ENROLLMENT FORM

Employer:

Original Effective Date of Coverage:

HEALTH PLANINC
Last Name: First Name: MI:
E Sex: (OMale [IFemale
M
p |Street Address: City: State: Zip Code:
L
[0} County: Home Phone: Work Phone:
Y
E |Social Security Number: Date of Birth: (MM/DD/YYYY) Primary Care Physician (PCP): [ Check if this is current physician
E
Employee Status: Marital Status: Date Employed Full time:
| OActive [ORetired [ODisabled [JOCOBRA
N |Are you eligible for Medicare? Is your spouse eligible for Medicare?
F| O PartA Effective Date: / / O PartA Effective Date: / /
O| O PartB Effective Date: / / O PartB Effective Date: / /
*Is Medicare coverage related to end stage renal disease? [Yes, effective date: / / [CONo
Group# (for office use only): Health Plan: Tier:
CEmployee COEmployee+Spouse CJEmployee+Child CFamily
Complete the following information for spouse and dependent coverage.
S |Last Name: First Name: MI: Date of Birth: (MM/DD/YYYY)
P
(0}
U |Social Security Number: Primary Care Physician (PCP): [OCheck if this is current Physician
S Sex: [OMale JOFemale
E
Please attach a Certification of Dependency Form if the dependent children are not the biological children of either the applicant, spouse, or both.
C |Last Name: First Name: MI: Date of Birth: (MM/DD/YYYY)
H
I
L |Social Security Number: Primary Care Physician (PCP): [OCheck if this is current Physician
D Sex: [OMale OFemale
College Student? [OYes [INo (Attach Proof from College) Handicapped ? CYes [INo (Attach handicapped dependent certification)
C |Last Name: First Name: MI: Date of Birth: (MM/DD/YYYY)
H
I
L |Social Security Number: Primary Care Physician (PCP): [OCheck if this is current Physician
D Sex: [OMale OFemale
College Student? [OYes [INo (Attach Proof from College) Handicapped ? CYes [INo (Attach handicapped dependent certification)
C |Last Name: First Name: MI: Date of Birth: (MM/DD/YYYY)
H
|
L |Social Security Number: Primary Care Physician (PCP): [OCheck if this is current Physician
D Sex: [OMale COFemale

College Student? [OYes [INo (Attach Proof from College)

Handicapped ? CYes [INo (Attach handicapped dependent certification)

Other Group Insurance Information in addition to Evergreen Health Plan

Name of Insured:

Type of Contract:
[Self Only
CFamily

Effective Date of Policy:

Policy or ID #: Name of Group (Employer):

OYes

PRIOR MEDICAL COVERAGE

[ONo

CONo

Important: If you are enrolling in a Medical Plan that is subject to Federal and/or State Insurance small group reform laws, you may be eligible for Pre-Existing condition
limitation credit. Failure to provide the following information may result in a delay of benefits.

OYes Have you or any dependents applying for coverage been covered under this Employer's prior medical plan or any other type plan?

Do you have Certificate(s) of Creditable Coverage? If Yes, provide Evergreen Health Plan, Inc., a copy of these Certificates to eliminate or

reduce pre-existing condition waiting periods. Employees who do not provide proof of prior coverage will be subject to a 12 month waiting

period for pre-existing conditions.

Initials Date
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FOR GROUPS 2-50 (PROVIDE DETAILS TO ALL YES ANSWERS ON A SEPARATE SHEET OF PAPER)

1. JYES [ONO In the last 6 months, have you or any eligible dependents incurred claims in excess of $2,500?

2. OYES [NO Is any person to be insured receiving treatment, taking medication, or been advised of a condition
that will require attention in the next 6 months?

3. OYES [INO Has any person to be insured ever been diagnosed or tested for aquired immune deficiency
syndrome (AIDS) or an AIDS related complex by a physician or member of the medical profession?

4. JYES [NO Within the last 6 months, has any person to be insured been diagnosed or had treatment for any
of the following: Cancer/Tumor, Diabetes, Heart/Blood Vascular Disorder, Kidney Disorder,
Liver Disorder, Respiratory Lung Disorder, Stroke, Systemic Lupus/Multiple Sclerosis, Transplants?

5. List all medications you or any eligible dependents are currently taking: (N/A if no medications)

| wish to decline any coverage option.

Signature Date

State reason for waiving coverage:

| declare all statements contained in this entire form are true and correct to the best of my knowledge and belief and that no material
information has been withheld or omitted.

Initials Date

| hereby authorize any Physician, Medical Practitioner, Hospital, Clinic, Veteran's Administration Facility, other medical and/or

medically related Facility, Insurance or Reinsurance Company, or Consumer Reporting Agency, to release to Evergreen Health Plan, Inc.,
or its legal representative, any and all such information as to diagnosis, treatment, and prognosis with respect to any physical or

mental condition, including Drug or Alcohol abuse, and/or treatment of myself, spouse, or my minor children, and other non-medical
information of myself, spouse, and/or my minor children. | understand that | may request a copy of this authorization at any time.

| agree that a photographic copy of this authorization shall be as valid as the original.

Initials Date

| have received a copy of the Evergreen Health Plan, Inc. Managed Care Plan Acknowledgement and understand the plan provisions as stated.

Initials Date

| authorize my employer to deduct the necessary contribution toward the premium. | reserve the right to revoke this deduction
authorization at any time upon my written notice. This application will be part of the contract. Coverage is effective only after
approval by Evergreen Health Plan, Inc. and satisfaction of any probationary period.

Applicant Signature: Date / /

Witness Signature: Date / /

EVERGREEN HEALTH PLAN

POST OFFICE BOX 100 COLUMBUS, GEORGIA 31902-0100 TELEPHONE 706-660-6175 FAX 706-660-6515
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Evergreen Health Plan, Inc.
Managed Care Plan Acknowledgement

I understand that I am enrolling in a managed care plan, which requires that healthcare
services must be provided by participating providers. Failure to use a participating
provider will result in reduced coverage or no coverage for services that I receive, and I
will be fully responsible for any and all costs not covered by Evergreen.

I have received or have access to a complete listing of the participating providers. I
understand that the participation status of any provider may change from time to time. It
is my responsibility to verify that my healthcare provider is participating with Evergreen
Health Plan prior to receiving services. I may verify participation status via the
Evergreen Health Plan website, www.evergreenhealthplan.com, which is updated at least
every 30 days. I may also verify status by contacting Member Services at 706-660-6550
or toll free at 888-294-9541.

As required by the State of Georgia regulations, the following is a summary of the
financial arrangements with the health care providers who are participating in the
Evergreen Health Plan network:

1) Hospital providers are paid according to a contract which includes inpatient
per diems, case rates, and discounted fee for service arrangements depending
on specific services provided.

2) Physicians are paid discounted fee for service in accordance with a specific
fee schedule, which has been provided to them as contracted.

3) Laboratory services are provided through a capitated per member per month
flat fee.

4) Other ancillary services including home health, skilled nursing, and hospice
are paid on a contracted fee schedule with per diems or per visit amounts.
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