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& meRrcy

Health Plans

ENROLLMENT APPLICATION FORM

521 President Clinton Avenue e Suite 700 e Little Rock, AR 72201 e 866-647-5568 e mercyhealthplans.com

INCOMPLETE INFORMATION WILL DELAY PROCESSING YOUR
APPLICATION AND PRODUCTION OF YOUR MEMBER ID CARD(S)

(1 Base Plan

1 Buy Up

1 Conversion

(1 Coverage Waived

BSCRIBER INFORMATION

CONTRACT TYPE

SOCIAL SECURITY NUMBER LAST NAME FIRST NAME ML 1 oveRaGE: 1 PPO IN AREA 1 ASO
I PPO OUT OF AREA 1 HDHP

DATE OF BIRTH (M/D/Y) STREET ADDRESS 1 COBRA (I HSA

/o 1 CONVERSION 3 MYCHOICE
cITY STATE zIP COUNTY

CONTRACT TYPE: (1 EMPLOYEE (1 EMPLOYEE/CHILDREN
HOME PHONE BUSINESS PHONE FAX NUMBER MARITAL STATUS 1 EMPLOYEE/SPOUSE (1 FAMILY
( ) ( ) ( ) (3 SINGLE (I MARRIED [ DIVORCED [T WIDOWED
PREFERRED METHOD OF COMMUNICATION EMAIL ADDRESS RELEASE OF INFORMATION
OevAL  OPHONE  OMAL  COIFAX To obtain a Release of Information Form, contact
EMPLOYER NAME EMPLOYER ADDRESS Member Services (phone no. on back of ID card) or
go to www.mercyhealthplans.com.
FAMILY INFORMATION EMPLOYER MUST COMPLETE

ALL AREAS BELOW MUST BE FILLED OUT FOR EACH OF YOUR DEPENDENTS OR PROCESSING YOUR APPLICATION WILL BE DELAYED.
If dependent is a full-time student over age 19, has a last name different from that of the subscriber, or if dependent is disabled,
please attach appropriate documentation from school, courts or physician.

S.S.# LAST NAME M.l | RELATION- SEX | ENROLLED IN OTHER PRIMARY CARE PHYSICIAN PROVIDER
SHIP MEDICARE? | COVERAGE? (PROVIDER) 1.D. NUMBER
am
SELF [F | OYES OINO |VES (AINO
am
SPOUSE Ar [IYES INO |[VYES [INO
am
CHILD Ar [IYES INO |[IYES [INO
awm
CHILD Ae TIYES [(INO |AVYES ANO
am
CHILD Ar TIYES [(INO |[AVYES [ANO

GROUP #
EMPLOYEE HIRE DATE
EFFECTIVE DATE OF COVERAGE

REASON FOR ENROLLMENT:

O NEW EMPLOYEE [ OPEN ENROLLMENT
[ COBRA

[ TERMINATION DATE
[ QUALIFYING EVENT EXPLAIN:

EMPLOYEE CLASSIFICATION:
A HOURLY [ SALARY [ OTHER [ ACTIVE (1 RETIRED

APPROVED BY:

DATE:

OTHER GROUP COVERAGE INSURANCE

OTHER HEALTH INSURANCE INFORMATION

EFFECTIVE DATE

MEDICARE EFFECTIVE DATE

MHP USE ONLY

NAME OF OTHER INSURANCE CARRIER FOR EACH PERSON LISTED ABOVE

POLICY HOLDER

OTHER CARRIER’S CLAIMS ADDRESS

‘OTHER CARRIER’S PHONE NUMBER

ENTERED BY

DATE ENTERED

cancellation within the first two (2) years.

4. Any changes in eligibility must be reported to Mercy Health Plans immediately.
5. If applying for an HSA, | agree to have Bank of America contact me to open an account.

Please read the following information. It is part of the agreement between you and Mercy Health Plans.
1. This may be considered my full and complete authorization to any physician, hospital or other necessary entity to

allow full disclosure to Mercy Health Plans, of medical information relevant to persons covered by this application. fines and confinement in prison.
2. This application is not in force until approved by Mercy Health Plans.
3. Untruthful or misleading information provided on this application may render this application void and subject to

IMPORTANT INFORMATION

Please note: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to

Date:

Employee:

AR ENROLL v.4 (08)



AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION

NOTE:
It is required that this Authorization to Use and Disclose Protected Health Information
be completed and submitted with the application. The application is not complete without this authorization form.

Each person age 18 or over who is to be covered by this policy is requested to sign at the bottom of this form. Failure to receive
signatures for each person age 18 or over who is to be covered may affect premium issued by MHP, as permitted by law.

| authorize Mercy Health Plans (MHP) or its affiliates to obtain necessary individually identifiable health information, including but not
limited to claims, medical records, reports, pharmaceutical records, diagnostic tests, and lab reports from physicians, hospitals or other
health care providers pertaining to my care or the care of any other dependent(s) listed on the application for insurance. | understand that
this information can be used to determine my/our eligibility for insurance, and that those records can be requested as far back as the past
ten years.

| authorize MHP to share necessary information with my Producer (Broker or Agent). | understand that Mercy Health Plans may disclose
individually identifiable health information, including but not limited to claims, medical records, reports, pharmaceutical records, diagnostic
tests, and lab reports to other entities in the course of its business operations or as required or permitted by law or as set out in the Mercy
Health Plans Notice of Privacy Practices and authorize such disclosure. | also understand that there is a possibility of re-disclosure of any
information disclosed pursuant to this authorization and that information, once disclosed, may no longer be protected by federal rules
governing privacy and confidentiality.

This authorization is valid for the duration of my coverage with Mercy Health Plans. | understand that this authorization is voluntary and
that | may revoke this authorization at any time; however, if | do so before | am enrolled in the policy(ies), my application for coverage may
be denied. A revocation request must be sent in writing to MHP's home address, or via e-mail. | also understand that my revocation will
not affect the rights of any individual who has acted in reliance on the authorization prior to receiving notice of my revocation.

All listed applicants 18 years of age and older are requested to agree to the terms of this authorization. Signing this document confirms
agreement. | understand and agree to the release of information for the purpose described above in this document.

Signature: Printed Name: Relationship to Applicant: Date:

Applicant

Applicant’s Spouse
Dependent Child 1

Dependent Child 2

Dependent Child 3

Dependent Child 4

Dependent Child 5

Dependent Child 6

AR ENROLL v.4 (08)



ENROLLMENT APPLICATION FORM 1 Base Plan

. 1 Buy Up
) Mency 500 President Clinton Avenue e Suite 20 e Little Rock, AR 72201  866-647-5568 ® mercyhealthplans.com .
N (J Conversion

Healsh Pl INCOMPLETE INFORMATION WILL DELAY PROCESSING YOUR _
eaitn rtans APPLICATION AND PRODUCTION OF YOUR MEMBER ID CARD(S) 1 Coverage Waived

CONTRACT TYPE

BSCRIBER INFORMATION

SOCIAL SECURITY NUMBER LAST NAME FIRST NAME ML 1 oveRaGE: PO IN AREA SO
I PPO OUT OF AREA 1 HDHP
DATE OF BIRTH (M/D/Y) STREET ADDRESS A1 COBRA A HSA
/o 1 CONVERSION 1 MYCHOICE
cITY STATE zIP COUNTY
CONTRACT TYPE: (1 EMPLOYEE (1 EMPLOYEE/CHILDREN
HOME PHONE BUSINESS PHONE FAX NUMBER MARITAL STATUS 1 EMPLOYEE/SPOUSE 1 FAMILY
( ) ( ) ( ) (3 SINGLE (I MARRIED [ DIVORCED [T WIDOWED

PREFERRED METHOD OF COMMUNICATION EMAIL ADDRESS RELEASE OF INFORMATION

OevAL  OPHONE  OMAL  COIFAX To obtain a Release of Information Form, contact
EMPLOYER NAME EMPLOYER ADDRESS Member Services (phone no. on back of ID card) or
go to www.mercyhealthplans.com.

FAMILY INFORMATION EMPLOYER MUST COMPLETE

ALL AREAS BELOW MUST BE FILLED OUT FOR EACH OF YOUR DEPENDENTS OR PROCESSING YOUR APPLICATION WILL BE DELAYED.
If dependent is a full-time student over age 19, has a last name different from that of the subscriber, or if dependent is disabled, GROUP #
please attach appropriate documentation from school, courts or physician. EMPLOYEE HIRE DATE

EFFECTIVE DATE OF COVERAGE

S.S. # LAST NAME FIRST NAME M.l | RELATION- | DATE OF BIRTH | SEX | ENROLLED IN OTHER PRIMARY CARE PHYSICIAN PROVIDER
SHIP MEDICARE? | COVERAGE? (PROVIDER) LD.NUMBER | | oo nsoN FOR ENROLLMENT:
SELF /o g g (IYES (ANO | (I YES [ANO (INEW EMPLOYEE (1 OPEN ENROLLMENT
7 COBRA
SPOUSE /o g EA CIYES (ANO [(IYES (ANO 11 TERMINATION DATE
/ / Awm [ QUALIFYING EVENT EXPLAIN:
CHILD q | TYES TINO | IYES (ANO EMPLOYEE CLASSIFICATION:
Owm I HOURLY [ SALARY [ OTHER [ ACTIVE [ RETIRED
CHILD / Ae [IYES [ANO |[VYES [INO
APPROVED BY:
/ am YES INO [T YES [ANO
CHILD ar | O m) a a DATE:
OTHER HEALTH INSURANCE INFORMATION MHP USE ONLY
OTHER GROUP COVERAGE INSURANCE EFFECTIVE DATE MEDICARE EFFECTIVE DATE ENTERED BY
NAME OF OTHER INSURANCE CARRIER FOR EACH PERSON LISTED ABOVE POLICY HOLDER
OTHER CARRIER’'S CLAIMS ADDRESS ‘OTHER CARRIER'S PHONE NUMBER DATE ENTERED
IMPORTANT INFORMATION
Please read the following information. It is part of the agreement between you and Mercy Health Plans. Please note: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or

1. This may be considered my full and complete authorization to any physician, hospital or other necessary entity to knowingly presents false information in an application for insurance is guilty of a crime and may be subject to
allow full disclosure to Mercy Health Plans, of medical information relevant to persons covered by this application. fines and confinement in prison.

2. This application is not in force until approved by Mercy Health Plans.

3. Untruthful or misleading information provided on this application may render this application void and subject to
cancellation within the first two (2) years.

4. Any changes in eligibility must be reported to Mercy Health Plans immediately. Employee: Date:

5. If applying for an HSA, | agree to have Bank of America contact me to open an account.

AR ENROLL v.3 (08) AR-CO-141-0507




AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION

NOTE:
It is required that this Authorization to Use and Disclose Protected Health Information
be completed and submitted with the application. The application is not complete without this authorization form.

Each person age 18 or over who is to be covered by this policy must sign at the bottom of this form.

| authorize Mercy Health Plans (MHP) or its affiliates to obtain necessary individually identifiable health information, including but not
limited to claims, medical records, reports, pharmaceutical records, diagnostic tests, and lab reports from physicians, hospitals or other
health care providers pertaining to my care or the care of any other dependent(s) listed on the application for insurance. | understand that
this information can be used to determine my/our eligibility for insurance, and that those records can be requested as far back as the past
ten years.

| authorize MHP to share necessary information with my Producer (Broker or Agent). | understand that Mercy Health Plans may disclose
individually identifiable health information, including but not limited to claims, medical records, reports, pharmaceutical records, diagnostic
tests, and lab reports to other entities in the course of its business operations or as required or permitted by law or as set out in the Mercy
Health Plans Notice of Privacy Practices and authorize such disclosure. | also understand that there is a possibility of re-disclosure of any
information disclosed pursuant to this authorization and that information, once disclosed, may no longer be protected by federal rules
governing privacy and confidentiality.

This authorization is valid for the duration of my coverage with Mercy Health Plans. | understand that this authorization is voluntary and
that | may revoke this authorization at any time; however, if | do so before | am enrolled in the policy(ies), my application for coverage may
be denied. A revocation request must be sent in writing to MHP's home address, or via e-mail. | also understand that my revocation will
not affect the rights of any individual who has acted in reliance on the authorization prior to receiving notice of my revocation.

All listed applicants 18 years of age and older must agree to the terms of this authorization. Signing this document confirms agreement.
| understand and agree to the release of information for the purpose described above in this document.

Signature: Printed Name: Relationship to Applicant: Date:

Applicant

Applicant’s Spouse

Dependent Child 1
Dependent Child 2
Dependent Child 3
Dependent Child 4
Dependent Child 5
Dependent Child 6




MeRCY CHECK APPLICABLE BOX: Statu S Cha nge

Health Plans TERMINATION CHANGE F
521 President Clinton Avenue e Suite 700 3 Entire Family [ Demographics o rm
Little Rock, AR 72201 .
00.647-5568 (3 Dependent(s) (3 Add new dependent (Please Prlnt)

mercyhealthplans.com

INCOMPLETE INFORMATION WILL DELAY PROCESSING YOUR CHANGES AND PRODUCTION OF YOUR MEMBER ID CARD(S)
SUBSCRIBER INFORMATION

CHANGE REQUESTED: [ NAME 1 ADDRESS 1 PHONE NUMBER M PRIMARY CARE PHYSICIAN  GROUP NUMBER

SOCIAL SECURITY NUMBER SEX |LAST NAME FIRST NAME M.l
MF

DATE OF BIRTH (M/D/Y) STREET ADDRESS

/o

CITY STATE ZIP COUNTY

HOME PHONE BUSINESS PHONE FAX NUMBER MARITAL STATUS

( ) ( ) ( ) OSINGLE ~ CIMARRED  [JDIVORCED IWIDOWED

PREFERRED METHOD OF COMMUNICATION EMAIL ADDRESS

7 EMAIL 7 PHONE 1 MAIL 7 FAX

EMPLOYER NAME EMPLOYER ADDRESS

FAMILY INFORMATION

ALL AREAS BELOW MUST BE FILLED OUT FOR EACH OF YOUR DEPENDENTS OR PROCESSING YOUR CHANGES WILL BE DELAYED.
If dependent is a full-time student over age 19, has a last name different from that of the participant, or if dependent is disabled,
please attach appropriate documentation from school, courts or physician.

Add or S.S. # LAST NAME FIRST NAME M.I.|RELATION- | DATE OF BIRTH | SEX | ENROLLED IN OTHER PRIMARY CARE PHYSICIAN PROVIDER
Delete* SHIP MEDICARE? | COVERAGE? (PROVIDER) 1.D. NUMBER
SELF / [ ves (ONO | YES (NO
SPOUSE /) O ves OOno [ ves CINO
CHILD /) 1 ves JNO | YES [CINO
CHILD /) [ ves CJNoO | YES CINO
CHILD / ] YES [(JNO |(J YES [TJNO
“REASON FOR CHANGE OLAvOFF CI TERMINATION O coBrA O bIVORCE OBIRTH
JRESIGNATION  [(JDEATH I MARRIAGE 1 ADOPTION JQMCso

RELEASE OF INFORMATION

Please refer to the attached "Authorization to Use & Disclose Protected Health Information.”

OTHER HEALTH INSURANCE INFORMATION

OTHER GROUP COVERAGE INSURANCE EFFECTIVE DATE MEDICARE EFFECTIVE DATE
NAME OF OTHER INSURANCE CARRIER FOR EACH PERSON LISTED ABOVE POLICY HOLDER
OTHER CARRIER’S CLAIMS ADDRESS OTHER CARRIER’S PHONE NUMBER

IMPORTANT INFORMATIO

| attest that the information provided on this form is accurate and complete. | understand and agree that any omissions or incorrect statements made intentionally on
this form may render our coverage invalid. Please note: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Enrollee: Spouse: Date:
R MUST COMPLETE
GROUP # EFFECTIVE DATE OF CHANGE
REASON FOR CHANGE JOPEN ENROLLMENT 1 QUALIFYING EVENT (EXPLAIN)
APPROVED BY: DATE 0 Active (3 Retired

ENTERED BY: DATE ENTERED

AR GRP CHG v.2 (08)




AUTHORIZATION TO USE AND DISCLOSE
PROTECTED HEALTH INFORMATION

NOTE:
It is required that this Authorization to Use and Disclose Protected Health Information
be completed and submitted with the Status Change Form.
The Status Change Form is not complete without this authorization form.

Each person age 18 or over who is to be added to your coverage is requested to sign at the bottom of this form.
Failure to receive signatures for each person age 18 or over who is to be covered may affect
premium issued by MHP, as permitted by law.

| authorize Mercy Health Plans (MHP) or its affiliates to obtain necessary individually identifiable health information, including
but not limited to claims, medical records, reports, pharmaceutical records, diagnostic tests, and lab reports from physicians,
hospitals or other health care providers pertaining to my care or the care of any other dependent(s) listed on the application
for insurance. | understand that this information can be used to determine my/our eligibility for insurance, and that those
records can be requested as far back as the past ten years.

| authorize MHP to share necessary information with my Producer (Broker or Agent). | understand that Mercy Health Plans
may disclose individually identifiable health information, including but not limited to claims, medical records, reports,
pharmaceutical records, diagnostic tests, and lab reports to other entities in the course of its business operations or as
required or permitted by law or as set out in the Mercy Health Plans Notice of Privacy Practices and authorize such
disclosure. | also understand that there is a possibility of re-disclosure of any information disclosed pursuant to this
authorization and that information, once disclosed, may no longer be protected by federal rules governing privacy and
confidentiality.

This authorization is valid for the duration of my coverage with Mercy Health Plans. | understand that this authorization is
voluntary and that | may revoke this authorization at any time; however, if | do so before | am enrolled in the policy(ies), my
application for coverage may be denied. A revocation request must be sent in writing to MHP’s home address, or via e-mail.
| also understand that my revocation will not affect the rights of any individual who has acted in reliance on the authorization
prior to receiving notice of my revocation.

All persons 18 years of age and older who are listed on the Status Change Form are requested to agree to the terms of this
authorization. Signing this document confirms agreement. | understand and agree to the release of information for the
purpose described above in this document.

Signature: Printed Name: Relationship to Applicant:  Date:

Applicant

Applicant’s Spouse

Dependent Child 1
Dependent Child 2
Dependent Child 3
Dependent Child 4
Dependent Child 5
Dependent Child 6

AR GRP CHG v.2 (08)



MeRCY CHECK APPLICABLE BOX: Statu S Cha nge

Health Plans TERMINATION CHANGE F
500 President Clinton Avenue e Suite 20 3 Entire Family [ Demographics o rm
Little Rock, AR 72201 .
00.647-5568 (3 Dependent(s) (3 Add new dependent (Please Prlnt)

mercyhealthplans.com

INCOMPLETE INFORMATION WILL DELAY PROCESSING YOUR CHANGES AND PRODUCTION OF YOUR MEMBER ID CARD(S)
SUBSCRIBER INFORMATION

CHANGE REQUESTED: [ NAME 1 ADDRESS 1 PHONE NUMBER M PRIMARY CARE PHYSICIAN  GROUP NUMBER

SOCIAL SECURITY NUMBER SEX |LAST NAME FIRST NAME M.l
MF

DATE OF BIRTH (M/D/Y) STREET ADDRESS

/o

CITY STATE ZIP COUNTY

HOME PHONE BUSINESS PHONE FAX NUMBER MARITAL STATUS

( ) ( ) ( ) OSINGLE ~ CIMARRED  [JDIVORCED IWIDOWED

PREFERRED METHOD OF COMMUNICATION EMAIL ADDRESS

7 EMAIL 7 PHONE 1 MAIL 7 FAX

EMPLOYER NAME EMPLOYER ADDRESS

FAMILY INFORMATION

ALL AREAS BELOW MUST BE FILLED OUT FOR EACH OF YOUR DEPENDENTS OR PROCESSING YOUR CHANGES WILL BE DELAYED.
If dependent is a full-time student over age 19, has a last name different from that of the participant, or if dependent is disabled,
please attach appropriate documentation from school, courts or physician.

Add or S.S. # LAST NAME FIRST NAME M.I.|RELATION- | DATE OF BIRTH | SEX | ENROLLED IN OTHER PRIMARY CARE PHYSICIAN PROVIDER
Delete* SHIP MEDICARE? | COVERAGE? (PROVIDER) 1.D. NUMBER
SELF / [ ves (ONO | YES (NO
SPOUSE /) O ves OOno [ ves CINO
CHILD /) 1 ves JNO | YES [CINO
CHILD /) [ ves CJNoO | YES CINO
CHILD / ] YES [(JNO |(J YES [TJNO
“REASON FOR CHANGE OLAvOFF CI TERMINATION O coBrA O bIVORCE OBIRTH
JRESIGNATION  [(JDEATH I MARRIAGE 1 ADOPTION JQMCso

RELEASE OF INFORMATION

Each person age 18 or over who is being added to the coverage must sign the attached "Authorization to Use & Disclose Protected Health Information.”

OTHER HEALTH INSURANCE INFORMATION

OTHER GROUP COVERAGE INSURANCE EFFECTIVE DATE MEDICARE EFFECTIVE DATE
NAME OF OTHER INSURANCE CARRIER FOR EACH PERSON LISTED ABOVE POLICY HOLDER
OTHER CARRIER’S CLAIMS ADDRESS OTHER CARRIER’S PHONE NUMBER

IMPORTANT INFORMATIO

| attest that the information provided on this form is accurate and complete. | understand and agree that any omissions or incorrect statements made intentionally on
this form may render our coverage invalid. Please note: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Enrollee: Spouse: Date:
R MUST COMPLETE
GROUP # EFFECTIVE DATE OF CHANGE
REASON FOR CHANGE JOPEN ENROLLMENT 1 QUALIFYING EVENT (EXPLAIN)
APPROVED BY: DATE 0 Active (3 Retired

AR-CO-111-0506 ENTERED BY: DATE ENTERED
AR GRP CHG (09)




AUTHORIZATION TO USE AND DISCLOSE
PROTECTED HEALTH INFORMATION

NOTE:
It is required that this Authorization to Use and Disclose Protected Health Information
be completed and submitted with the Status Change Form.
The Status Change Form is not complete without this authorization form.

Each person age 18 or over who is to be added to your coverage must sign at the bottom of this form.

| authorize Mercy Health Plans (MHP) or its affiliates to obtain necessary individually identifiable health information, including
but not limited to claims, medical records, reports, pharmaceutical records, diagnostic tests, and lab reports from physicians,
hospitals or other health care providers pertaining to my care or the care of any other dependent(s) listed on the application
for insurance. | understand that this information can be used to determine my/our eligibility for insurance, and that those
records can be requested as far back as the past ten years.

| authorize MHP to share necessary information with my Producer (Broker or Agent). | understand that Mercy Health Plans
may disclose individually identifiable health information, including but not limited to claims, medical records, reports,
pharmaceutical records, diagnostic tests, and lab reports to other entities in the course of its business operations or as
required or permitted by law or as set out in the Mercy Health Plans Notice of Privacy Practices and authorize such
disclosure. | also understand that there is a possibility of re-disclosure of any information disclosed pursuant to this
authorization and that information, once disclosed, may no longer be protected by federal rules governing privacy and
confidentiality.

This authorization is valid for the duration of my coverage with Mercy Health Plans. | understand that this authorization is
voluntary and that | may revoke this authorization at any time; however, if | do so before | am enrolled in the policy(ies), my
application for coverage may be denied. A revocation request must be sent in writing to MHP’s home address, or via e-mail.
| also understand that my revocation will not affect the rights of any individual who has acted in reliance on the authorization
prior to receiving notice of my revocation.

All persons 18 years of age and older who are listed on the Status Change Form must agree to the terms of this
authorization. Signing this document confirms agreement. | understand and agree to the release of information for the
purpose described above in this document.

Signature: Printed Name: Relationship to Applicant: ~ Date:

Applicant

Applicant’s Spouse

Dependent Child 1
Dependent Child 2
Dependent Child 3
Dependent Child 4
Dependent Child 5
Dependent Child 6
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Supporting Document Schedules

Satisfied -Name: Certification/Notice
Comments:

Attachment:

AR PPO Certification_Notice .pdf

Bypassed -Name: Application

Sate: Arkansas
Sate Tracking Number: 38997
Sub-TOI: H16G.001A Any Size Group - PPO

Review Status:
Approved-Closed

Review Status:
Approved-Closed

Bypass Reason: Form number and date of application being replaced is in Cover Letter.

Comments:

Satisfied -Name: Cover Letter
Comments:

See Cover Letter attached.
Attachment:

Review Status:
Approved-Closed

AR Enroll_Status Forms - SERFF Filing Cover Ltr_05.14.08.pdf
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05/16/2008

05/16/2008
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CERTIFICATION

I, Charles S. Gilham, am a duly authorized officer of Mercy Health Plans and do hereby certify that,
pet Rule and Regulation 19 and 42, Section 5 (b), there will be no unfair discrimination with respect
to the medical/lifestyle application questions and underwriting standards.

SIS

Chles S. Gilham, Vice President General Counsel Date
Mercy Health Plans

14528 S. Outer 40, Suite 300

Chesterfield, MO 63017

cgilham(@mbhp.mercy.net

(314) 214-8294

STATE OF __ issoce
COUNTY OF _ S+.Lowis

NN
Subscribed and sworn to before me this X day of (Y\au\ , 2008.
Signature [ Notary Pubhc
4 wdy M Skl (NOTARY SEAL)
Printed Natne of Notary Public S .P.(/ . CINDY M. STRICK
~e NOTAFIY o— My Commission Expires
Zons Pl November 19, 2010
~ . L%,k SEAL&§. St. Louis County
In and for the State o S@ue/ F RN Outiigslun #06480114

My Commission expires: //- (9 2/



CERTIFICATION

I, Charles S. Gilham, a duly authorized officer of Mercy Health Plans with the title of Secretary,
do hereby certify that all benefits payable will comply with the Arkansas Bulletin 9-85 and that

the difference between network and non-network deductibles, copays and coinsurances will not

exceed 25%.

U S

Chakles’S. Gilham, Vice President General Counsel Date
Metcy Health Plans

14528 S. Outer 40, Suite 300

Chesterfield, MO 63017

ceilham@mhp.mercy.net

(314) 214-8294



QmMeRcy

HEALTH PLANS

May 14, 2008

Ms. Rosalind Minor

Senior Certified Rate and Form Analyst
Arkansas Insurance Department

Life and Health Division

1200 West Third Street

Little Rock, AR 72201-1904

RE:

AR ENROLL v.4 (08) Enrollment Application Form
AR GRP CHG v.2 (08) Status Change Form

Dear Ms. Minor:
I have enclosed the above referenced documents submitted for your review and approval. These forms are revisions of
those listed below and will be used by Mercy Health Plans as enrollment applications for our PPO product. I have also

attached the following:

e The required Policy Form Compliance Certification
e Filing fee of $50 will be forwarded by mail

The documents submitted are revisions of the following:

Form Number Description Date Approved
AR ENROLL v.3 (08) Enrollment Application Form 2/21/08
AR GRP CHG (09) Status Change Form 2/21/08

As you can see these forms were recently reviewed and approved; however, we have —
®  Changed the address to reflect new office location on both forms
* Revised the HIPAA compliant language requiring signatures on page two of these forms.

If you have any questions, please contact me by phone at (314) 214-8263 or by email at smcginni@mhp.mercy.net.
Sincerely,

SN s

Sue McGinnis
Contract Specialist

Attachment

Mercy Health Plans, 14528 South Outer Forty Road, Suite 300, Chesterfield, MO 63017-5702
314-214-8100 800-830-1918 Fax: 314-214-8101 www.mercyhealthplans.com
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