to BA on June 25 (within 30 days of birth):

All coverage will begin July 1, first day of the month following submission of Health insurance will be retroactive to June 15, date of birth

completed application All other coverage (dental/vision) will begin July 1, first day of the month

following submission of completed application

31-60 days If Enrollment is submitted to BA on August 14 (60 days after marriage): If Enrollment is submitted to BA on July 16 (31 days after birth):

All coverage will begin September 1, first day of the month following submission of | All coverage will begin August 1, first day of the month following

completed application submission of completed application

If Enrollment is submitted to BA on August 14 (60 days after birth):
All coverage will begin September 1, first day of the month following
submission of completed application

After 60 days An Enrollment submitted on or after August 15 (61 days after event) will exceed the 60-day enrollment period, and the request will be denied.

The application for enroliment with documentation must be received by the ABC or BA within 60 days of the new eligibility.

* Required documentation for adding new dependents may be submitted up to 10 days after the applicable enroliment deadline.
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Language/Communication Assistance. Need free language help? Have a disability and need free help or an auxiliary aid or service, for
instance Braille or large print? Please request assistance by emailing benefits.assistance@tn.gov and FA.CivilRights@tn.gov or calling
800-253-9981. If you think you have been denied free language or communications assistance, please call 615-532-9617 for the F&A Civil
Rights Coordinator or follow the F & A complaint procedures in F & A Policy No. 36. Non-Discrimination Policy and Complaint Procedure
which is available at the following link: Policy 36 - 10.24.2024 pdf

Spanish
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica. Llame al 1-866-576-0029 (TTY: 1-800-848-
0298)

Arabic
.(800-848-0298-1 :p84l 5 auall iila o8 5) 866-576-0029-1 pd_n il Glaally ell Hal 655 3 galll 32 Lusall hladd 8 (Aalll 83 Caaaii i€ 13) :4da gala

Chinese
AR MBREENRGSX, BiIREAREMESHMRE. FEHE 1-866-576-0029 (EHFITFH# . 1-800-848-0298) ,

Viethamese
CHU Y: N&u ban néi tiéng Viét, dich vu hd tro' ngén ngit mién phi ¢ sin. Goi 1-866-576-0029 (TTY: 1-800-848-0298).

Korean
Fol: et=0{ E ALEOHA = B2, 210 X| & ME|AE FEE 0|85t 5= USLIL}. 1-866-576-0029 (TTY: 1-800-848-0029) H2 =

Halof FHAI2.

French
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-866-576-0029 (ATS :
1800-848-0298).

Laotian
2001259 TIICOIWIFIDIO, NIVLSNIVFOBCTBCIVWIFTIWECHVIE. 111-866-576-0029 (TTY: 1-800-848-0298).

Ambharic
@A FMA; PTRT4F 2% ATCT NPT OFCTFIR ACSF ECESTI NI8 APITIHPT +HIB+PA: DL M N+AD- &P LM 1-866-576-
0029 (A°A99% A+AFFar: 1-800-848-0298.

German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ilhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-866-576-
0029 (TTY: 1-800-848-0298).

Gujarati
YUsil: ) dR AUl sllddl €, dl [o1:QL&s MM USIU A dHRL M GUudsy 8. §lel ) 1-866-576-0029 (TTY: 1-800-848-0298).

Japanese
EEFIE BAREZESINDBE. BHOEEXEZCHRAW=ITET, 1-866-576-0029 (TTY:1-800-848-0298) £T. B E
SEICTTERCESY

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-
866-576-0029 (TTY: 1-800-848-0298).

Hindi
&1 < i oy £ Siaa € o 3muds for o & HTT gl VaTd SUAs | 1-866-576-0029 (TTY: 1800-848-0298) TR HId B |
Russian

BHUMAHME: Ecnv Bbl roBOPUTE Ha PYCCKOM fi3blKe, TO BaM AOCTYMNHbl becniaTHble ycayru nepesoda. 3soHuTe 1-866-576-0029
(Tenetaiin: 1-800-848-0298).

Persian
250 il 1-866-576-0029 (TTY: 1-800-848-0298) L .25 (o0 pal L (51 G oy man () g S (o K38 i 3 Ly 40 R Aass
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