CENTENARY COLLEGE OF LOUISIANA BENEFIT PLAN
ENROLLMENT/CHANGE FORM

TO BE COMPLETED BY HUMAN RESOURCES:  Date of Hire: , _Circle One:
Active & Retirees <65 Retirees > 65
Plan # H870549 Original Effective Date: COBRA Continuation

This form must be completed and returned to Human Resources within 31 days of a Status Change or the following events:

CHECK ALL THAT APPLY

O Annual Open Enroliment Date O Address Change Date O Add/Delete Dep Date

O New Enrollment Date O Marriage Date O Termination Date

O Special Enroliment Date O Divorce Date O Other Date

O Late Enrollee Date O Name Change Date

Social Security # Last Name: First Name: Middle Initial:
Mailing Address: City: State: Zip Code:
Date of Birth Phone Number Marital Status: [0 Married O Single gel\'}ldfr:
O Divorced O Legally Separated ale
O Female

***Attach Certificate of Coverage for Pre-existing Credit and/or Documentation to Qualify for Special Enroliment Periods***

Medical Coverage Vision Coverage (Medical Plan required) Dental Coverage (Medical Plan required)
O Employee O Employee & Spouse O Employee 0O Employee & Spouse O Employee 0O Employee & Spouse
O Employee & Child(ren) O Employee & Family O Employee & Child(ren) O Employee & Family O Employee & Child(ren) O Employee & Family

LIST ALL DEPENDENTS TO BE COVERED BELOW

Circle Social Security

(A)Add, Number Last Name, First Name Relationship Date of Gender

Birth M/F

(D) Delete
(W) Waive

A/D/W

A/D/W

A/D/W

A/D/W

A/D/W

1. Are your Dependent children listed above your natural (biological) children? O Yes O No If no, please provide details
2. Are your Dependent children under age 21 (to be covered) residing with you? O Yes O No If no, provide details
3. Do you claim your Dependent children (to be covered) as exemptions on your Federal Income Tax Return? O Yes O No
4. Are any Dependent children (to be covered) age 21 to age 25 Full-time Students? O Yes [ONo School Attending
If yes, submit proof of full-time student status from College Registrar with enrollment form and every semester thereafter.
5. Are you or your Dependents insured under any other group health coverage? O Yes O No If yes, provide name of covered person(s), name and
address of other insurance company, policy and group numbers.
Name of covered person(s):
Other Insurance Co./ Plan:
Policy/Group #:
6. Are you or any of your Dependents covered by Medicare? O Yes O No If yes, provide name of insured person
Effective date and Medicare number (from Medicare card)

ACCEPTANCE OF COVERAGE STATEMENT
| have read and understand the Enroliment disclosure and accept this Agreement. Until revoked by me in writing, | authorize pre-tax deductions from my
paycheck of an amount to be determined periodically by my Employer.

| acknowledge | cannot change my election during the Plan Year unless there is a change in family status (i.e., marriage, divorce, death of spouse or
child, birth or adoption of a child, termination of spouse’s employment). Election Changes must be made within 31 days after the family status
change.

Signature of Employee (Yes, | accept): Date

WAIVER OF COVERAGE
Although | (and my eligible Dependents) have been given the opportunity to enroll in the Health Plan offered by my Employer, | decline to enroll
O Self
O Dependent listed by name
O Have other coverage, Name of Plan Type of coverage O Medical O Dental
O Do not choose to make contribution O Other
Signature of Employee (I do not accept): Date




CENTENARY COLLEGE OF LOUISIANA

ENROLLMENT DISCLOSURE AGREEMENT
(Required by the Health Insurance Portability and Accountability Act of 1996 — HIPAA)

PRE-EXISTING CONDITION EXCLUSION PERIOD & CREDITABLE COVERAGE

A Pre-existing Condition Exclusion Period provides for a period of time during which no benefits are payable if
charges incurred relate to an illness or injury for which medical advice, diagnosis, care or treatment was
recommended by a Physician or received six (6) months prior to the Covered Person’s Enroliment Date in the Plan.
The Plan has a Pre-existing Exclusion Period of twelve (12) months beginning with the Covered Person’s Enrollment
Date in the Plan.

It is my understanding that the Pre-existing Condition Exclusion Period of the Plan can be reduced if | provide proof
of creditable coverage (Certificate of Coverage) from prior plan(s) without more than a sixty-three (63) day break in
coverage. The Plan will assist you in obtaining a Certificate of Coverage from any prior plan or issuer, if necessary.

SPECIAL ENROLLMENT RIGHTS

It is my understanding that even if | am declining to enroll at this time, | (and my eligible Dependents) may have
Special Enroliment rights in the event that:

1. | (and my eligible Dependents) lose eligibility for other coverage; and/or

2. lacquire New Dependents.

SPECIAL ENROLLMENT PERIOD — LOSS OF ELIGIBILITY FOR OTHER COVERAGE

In the event | am declining to enroll in the Health Plan offered by my Employer due to having other coverage, | (and
my eligible Dependents) may be subject to a Special Enroliment Period if | notify my Employer within thirty-one (31)
days after the loss of eligibility for other sources of coverage.

SPECIAL ENROLLMENT PERIOD — NEW DEPENDENTS

In the event | acquire a New Dependent due to marriage, birth of a baby or adoption/placement for adoption of a
child, I (and my New Dependents) may be subject to a Special Enrollment Period if | notify my Employer within thirty-
one (31) days after the date of marriage, date of birth or date of adoption/placement for adoption.

SPECIAL ENROLLMENT PERIOD — MEDICAID OR CHIP

Effective April 1, 2009 — In the event | am declining to enroll in the Health Plan offered by my Employer due to having
other coverage through Medicaid or CHIP, | (and my eligible Dependents) may be subject to a Special Enroliment
Period if | notify my Employer within sixty (60) days after the loss of Medicaid or CHIP coverage or eligibility for
premium payment assistance under Medicaid or CHIP.

LATE ENROLLEE

It is my understanding that in the event | (and my eligible Dependents) wish to enroll in the Health Plan offered by my
Employer after expiration of the Initial Enroliment Period, and that if | am not subject to a Special Enrollment or if | fail
to enroll by the end of a Special Enrollment Period, | can only enroll as a Late Enrollee and will be subject to an
eighteen (18) month Pre-existing Condition Exclusion Period.

WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998
If you are receiving covered benefits for a mastectomy, you should know that your Plan complies with the Women’s
Health and Cancer Rights Act of 1998. The Act provides for:

» Reconstruction of the breast(s) on which a covered mastectomy has been performed;
» Surgery and reconstruction of the other breast to produce a symmetrical appearance; and
» Prostheses and physical complications related to all stages of covered mastectomy, including lymphedema.

All applicable benefit provisions still apply, including existing deductibles, copays and/or coinsurance.



