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Dental/Division #

Life/Division #

(Mandatory)
Group Enrolilment HMO Application & Change Form
Send completed application by one of the following methods:
Email Fax Mail
SWHPGroupEnrollment@bswhealth.org Fax 254-298-3199 Scott and White Health Plan
Subject line: Group Name/Group MS-A4-126

1206 West Campus Drive
Temple, TX 76502

Number/Division

TEXAS DEPARTMENT OF INSURANCE REQUIRED DISCLOSURE NOTICE FOR ALL
GROUP HMO CONSUMER CHOICE BENEFIT PLANS ISSUED IN TEXAS

Consumer Choice Benefit Plans: You have the option to choose this Consumer Choice of Benefits Health
Maintenance Organization health care plan that, either in whole or in part, does not provide state-
mandated health benefits normally required in evidences of coverage in Texas. This standard health
benefit plan may provide a more affordable health plan for you although, at the same time, it may
provide you with fewer health benefits than those normally included as state-mandated health benefits in
Texas. If you choose this standard health benefit plan, please consult with your insurance agent to
discover which state-mandated health benefits are excluded in this evidence of coverage.

here:

As applicable, enrollee may select an obstetrician or gynecologist their primary care provider, as set
forth in the Texas Insurance Code Chapter 1451, Subchapter F. Enrollee may designate the selection

Enrollee is not required to select an obstetrician or gynecologist, but may instead receive obstetrical or
gynecological services from her primary care physician or primary care provider.

SECTION 1: REQUESTED ACTION - Check all the boxes that apply and complete the additional sections that correspond to your selection.

Please allow 5 business days for processing. To prevent delays, please send your completed enrollment form directly to
swhpgroupenrollment@BSWHealth.org. Avoid delays and/or possible errors in processing by completing all required fields, legibly.

Applications received without proper documentation will not be processed.
Hire Date is mandatory on all new enrollees and open enrollment elections.
For members terminating coverage and/or employment, Senate Bill 51 applies.

Late enrollees are not eligible for coverage until the next Open Enrollment Period. Please refer to your explanation of coverage (EOC).
If enrolling outside of the open enrollment period, you must have a qualifying event in order to be eligible.

If declining coverage, complete Section 2 and 6
(If an employee is currently enrolled and does not wish to renew, the action to request is a termination, not a declination.)

Enroliment Event — Check ALL boxes that apply.

[J Open Enroliment

Date of Hire (MM/DD/YYYY)

Qualifying Event? [J Yes [1 No

Termination/Cancellation

[J Add Dependent(s)

[0 Change Plan Option [ Demographic Change(s)

Proof of Marriage
Required

O New Hire Select the appropriate event and enter event date. Termination Date (MM/DD/YYYY)
[ Rehire Date of Rehire (MM/DD/YYYY) | [ Birth/Adoption Date of birth/adoption | [ Terminate Contract
Proof of Adoption (Enrollee and all dependents)
Required [ Medical [J Dental 1 Life
Other Changes O Marriage Date of marriage O Terminate Dependent(s)

Coverage
Complete Sections 4, 5, and 6

[ Loss of Coverage
Proof of Loss Required

Date coverage ended

Reason for Termination
[ Termination of Employment
[ Retirement

[ Court Order
Court Order or Decree
Required

Date of order

[J Termination of Benefits
O Other

[J Death

Date of Death
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SECTION 2: DECLINATION OF COVERAGE

Retain the form for your records only. The form does not need to be sent to SWHP for current groups. Waivers are required for new group
submissions. If an employee is currently enrolled and does not wish to renew coverage, the action requested is a termination, not a declination.

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the

future be able to enroll yourself of your dependents in this plan, provided that you request enrollment within 31 days after your other coverage

ends. In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll
ourself and your dependents, provided that you request enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.

T:l | decline enrollment in Scott and White Health Plan during my initial eligibility period due to the reason listed below. (employee)

[ 1 decline enroliment in Scott and White Health Plan for my dependents during my initial eligibility period due to the reason listed below.

Reason for Declining Coverage:

[ Other reason for declining coverage (please specify):

[ 1and/or my dependents are covered under another health plan benefits plan.

| have not been discouraged by Group or Health Plan from enrolling for coverage.

SECTION 3: OTHER COVERAGE

Will you or your dependents, applying for coverage, be covered under another group health plan? [J Yes [J No (If yes, complete below)

Insurance Company Name

Name of Policyholder

SECTION 4: EMPLOYEE INFORMATION - All information in this section is necessary for accurate and timely processing.

[J Exempt [J Non Exempt [ Retired

[ Single/Divorced/Widow [J Female
[J Married [ Other

Coverage Selection Dental Life
Medical [J Add [0 Term [ Change [ No Change O Add O Term [ Change [J Add
[0 No Change O Term

Social Security Number First Name Ml Last Name Suffix
Residential Address Apt City State Zip
Mailing Address (If different than above) Apt City State Zip
Primary Phone Secondary Phone Email Address Preferred

Method

O Email

O Mail
Employment Status Marital Status O Male Date of Birth (MM/DD/YYYY)

Primary Spoken Language

[ English O Spanish [ Other (please indicate)

Written Language

[ English O Spanish [ Other (please indicate)

Do you have a disability affecting your ability to communicate or read? OYes [ No

GROUP HMO APP 2019.01
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SECTION 5: DEPENDENT INFORMATION — Complete all applicable information in this section.

List all family members

Please complete every field in its entirety to ensure correct processing.

Medical First Name Ml Last Name Suffix
O Add O Term

[ Demographic Change Social Security Number O Male O Female Date of Birth (MM/DD/YYYY)

[J No Change

Dental Primary Language [ Spouse [ Child

O Add O Term Spoken: [ English O Spanish O Other O Grand Child

[J Demographic Change Written: [ English I Spanish [ Other [ Other Eligible Dependent

[ No Change Disability affecting your ability to communicate or read? [J Yes [J No

Medical First Name Ml Last Name Suffix
O Add O Term

[ Demographic Change Social Security Number O Male O Female Date of Birth (MM/DD/YYYY)

[J No Change

Dental Primary Language [ Spouse [ Child

O Add O Term Spoken: [ English O Spanish O Other O Grand Child

[J Demographic Change Written: [ English I Spanish [ Other O Other Eligible Dependent

0 No Change Disability affecting your ability to communicate or read? [J Yes [J No

Medical First Name Ml Last Name Suffix
O Add O Term

[0 Demographic Change Social Security Number O Male O Female Date of Birth (MM/DD/YYYY)

[ No Change

Dental Primary Language [J Spouse [ Child

OAdd O Term Spoken: [ English O Spanish [ Other [ Grand Child

[J Demographic Change Written: [ English I Spanish [ Other O Other Eligible Dependent

LI No Change Disability affecting your ability to communicate or read? [J Yes [J No

Medical First Name Ml Last Name Suffix
OAdd OTerm

[ Demographic Change Social Security Number [0 Male [ Female Date of Birth (MM/DD/YYYY)

[ No Change

Dental Primary Language [J Spouse [ Child

O Add O Term Spoken: [ English [ Spanish [ Other O Grand Child

[0 Demographic Change Written: [ English O Spanish [ Other O Other Eligible Dependent

01 No Change Disability affecting your ability to communicate or read? [ Yes [ No

Medical First Name Ml Last Name Suffix
OAdd OTerm

[ Demographic Change Social Security Number [0 Male [ Female Date of Birth (MM/DD/YYYY)

[ No Change

Dental Primary Language [0 Spouse [ Child

O Add O Term Spoken: [ English [ Spanish [ Other O Grand Child

[ Demographic Change Written: [ English (I Spanish [ Other O Other Eligible Dependent

01 No Change Disability affecting your ability to communicate or read? [ Yes [1 No

GROUP HMO APP 2019.01




<4
A ,- Scott&White
'/ b‘ HEALTH PLAN

PART OF BAYLOR SCOTT & WHITE HEALTH

SECTION 6: ACKNOWLEDGMENT SIGNATURE

| hereby certify to the best of my knowledge the answers given are correct, truthful, and complete. Further, | hereby authorize my licensed
physician, medical practitioner, hospital, clinic or other medically related facility, organization, institution, or person, that has any records or
knowledge of me, my family or our health, to give Scott and White Health Plan any such information requested. A photographic copy of this

authorization shall be valid. | understand that | or my dependents may be covered by another group insurance and | will cooperate fully with the
health Plan in providing information necessary to coordinate benefits.

|:| | HAVE READ AND ACCEPT THE BELOW AGREEMENT
| understand that the Evidence of Coverage, Explanation of Benefits, and other required documents, notices, and communications may be mailed or
transmitted electronically to me. By checking this box and initialing below, If this box is not selected, | will receive paper communications. Consent

may be withdrawn at any time by contacting the Health Plan at 800-321-7947. If consent is withdrawn, paper documents will be provided during the
policy benefit period. Initial

Signature Print Name Date (MM/DD/YYYY)

GROUP HMO APP 2019.01
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Nondiscrimination Notice

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947
(TTY: 711).

Scott and White Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Scott and White Health Plan does not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex.

Scott and White Health Plan:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as:

- Written information in other formats (large print and accessible electronic formats)

« Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact the Scott and White Health Plan (SWHP) Compliance Officer at 1-214-820-8888 or send
an email to SWHPComplianceDepartment@BSWHealth.org

If you believe that Scott and White Health Plan has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

SWHP Compliance Officer
1206 West Campus Drive, Suite 151
Temple, Texas 76502

Compliance HelpLine; 1-888-484-6977 or https://app.mycompliancereport.com/report.aspx?cid=swhp

You can file a grievance in person or by mail, online, or email. If you need help filing a grievance, the SWHP Compliance
Officer 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 https://ocrportal.hhs.gov/ocr/portal/lobby.
jst, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/index.html.

SWHP_Nondiscrimination_Notice 01/2019_C
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English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947
(TTY: 711).

Spanish:
ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-800-321-7947
(TTY: 711).

Vietnamese:
CHU Y: Néu ban néi Tiéng Viét, co cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi sé 1-800-321-7947 (TTY: 711).

Chinese:
AR NR FEREEPX, AU R BEESESIEEARTE. 5BEE 1-800-321-7947 (TTY :711),
Korean

Fo|: 2012 AIEFIAlE B2, 210 X|H MH|AE FRZ 0|83HA £ U&LICH 1-800-321-7947 (TTY: 711) HS

Arabic:
) 800-321-7947-1 b 2 Jusil_Jlaally Gll 3 55 4y gall) s Lusall clanis (8 Aalll S Caaati i€ 13) 1Ada gale, 711 1Sl 5 sl il

Urdu:
JE L G i (e it Cledd (S ate (S b Sl 58 oom s sl @l 81 la 38 1-800-321-7947 (TTY: 711). LS

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-321-7947 (TTY: 711).

French:
ATTENTION : Si vous parlez francais, des services d’aide linguistique vous sont proposés gratuitement. Appelez le
1-800-321-7947 (ATS : 711).

Hindi:
g < gl 3 gfe et & a3 Af goad F 9T Tgre dard 3uerey g 1 1-800-321-7947 (TTY: 711) matad &t |

Persian:
Ladi (51 U8 @y g (Al Ot i€ e KK a8 Gy 4n R a6 0,80 (el 1-800-321-7947 (TTY: 711) L 230 e a) b

German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-800-321-7947 (TTY: 711).

Gujarati:
HAAL orl dH AUl oAl G, dl AlgAs ML At AAU AHIZL HIZ GUAE 9. 5l 530 1-800-321-7947 (TTY: 711).

Russian:
BHUMAHMUE: Ecnu Bbl roBOpUTE HAa PYCCKOM SI3bIKE, TO BaM JIOCTYITHBI OCCIUIATHBIC YCIYTH IIEPEBOIa. 3BOHHUTE
1-800-321-7947 (teneraiin: 711).

Japanese:
AREE AAREZEINSGE BROEEXEZ CHRAWZITE T, 1-800-321-7947 (TTY:711) €T . HEFEICT
TERLTEL,

Laotian:
Wogzw:n 90 11 weo”  MwIzT 290, WL D NIWY By 80 WWwIF, losv I da 9,
e VL W sl v . lns 1-800-321-7947 (TTY: 711).

SWHP_LanguageAssistance_06/2018_C



	Blank Page

	GroupDivision: 
	DentalDivision: 
	LifeDivision: 
	undefined: Off
	Date of Hire MMDDYYYY: 
	undefined_3: Off
	undefined_4: Off
	undefined_5: Off
	Date of Rehire MMDDYYYY: 
	BirthAdoption: Off
	Terminate Contract: Off
	Medical: Off
	Dental: Off
	Life: Off
	Add Dependents: Off
	undefined_6: Off
	Marriage: Off
	Terminate Dependents: Off
	undefined_7: Off
	undefined_8: Off
	undefined_9: Off
	Termination of Employment: Off
	Retirement: Off
	Termination of Benefits: Off
	Other: Off
	Death: Off
	I andor my dependents are covered under another health plan benefits plan: Off
	Other reason for declining coverage please specify: Off
	undefined_10: Off
	undefined_11: Off
	Insurance Company Name: 
	Name of Policyholder: 
	undefined_12: Off
	undefined_13: Off
	undefined_14: Off
	undefined_15: Off
	Add: Off
	Term: Off
	Change: Off
	No Change: Off
	undefined_16: Off
	undefined_17: Off
	 Social Security Number: 
	First Name: 
	MI: 
	Last Name: 
	Suffix: 
	Residential Address: 
	Apt: 
	City: 
	State: 
	Zip: 
	Mailing Address If different than above: 
	Apt_2: 
	City_2: 
	State_2: 
	Zip_2: 
	Primary Phone: 
	Secondary Phone: 
	Email Address: 
	Email_2: Off
	Mail_2: Off
	undefined_18: Off
	undefined_19: Off
	undefined_20: Off
	SingleDivorcedWidow: Off
	Married: Off
	undefined_21: Off
	undefined_22: Off
	Other_2: Off
	English: Off
	Spanish: Off
	Other please indicate: Off
	undefined_23: Off
	undefined_24: Off
	undefined_25: Off
	undefined_26: Off
	undefined_27: Off
	Add_2: Off
	Demographic Change: Off
	No Change_2: Off
	Term_2: Off
	First Name_2: 
	MI_2: 
	Last Name_2: 
	Suffix_2: 
	 Social Security Number_2: 
	undefined_28: Off
	undefined_29: Off
	Add_3: Off
	Demographic Change_2: Off
	No Change_3: Off
	English_2: Off
	Spanish_2: Off
	undefined_30: Off
	English_3: Off
	Spanish_3: Off
	undefined_31: Off
	Spouse: Off
	Grand Child: Off
	undefined_32: Off
	Child: Off
	Term_3: Off
	Other Eligible Dependent: 
	undefined_33: Off
	undefined_34: Off
	Add_4: Off
	Demographic Change_3: Off
	No Change_4: Off
	Term_4: Off
	First Name_3: 
	MI_3: 
	Last Name_3: 
	Suffix_3: 
	 Social Security Number_3: 
	undefined_35: Off
	undefined_36: Off
	Add_5: Off
	Demographic Change_4: Off
	No Change_5: Off
	English_4: Off
	Spanish_4: Off
	undefined_37: Off
	English_5: Off
	Spanish_5: Off
	undefined_38: Off
	Spouse_2: Off
	Grand Child_2: Off
	undefined_39: Off
	Child_2: Off
	Term_5: Off
	Other Eligible Dependent_2: 
	undefined_40: Off
	undefined_41: Off
	Add_6: Off
	Demographic Change_5: Off
	No Change_6: Off
	Term_6: Off
	First Name_4: 
	MI_4: 
	Last Name_4: 
	Suffix_4: 
	 Social Security Number_4: 
	undefined_42: Off
	undefined_43: Off
	Add_7: Off
	Demographic Change_6: Off
	No Change_7: Off
	English_6: Off
	Spanish_6: Off
	undefined_44: Off
	English_7: Off
	Spanish_7: Off
	undefined_45: Off
	Spouse_3: Off
	Grand Child_3: Off
	undefined_46: Off
	Child_3: Off
	Term_7: Off
	Other Eligible Dependent_3: 
	undefined_47: Off
	undefined_48: Off
	Add_8: Off
	Demographic Change_7: Off
	No Change_8: Off
	Term_8: Off
	First Name_5: 
	MI_5: 
	Last Name_5: 
	Suffix_5: 
	 Social Security Number_5: 
	undefined_49: Off
	undefined_50: Off
	Add_9: Off
	Demographic Change_8: Off
	No Change_9: Off
	English_8: Off
	Spanish_8: Off
	undefined_51: Off
	English_9: Off
	Spanish_9: Off
	undefined_52: Off
	Spouse_4: Off
	Grand Child_4: Off
	undefined_53: Off
	Child_4: Off
	Term_9: Off
	Other Eligible Dependent_4: 
	undefined_54: Off
	undefined_55: Off
	Add_10: Off
	Demographic Change_9: Off
	No Change_10: Off
	Term_10: Off
	First Name_6: 
	MI_6: 
	Last Name_6: 
	Suffix_6: 
	 Social Security Number_6: 
	undefined_56: Off
	undefined_57: Off
	Add_11: Off
	Demographic Change_10: Off
	No Change_11: Off
	English_10: Off
	Spanish_10: Off
	undefined_58: Off
	English_11: Off
	Spanish_11: Off
	undefined_59: Off
	Spouse_5: Off
	Grand Child_5: Off
	undefined_60: Off
	Child_5: Off
	Term_11: Off
	Other Eligible Dependent_5: 
	undefined_61: Off
	undefined_62: Off
	Enter OB or GYN: 
	undefined_2: Off
	Date of birth/adoption_es_:signer:date: 
	Date of marriage_es_:signer:date: 
	Date coverage ended_es_:signer:date: 
	Date of order_es_:date: 
	Specify Demographic Change: 
	Date of Birth MMDDYYYY_es_:date: 
	Primary Written Language: 
	Primary Spoken Language: 
	Date of Birth MMDDYYYY_2_es_:date: 
	Other Spoken Primary: 
	Other Written Primary: 
	Date of Birth MMDDYYYY_3_es_:date: 
	Other Primary Spoken: 
	Other Primary Written: 
	Date of Birth MMDDYYYY_4_es_:date: 
	Other Primary_Spoken: 
	Other Primary_Written: 
	Date of Birth MMDDYYYY_5_es_:date: 
	Other Spoken_Primary: 
	Other Written_Primary: 
	Date of Birth MMDDYYYY_6_es_:date: 
	Other Spoken: 
	Other_Written: 
	Employer Name: 
	Date7_es_:signer:date: 
	Date8_es_:signer:date: 
	Check Box9: Off
	Check Box10: Off
	Other reason for declining coverage: 
	Signature: 
	Print Name: 
	Date MMDDYYYY: 
	Initial: 
	Acknowledgement box: Off


