ConnectiCare

P.O. Box 4058, Farmington, CT 06032-4058

connecticare.com M 800-251-7722

Enrollment/Change Form

Please print clearly and complete in full using ballpoint pen.

EMPLOYEE: Complete the following sections, sign at bottom, and read information on reverse side.

Please check appropriate item: D New Enrollment

D Other (Name change, address change, etc. Indicate reason for change.)

D Terminate Enrollment

D Add Dependent

D Remove Dependent

D Change Provider

D COBRA Election

D Change Plan/Class

D FlexPOS D Choice

Plan Name: (from Benefit Summary)

Plan Type:

] Compass

D EPO D

Passage*

*Selection of a primary care provider (PCP) from the Passage Network is required. Find participating Passage network PCPs with the “Find a Doctor” tool on connecticare.com.

Marital Status: [ Single

[Married/Civil Union  [] Domestic Partner

[JLegally Separated [Separated [JDivorced [Jwidowed

First Name Middle Name Last Name

Street Address City State ZIP Code

Primary Phone Number Secondary Phone Number Email Address Primary Language (optional)
CJHome [cell Cwork CJHome [cell Cwork

[ check if enrolling a disabled dependent age 26 or over and contact CBIA Service Corp. (860) 244-1900 to obtain a form for submitting proof of disability.

Other health care coverage: Will you have other health insurance in addition to this ConnectiCare plan, under a group, HMO, or Medicare plan?

OvYes [ONo

If yes, name of person covered

Employer

Insurance Company Name and Address (Please attach a copy of your group medical insurance card.)

Policy Number

Medicare (Attach a copy of your Medicare card.)
OpartA [partB  [JRetired

Birth Sex:
What sex were
Social Security Number | you assigned Gender Identity: Date of Birth
Subscriber/Dependents Add Remove | (required) at birth? What is your current gender identity? (mm/dd/yy) | Primary Care Provider
Applicant/Subscriber O ] Om OF LM OF
(First Name/Middle Initial/Last Name) (] Gender X [ Transgender male/female-to-male (FTM)
] Unknown (] Transgender female/male-to-female (MTF)
L] Non-binary/gender X/genderqueer or third
[Jgender  Other: Prefer to self describe
[ Choose not to disclose
Spouse/Civil Union/Domestic Partner* OJ J M OF M OF
(First Name/Middle Initial/Last Name) (] Gender X [ Transgender male/female-to-male (FTM)
1 Unknown [ Transgender female/male-to-female (MTF)
(] Non-binary/gender X/genderqueer or third gender
[ Other: Prefer to self describe
[ Choose not to disclose
Dependent 1 ] ] Om OF LM OF
(First Name/Middle Initial/Last Name) (] Gender X [ Transgender male/female-to-male (FTM)
] Unknown (] Transgender female/male-to-female (MTF)
(] Non-binary/gender X/genderqueer or third gender
(] Other: Prefer to self describe
[ Choose not to disclose
Dependent 2 O ] Om OF M OF
(First Name/Middle Initial/Last Name) (] Gender X [ Transgender male/female-to-male (FTM)
L1 Unknown [ Transgender female/male-to-female (MTF)
(] Non-binary/gender X/genderqueer or third gender
[ Other: Prefer to self describe
[ Choose not to disclose
Dependent 3 ] ] Om OF M OF
(First Name/Middle Initial/Last Name) (] Gender X [ Transgender male/female-to-male (FTM)
] Unknown (] Transgender female/male-to-female (MTF)
(] Non-binary/gender X/genderqueer or third gender
(] Other: Prefer to self describe
(] Choose not to disclose
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EMPLOYER: Complete this section. The form cannot be processed without this information.

coBrRA [Jves [INo
COBRA Start Date

Length of Coverage [130 months
036 months  [J Other

Date of Hire (mm/dd/yy)

Number of Work Hours per Week

Coverage Effective Date (mm/dd/yy)

Coverage End Date (mm/dd/yy)

Employee Work Location Group Name Plan Name Group Number/Subdivision/Class
Requested Effective Date Medical Dental Subgroup ID Class ID Plan ID
Employer Signature Title Date

>

Important: By signing here you are indicating that you have read and understand the information on the front and back of this form. This authorization is valid as long as you are enrolled in a ConnectiCare health plan, and for one year after enrollment if the
plan ends. | certify to the best of my knowledge and belief that the information supplied in the form is correct. | agree to the consent on the reverse side of this form. | understand that the phone numbers I provided on this application may be used by Connecti-
Care or any of its contracted parties to contact me about my account, the provision of services to me or my health benefit plan or related programs.

> Employee’s Signature Date

MEMBER DEMOGRAPHIC DATA (Required) This information is designed for the purpose of data collection and will not be used to determine eligibility, rating, or claim payment.

Employee

Pronouns: What are your pronouns? []He/him [JShe/her []They/them []Choose not to disclose

Sexual Orientation: Which of the following best describes you? [ Straight or heterosexual [ Lesbian or gay [ Bisexual [JQueer, pansexual, and/or questioning [JDon’t Know
[Jother option not specified (something else) [] Choose not to disclose

Accessible Format: [_]Not applicable [JB-Braille []L - Large Print [JA - Audio CD []Choose not to disclose

Ethnicity: Are you of Hispanic, Latino/a, or Spanish origin? [_]No, not of Hispanic, Latino/a, or Spanish origin [_] Yes, Puerto Rican []Yes, Dominican []Yes, Mexican, Mexican American, Chicano/a
[ Yes, Other Hispanic, Latino/a, or Spanish origin []Yes, Cuban []Choose not to disclose

Race: Which category best describes your race? [_1White [1Black or African American [ Asian Indian ] American Indian/Alaska Native []Native Hawaiian [] Chinese [Filipino
[JJapanese [1Korean []Vietnamese []Other Asian [1Samoan []Guamanian or Chamorro [_]Other Pacific Islander [_]Middle Eastern/North African []Two or more races
[LISome other race []Choose not to disclose

Language: What is your preferred language? [JEnglish [ISpanish []Chinese/Cantonese [ Chinese/Mandarin [JRussian [French Creole (Haitian Creole) []Bengali [1Yiddish
[Ifrench [italian [1Korean [JArabic [IPolish []Tagalog [JGreek [JAlbanian [JUrdu [Vietnamese [IPortuguese [JHindi []American Sign Language [ 1Other language
[LIChoose not to disclose

Spouse

Pronouns: What are your pronouns? []He/him [JShe/her [1They/them [ Choose not to disclose

Sexual Orientation: Which of the following best describes you? [ Straight or heterosexual [ Lesbian or gay [JBisexual [JQueer, pansexual, and/or questioning []Don’t Know
(] 0ther option not specified (something else) ] Choose not to disclose

Accessible Format: [ INot applicable [ 1B -Braille [JL - Large Print [JA - Audio CD [JChoose not to disclose

Ethnicity: Are you of Hispanic, Latino/a, or Spanish origin? [ No, not of Hispanic, Latino/a, or Spanish origin [ Yes, Puerto Rican [ Yes, Dominican [_]Yes, Mexican, Mexican American, Chicano/a
[ Yes, Other Hispanic, Latino/a, or Spanish origin []Yes, Cuban [_]Choose not to disclose

Race: Which category best describes your race? []White []Black or African American [] Asian Indian [_] American Indian/Alaska Native [INative Hawaiian []Chinese []Filipino
[JJapanese [1Korean []Vietnamese []Other Asian []1Samoan []Guamanian or Chamorro []Other Pacific Islander [_]Middle Eastern/North African []Two or more races
[ ]Some other race []Choose not to disclose

Language: What is your preferred language? [ English [ISpanish []Chinese/Cantonese [ 1Chinese/Mandarin [ JRussian []French Creole (Haitian Creole) [ JBengali []Yiddish
[JFrench [italian [JKorean [JArabic [JPolish [1Tagalog [Greek [JAlbanian [JUrdu [JVietnamese [Portuguese [1Hindi []American Sign Language []Other language
[_]Choose not to disclose

Dependent 1

Pronouns: What are your pronouns? [_1He/him [JShe/her []They/them []Choose not to disclose

Sexual Orientation: Which of the following best describes you? [Straight or heterosexual [ Lesbian or gay [IBisexual []Queer, pansexual, and/or questioning [ Don’t Know
[JOther option not specified (something else) [] Choose not to disclose

Accessible Format: [_]Not applicable [JB-Braille [L - Large Print [JA - Audio CD [JChoose not to disclose

Ethnicity: Are you of Hispanic, Latino/a, or Spanish origin? [_]No, not of Hispanic, Latino/a, or Spanish origin [ Yes, Puerto Rican []Yes, Dominican [_]Yes, Mexican, Mexican American, Chicano/a
[ Yes, Other Hispanic, Latino/a, or Spanish origin []Yes, Cuban [] Choose not to disclose

Race: Which category best describes your race? []White []Black or African American [] Asian Indian [_] American Indian/Alaska Native []Native Hawaiian []Chinese []Filipino
[1Japanese [IKorean [Vietnamese [1Other Asian [JSamoan []Guamanian or Chamorro [JOther Pacific Islander [_IMiddle Eastern/North African [ Two or more races
[ISome other race []Choose not to disclose

Language: What is your preferred language? [ ]English [JSpanish []Chinese/Cantonese [Chinese/Mandarin [_]Russian [_]French Creole (Haitian Creole) [1Bengali []Yiddish
[Ifrench [italian [1Korean [JArabic [IPolish [JTagalog [JGreek [JAlbanian [JUrdu [JVietnamese [IPortuguese [JHindi []American Sign Language [1Other language
[LIChoose not to disclose




Dependent 2

Pronouns: What are your pronouns? [_He/him [JShe/her [1They/them []Choose not to disclose

Sexual Orientation: Which of the following best describes you? [ Straight or heterosexual [ Lesbian or gay [JBisexual [JQueer, pansexual, and/or questioning ] Don’t Know
[ other option not specified (something else) [] Choose not to disclose

Accessible Format: [_]Not applicable [JB-Braille [IL - Large Print [JA - Audio CD [JChoose not to disclose

Ethnicity: Are you of Hispanic, Latino/a, or Spanish origin? [_]No, not of Hispanic, Latino/a, or Spanish origin [_] Yes, Puerto Rican []Yes, Dominican []Yes, Mexican, Mexican American, Chicano/a
[ Yes, Other Hispanic, Latino/a, or Spanish origin [1Yes, Cuban []Choose not to disclose

Race: Which category best describes your race? [_1White [1Black or African American ] Asian Indian ] American Indian/Alaska Native []Native Hawaiian [] Chinese [Filipino
[JJapanese [1Korean []Vietnamese []Other Asian [1Samoan []Guamanian or Chamorro []Other Pacific Islander [_]Middle Eastern/North African []Two or more races
[LISome other race []Choose not to disclose

Language: What is your preferred language? [JEnglish []Spanish []Chinese/Cantonese [ Chinese/Mandarin [JRussian [French Creole (Haitian Creole) []Bengali [1Yiddish
[Ifrench [italian [1Korean [JArabic [IPolish []Tagalog [JGreek [JAlbanian [JUrdu [JVietnamese [IPortuguese [JHindi []American Sign Language [1Other language
[LIChoose not to disclose

IMPORTANT: EMPLOYEE/MEMBER CONSENT

On my behalf and on behalf of my spouse and/or dependent(s), | hereby authorize any doctor, hospital, provider, insurer, ConnectiCare Insurance Company,
Inc. (CICI) or a CICl-affiliate, or other organization or person having records, data or information concerning health history or medical insurance for me or my
family member(s), including but not limited to information concerning mental health, alcohol/ substance abuse or HIV or AIDS-related conditions, to transfer
to any person or company such records, data or information as may be required for the purpose of providing treatment, paying claims, and performing other
operations to administer my Benefit Plan. | understand that CICI’s privacy notice contains a more complete description of the purposes for which information
about me and my dependent(s) may be used or disclosed and that | have a right to review the privacy notice prior to signing this consent. | understand that
CICI may change such notice at any time but will provide me a copy of any amended notice. | understand that | have a right to request restrictions on how
information about me and my dependent(s) may be used or disclosed to carry out the plan administration purposes and that CICI is not required to agree to
the requested restrictions. I understand that this authorization is valid for the term of my and my dependents’ coverage under the Plan. | understand that |
can revoke this authorization (but will be terminated from the Plan) at any time by giving written notice to CICI as long as CICI or others have not taken action
relying on this authorization. | acknowledge that I have retained a copy of this authorization. | authorize payroll deduction, if any, for the coverage | have
elected. I understand that any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
statement of claim containing any materially false information, or conceals, for the purpose of misleading, information concerning any fact material thereto,
commits a fraudulent insurance act, which is a crime punishable by penalties, imprisonment and restitution depending on applicable laws.

ConnectiCare collects race/ethnicity data solely for the purposes of developing quality improvement programs, education, training, and marketing purposes.
This data will not be used for determining eligibility, premium rate, or claim payment.

INSTRUCTIONS: DID YOU REMEMBER TO:

[] print clearly, complete all sections, and sign at the bottom of page 1?

[] clearly write in the plan name you are requesting? (It is located at the top left of the Benefit Summary and is included in your
enrollment materials.)

[[] select your primary care provider (PCP) and include their ConnectiCare Provider ID number?  (This can be found in the Provider
Directory or using the “Find Care” tool on my.connecticare.com.)

[_] Attach a copy of your Medicare card if you are Medicare-eligible?
(] Attach a copy of your group medical insurance card if you have other coverage?
[_] write in the Social Security Number for each dependent?

[[] Retain a copy of this form for your records?




DISCLOSURE OF MEDICAL LOSS RATIO

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.
Claims shall be limited to medical expenses for services and supplies provided to enrollees and shall not include expenses for stop loss, reinsurance, enrollee
educational programs, or other cost-containment programs or features.

The federal medical loss ratio has the same meaning as provided in and calculated in accordance with PPACA (Patient Protection and Affordable Care Act), PL
111-148, as amended from time to time, and regulations adopted thereunder.

o State Medical Loss Ratio for calendar year 2023 for ConnectiCare, Inc. (CCl): 83.0%
o Federal Medical Loss Ratio for calendar year 2023 for ConnectiCare, Inc. (CCl):

Individual 84.0%
Small-Group N/A
Large-Group 89.6%

e State Medical Loss Ratio for calendar year 2023 for ConnectiCare Insurance Company, Inc. (CICI): 90.7%
e Federal Medical Loss Ratio for calendar year 2023 for ConnectiCare Insurance Company, Inc. (CICI):

Individual 91.7%
Small-Group 91.6%
Large-Group 91.9%

ConnectiCare® is the brand name used for products and services provided by one or more ConnectiCare group of subsidiary companies. In Connecticut, individual

and family health coverage is underwritten by ConnectiCare, Inc. (CCl), a licensed health care center, or by ConnectiCare Benefits, Inc. (CBI) or ConnectiCare Insurance Company,
Inc. (CICI), licensed insurers. Individual, family and group dental coverage is underwritten by CICI. Group health coverage is insured by CCI or insured or administered by CICI. In
Massachusetts, group health insurance is underwritten by ConnectiCare of Massachusetts, Inc. (CMI), a licensed HMO. All insurance contracts, policies, and group benefit plans
contain exclusions and limitations. Not all coverage is available in all markets. For costs and details of coverage, call or write your insurance broker or the company.

© 2025 ConnectiCare, Inc. & Affiliates



ConnectiCare

Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English ATTENTION: If you speak another language, free language assistance services are
available to you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 800-251-7722 (TTY: 711) or speak to your
provider.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 800-251-7722
(TTY: 711) o hable con su proveedor.

Portugués do Brasil (Portuguese) ATENCAO: Se vocé fala portugués, servicos gratuitos de
assisténcia linguistica estao disponiveis para vocé. Auxilios e servigos auxiliares apropriados
para fornecer informagdes em formatos acessiveis também estao disponiveis gratuitamente.
Ligue para 800-251-7722 (TTY: 711) ou fale com seu provedor.

POLSKI (Polish) UWAGA: Osoby mowigce po polsku mogg skorzystac¢ z bezptatnej pomocy
jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg
réwniez dostepne bezptatnie. Zadzwon pod numer 800-251-7722 (TTY: 711) lub porozmawiaj
ze swoim dostawca.

H13C (Simplified Chinese) V& : WEREUL[H ], A TR % o N EIRAGE S M EIRSS . RATE
T TRPEHE A B T REAIRSS, CATGRGH IR LE B . S0d 800-251-7722 (SCAHLIE:
711) SCEHIERIIR S 208 .

Italiano (Italian) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per
fornire informazioni in formati accessibili. Chiama I' 800-251-7722 (tty: 711) o parla con il tuo
fornitore.

Francais (French) ATTENTION : Si vous parlez Frangais, des services d'assistance
linguistique gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour
fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 800-251-7722 (TTY: 711) ou parlez a votre fournisseur.

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd
aladispozisyon w gratis pou lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay
enfomasyon nan foma aksesib yo disponib gratis tou. Rele nan 800-251-7722 (TTY: 711)
oswa pale avek founise w la.

PYCCKWUW (Russian) BHUMAHWE: Ecnu Bbl roBOpPUTE Ha PYCCKOM, BaM AOCTYMHbI
BGecnnaTHble ycrnyru s3blkoBor nogaepxku. CooTBeTCTBYOLWME BCOMOraTernbHble CpeacTsa u
yCriyrv rno npefocTaBrieHnio MHdopMaLmy B OCTYMNHbIX popmaTtax Takke npefocTaBnsaoTcs
6ecnnaTHo. [o3BoHuTe nNo TenedoHy 800-251-7722 (TTY: 711) nnn obpaTntecb K cBOEMY
MOCTaBLLMKY YCIyT.
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Viét (Vietnamese) LUU Y: Néu ban néi tiéng Viét, chang tdi cung cap mién phi cac dich vu hd
tror ngén ngdr. Cac hd tre dich vu phu hop dé cung cép thong tin theo cac dinh dang dé tiép
can ciing dwoc cung cap mién phi. Vui Iong goi theo s6 800-251-7722 (Nguwdi khuyét tat: 711)
hodc trao dbéi v&i ngudi cung cap dich vu cla ban.

420 (Arabic)

D il Al ledd g Baclise Jil g 8 43 LS dnilaal) 45 lll 3aclucall hledd Sl 8 g¥10d Ay yall Aall) Eoaati i€ 1)) 14
Aeadl) plia ) ass 57 (711) 800-251-7722 o3 ) e Joail Ulas L) J g sl (S ity il slaal)

et 0] (Korean)F2|: [ot=0{]& AIESIA|= 4% F & A0 X[@ MH|AE 0|85t &=
AELICL 0|8 THstt YA o MRS NIt MBS #E 7|7 U MHAE PR

M & & LTt 800-251-7722 (TTY: 711) HO 2 M3t AL MH| A K|S PH 0 225t A| 2.
SHQIP (Albanian) VINI RE: Nése flisni shqip, shérbime falas t& ndihmés sé gjuhés jané né
dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té siguruar informacion

né formate té pérdorshme jané gjithashtu né dispozicion falas. Telefononi 800-251-7722 (TTY:
711) ose bisedoni me ofruesin tuaj té€ shérbimit.

f&dl (Hindi) & € afg oo ) diad € @ omue faw e W Temadr Jarg Sudasy
gl €1 YaH UUl H TR UaH dRA & [l Iugdd Gead WY SR Jarg
e Iua B1 800-251-7722 (TTY: 711) R B HL AT 304 Yerdl I d1d Bl

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga
libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary
na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format.
Tumawag sa 800-251-7722 (TTY: 711) o makipag-usap sa iyong provider.

EAAnvikd (Greek) MPOZOXH: EQv pIAdTe eAANVIKA, UTTAPYOUV OI0B£0IUEG BwPEAV UTTNPETIES
UTTOOTAPIENG OTN OUYKEKPIYEVN YAwooa. AlaTiBevTal dwpedv KAaTtdAAnAa BonBriuarta Kai
UTTNPETIES yIa TTapoxr TTANPOPopIwY ot TTPooRACIuES HopPES. KaAéoTe To 800-251-7722
(TTY: 711) ) amreuBuvBeiTe oTOV TTAPOXO OAG.



NOTICE OF NONDISCRIMINATION POLICY
Discrimination is Against the Law

ConnectiCare complies with Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex, including sex characteristics, including
intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes. ConnectiCare does not exclude people or treat them less favorably because of
race, color, national origin, age, disability, or sex.

ConnectiCare:

e Provides people with disabilities reasonable modifications and free appropriate
auxiliary aids and services to communicate effectively with us, such as:
o Qualified sign language interpreters.
o Written information in other formats (large print, audio, accessible
electronic formats, and other formats).
e Provides free language assistance services to people whose primary language is not
English, which may include:
o Qualified interpreters.
o Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language
assistance services contact the Civil Rights Coordinator by calling Member Services at 800-
251-7722 (TTY: 711).

If you believe that ConnectiCare has failed to provide these services or discriminated in
another way based on race, color, national origin, age, disability, or sex, you can file a
grievance with the Civil Rights Coordinator by writing to ConnectiCare Grievance and Appeals
Department, P.O. Box 4061, Farmington, CT 06034-4061; faxing them at 800-319-0089; or
calling Member Services at 800-251-7722. (Dial 711 for TTY services.) You can file a
grievance in person, by mail, by fax, or through your secure member portal. If you need help
filing a grievance, ConnectiCare’s Grievance and Appeals Department is available to help you.
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 ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S.
Department of Health and Human Services, 200 Independence Avenue SW, Room 509F,
HHH Building, Washington, DC 20201; 800-368-1019 (TTY: 800-537-7697).

Complaint forms are available at hhs.gov/ocr/office/file/index.html.

This notice is available on ConnectiCare’s website at
connecticare.com/legal/nondiscrimination.
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