ealthNetworks r.« NovaSys

HEALTH

Membership Application

All fields are required — Please fill out using black ink

Name of Business: Group #:
To be completed by NovaSys Health

Desired Coverage: [1Employee Only [ Employee & Spouse (0 Waive Coverage
(Group Only)*
*If checked, skip to Section V

/ Section 1. Household Information
Name Date of Social Security | Sex Race U.S. Citizen
(Last, First, MI) Birth Number {M/F) (Y/N)
Employee:

Housechold Members — List your spouse and all dependent children who live with you and who are under age 19. Use additional pages as
needed. This information is only used for household income; it does not qualify other household members for ARHealthNetworks.
While dependents are not covered under this plan, this information MUST be completed to determine your household income/size.

Spouse:

Child:

Child:

Child:

Child:

If an adult is listed under household members, are the applicant and the adult legally married? [J Yes (J No

R

Section I1. Demographic Information

Street Address or P.O. Box Home Telephone # Work Telephone #

City State Zip Code E-Mail Address

Section 1I1. Member Information

Do you currently have health insurance? 0 Yes [ No

If yes, from what source? O Individual OGroup (O Medicare

Does your spouse currently have health insurance? O Yes [ No 0 Not Applicable

If yes, from what source? 0 Individual OGroup O Medicare

Is your spouse offered medical benefits through the State of Arkansas or an Arkansas Public School?
OYes [ONo

Are you or your spouse pregnant? [1Yes [INo Ifyes, whatday is the baby due?
If so, you may qualify for additional maternity benefits.

Primary language spoken in your household?




= Section IV. Income

Income — List all money received by household members 19 and older. This includes: money from job training or
work, self employment, government benefits (SSA, VA, etc.), alimony, royalties, pensions, trusts, investments,
property income, child support, unemployment, and any other earned or unearned money from any source.

Name of person receiving | Name of employer, person, or How often is this money Total amount per pay
money agency providing the money | received? (Weekly, bi-weekly, period
twice a month, monthly) (before deductions)

Section V. Waiver of Coverage (Group Only)
Please Check One: [J Covered under spouse group employer insurance [ Access to State Employee Insurance
{1 Part-time Employee (Less than 30 hours/week) [ Other State or Federal Government Program O Individual
Policy 0 Non Resident/Non US Citizen [J 50% of Non Subsidized

This is to acknowledge the available coverage has been explained to me by my employer. | have been given the opportunity to enroll in
the available coverage and have elected not to enroll for the reason selected above.

Signature Date

NOTICE: If you are declining coverage for yourself or your spouse because of other group employer health coverage. you may, in the
future, be able to enroll yourself or your spouse in the plan provided that you request enrollment within 30 days after your other coverage
ends. In addition, if you have a change in household size as the result of a marriage, birth, adoption, or placement for adoption, provided

that you notify NovaSys Health, you may qualify for lower premiums.
Member Authorization:

This form will authorize any licensed physician, medical practitioner, hospital, clinic, or other medically related facility,
insurance company or other organization, institution or person that has any records or knowledge of me, and/ or my family, or
our health, to give NovaSys Health and its contracted vendors, a reinsurer, or the Medical Information Bureau or an

authorized organization, any such information. I hereby authorize payroll deductions, if applicable. A copy of this authorization
shall be considered as effective and valid as the original within the year and date signed. | will promptly notify my employer
with any changes in the status of this information.

Signature Date
Member Attestation:

| have read all of the information in the application, or it has been read to me. This application is only for the ARHealthNetworks
program. I swear under penalty of law that the information I have given in this application is true, complete and correct to the best of my
knowledge. 1 give my permission to NovaSys Health to contact persons or agencies to obtain needed information about me.

Signature Date
For Employers Desiring Group Coverage Only

e Date of Hire / /
LYAYS DD [AQ)]
e 1 attest that the employee salary information is accurate ~Yes No
e [ attest that | have seen an original of 2 of the following . Birth Certificate |~ Certificate of Naturalization
documents (please attach a copy of 2 of the 4 Passport i Drivers license

required documents)

o [ attest that this is a full-time employee (30 hours per week) " Yes = No

I swear under penalty of law that the information | have given in this application is true, complete and correct to the best of my
knowledge.

Employer Signature Date



