Y EmblemHealth

Application for Individual
Off-Exchange Direct Pay HMO

Instructions

e Please type or print firmly with ballpoint pen.

e This application may be used to apply for new enrollment, or to change your type of contract. Complete this
application if you or your spouse, or both, are not eligible for Medicare due to age. Your contract should be
appropriate (Individual, Family, Child Only, Self/Spouse, and Self/Child) to your status as indicated below:

Individual

- If you are unmarried, widowed, divorced, or legally separated and have no eligible children.

- If you are married without eligible children, and each spouse would prefer their own individual contract.

- If your spouse is Medicare eligible, and/or you have children under the age of 26 and do not wish to purchase a
policy that covers children under the age of 26.

Self/Spouse, Self/Child, and Family
-If you are married, or if you are married with eligible children. If you are married and your spouse is eligible for
Medicare, and you’re covering one or more children under age 26, you should apply for a desired contract for you
and your child(ren). Your Medicare-eligible spouse should apply for separate coverage using a Non-Group Medicare
Supplement Insurance Application Form.
-If you are unmarried, widowed, divorced, or legally separated and you’re covering one or more eligible children.
- If you have one or more eligible children under 26 years of age, complete only one application for desired coverage
for yourself and your children.

Child only

-If you are purchasing coverage for a child only. This contract will not provide coverage for the responsible adult.

- If you are the responsible adult for a child under 21 years of age. Children covered under this contract include
biological children, legally adopted children, step children, children for whom the responsible adult is the
proposed adoptive parent, and children for whom the responsible adult is the legal guardian. Foster children and
grandchildren of the responsible adult are not covered.

- If you would like to purchase a Child Only contract for more than one child, please complete a separate application
for each additional child.

e When submitting your completed application, you must include a check or money order.
e All applicants must:
1. Complete, sign, and date the application where indicated.
2. Check the appropriate boxes for type of coverage and type of contract.
3. Return the completed application with a check or money order to:
EmblemHealth
ATTN: IND DM
Sales Direct Pay
55 Water Street, 8th Floor
New York, NY 10041-8190

Payable Amount $ Check No. Money Order No.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance
or statement of claim containing any materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil
penalty not to exceed $5,000 and the stated value of the claim for each such violation.

EmblemHealth individual payment plans are underwritten by Health Insurance Plan of Greater New York (HIP).

EmblemHealth Plan, Inc., EmblemHealth Insurance Company, EmblemHealth Services Company, LLC, and Health Insurance Plan of Greater New York (HIP) are EmblemHealth
companies. EmblemHealth Services Company, LLC provides administrative services to the EmblemHealth companies.
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Type of contract: [ Individual

Plan selection:

Please specify plan:

Plans listed below are part of our Select Care Network.
[JSelect Care Platinum D  [ISelect Care Bronze D
[Jselect Care Catastrophic D

[J Select Care Gold D
[J select Care Silver D

Requested plan start date:

PRINT IN INK

[ Millennium Platinum D
[ Millennium Gold D

[ Individual & Spouse [ Parent & Child(ren) [ Family (Individual/Spouse & Child(ren) [ cChild Only

Plans listed below are part of our Millennium Network.
[ Millennium Silver D
I Millennium Bronze D

¢ All enrollees/members requesting enrollment after the end of open enrollment must have a qualifying life event in order to be eligible for

health insurance coverage.

e Please check here if you are you applying after the end of open enrollment with a qualifying life event. [J
e Has your employer contributed money to your EmblemHealth individual health plan premium through an individual coverage Health

Reimbursement Arrangement (HRA)?

Donate Life Registry

« You must select an option for yourself and any eligible family members applying for coverage.

[ Yes O No

« Eligible family members must be at least 16 years old to opt in to the Donate Life Registry.

« Donate Life Registry for organ, eye, and tissue donation.

1. Please complete the following information for the subscriber.

] Non-binary, Gender X, Genderqueer, or third gender
Pronouns: What are your pronouns?

CHe/him [CIshe/her
Accessible format
CINot Applicable [IB-Braille

DStraight or heterosexual [esbian or gay

Choose not to disclose

O No, not of Hispanic, Latino/a, or Spanish origin
Yes, Cuban

Race: Which category best describes your race?

[lother: Prefer to self-describe
O They/them [CJchoose not to disclose

[ -Large Print [JA-Audio €D

Sexual Identity: Which of the following best describes you?

oueer, pansexual, and/or
questioning

[Ipisexual

Ethnicity: Are you of Hispanic, Latino/a or Spanish Origin?

DYES, Puerto Rican DYES, Dominican

[CIchoose not to disclose

Subscriber’s Last Name First Name M.I. Date of Birth (MM/DD/YY) Social Security Number
Birth Sex: What sex were you assigned at birth?

[IMale [Jremale [CJGender x Clunknown

Birth Sex: What sex were you assigned at birth?

[IMale Clremale DTransgender male/female-to-male (FTM) DTransgender female/male-to-female (MTF)

Choose not to disclose

[Ichoose not to disclose

[lother option not specified
(something else)

Ipon’t know

DYes, Mexican or Mexican DYes, Some Other Hispanic,
American Chicano/a Latino/a, or Spanish Origin

; Black or African American ; White ; Asian Indian [J American Indian or Alaska ; Native Hawaiian ; Chinese
L_|Filipino L_|Japanese L_IKorean Native L_|Other Asian L_ISamoan
L_|Guamanian or Chamorro L_|Other Pacific Islander [IMiddle Eastern or North [ Vietnamese L_|Other race L_IChoose not to disclose
African Two or more races
Language: What is your preferred language?
; English L_ISpanish ; Chinese, Cantonese [CIchinese, Mandarin ; Russian ; French Creole (Haitian Creole)
L_|Bengali L_lYiddish L_|French [talian L_|Korean Ll Arabic
L_|Polish L | Tagalog L_|Greek Albanian L_IUrdu LI Vietnamese
L_|Portuguese L_IHindi L_|American Sign Language Cother Language L_IChoose not to disclose
Home Address (P.O. Box is not acceptable) Telephone Numbers
Cell: Home: Work:
City County State ZIP Code
Mailing Address (If different from Home Address) Donate Life Registry [ Yes [JSkip for now
City County State ZIP Code

Applicant Email Address

Primary Care Provider (PCP) Name/ID

Number

[JGo Paperless
(see below)

By electing “Go paperless,” you will receive claim statements and some other EmblemHealth letters by email instead of paper mail. You will be able to view your Explanation of
Benefits (EOBs) in the Claims section of the EmblemHealth member portal, myEmblemHealth. Your enrollment in the “Go Paperless” option will continue as long as your account
remains active, or until you choose to discontinue this option.

By completing this form, | consent to receive calls from a representative about EmblemHealth products and services at the number | have provided (including mobile devices). These calls may
be made using an automated technology and my consent to receive these calls is not required as a condition for me to make a purchase.

Disclosure of race, ethnicity, language, sexual orientation, or gender identity will not impact underwriting, denial of services, coverage and benefits, or be disclosed to unauthorized users.

Personal preferences may be updated within the member portal, once an account is created.
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2. Please complete the following spouse and/or eligible child(ren) information if applying for a Family Contract.
An eligible child will be covered until the end of the month in which he/she becomes 26 years of age.

[CIMale

CIHe/him
Accessible format

CINot Applicable

DStraight or heterosexual
Choose not to disclose

Yes, Cuban

Clremale

(| Non-binary, Gender X, Genderqueer, or third gender
Pronouns: What are your spouse’s pronouns?

[Jshe/ner

[JB-Braille

[JLesbian or gay

CINo, not of Hispanic, Latino/a, or Spanish origin

Gender Identity: What is your spouse’s current gender identity?

DTransgender male/female-to-male (FTM)
[CJother: Prefer to self-describe

DThey/them

O -Large Print

Sexual Identity: Which of the following best describes your spouse?

[IBisexual

Ethnicity: Is your spouse of Hispanic, Latino/a or Spanish Origin?

DYes, Puerto Rican

Race: Which category best describes your spouse’s race?

Choose not to disclose

[CJchoose not to disclose

[JA-Audio €D

DQueer, pansexual, and/or

questioning

DYes, Dominican

Spouse Last Name First Name M.I. Date of Birth (MM/DD/YY) Relationship Telephone (daytime)
Mailing Address (If different from above) Email Address

Social Security Number PCP Name/ID Number Donate Life Registry [ Yes [JSkip for now

Birth Sex: What sex was spouse assigned at birth?

[IMale Cremale [Clgender x CJunknown

DTransgender female/male-to-female (MTF)

[CJchoose not to disclose

[CJchoose not to disclose

Cpon't know

O Yes, Mexican Mexican
American Chicano/a

Cother option not specified
(something else)

DYes, Some Other Hispanic,
Latino/a, or Spanish Origin

; Black or African American LI White ; Asian Indian ; American Indian or Alaska Native ; Native Hawaiian [Clchinese

L_|Filipino LI Japanese L_|Korean LI Vietnamese L Other Asian Samoan

L_|Guamanian or Chamorro L_|Other Pacific Islander ~ L_IMiddle Eastern or North  L_1Two or more races LI Other race [CIchoose not to disclose
African

Language: What is your preferred spouse’s language?

; English ; Spanish ; Chinese, Cantonese ; Chinese, Mandarin ; Russian CJFrench Creole (Haitian

L_|Bengali L_lYiddish L_|French L_|Italian L_|Korean Creole)

L_|Polish L | Tagalog L_|Greek L_|Albanian LUrdu [ Arabic

L_|Portuguese L_IHindi L_|American Sign Language L_IOther Language [Ichoose not to disclose [ Vietnamese

Eligible Family Member’s Last Name First Name M.I. Date of Birth (MM/DD/YY) Relationship Telephone (daytime)

Mailing Address (If different from above)

Email Address

Social Security Number

PCP Name/ID Number

Donate Life Registry [ Yes [ Skip for now

CImale
[Imale

CIHe/him
Accessible format

CINot Applicable

DStraight or heterosexual
[CIchoose not to disclose

Yes, Cuban

; Black or African American
L_|Filipino
L_IGuamanian or Chamorro

English
Bengali
Polish
Portuguese

Language: What is your eligib

Cremale

[CIremale

| Non-binary, Gender X, Genderqueer, or third gender
Pronouns: What are your eligible family member’s pronouns?

[Jshe/ner

[IB-Braille

Cesbian or gay

OJ No, not of Hispanic, Latino/a, or Spanish origin

White
Japanese
Other Pacific Islander

Spanish
Yiddish
Tagalog
Hindi

Birth Sex: What sex was your eligible family member assigned at birth?

CJGender X

Gender Identity: What is your eligible family member’s current gender identity?

CJunknown

DTransgender male/female-to-male (FTM)
Other: Prefer to self-describe

DThey/them

O -Large Print

[pisexual

Ethnicity: Is your eligible family member of Hispanic, Latino/a or Spanish Origin?

|:|Yes, Puerto Rican

Choose not to disclose

Race: Which category best describes your eligible family member’s race?
O [ Asian Indian

Korean
Middle Eastern or North
African

le family member’s preferred language?

Chinese, Cantonese
French

Greek

American Sign Language

[CJchoose not to disclose

[JA-Audio ¢D

Sexual Identity: Which of the following best describes your eligible family member?

Cloueer, pansexual, and/or

questioning

|:|Yes, Dominican

American Indian or Alaska Native
Vietnamese
Two or more races

Chinese, Mandarin
[talian

Albanian

Other Language

DTransgender female/male-to-female (MTF)

Choose not to disclose

[ choose not to disclose

Cpon't know

O Yes, Mexican Mexican
American Chicano/a

Native Hawaiian
Other Asian
Other race

Russian

Korean

Urdu

Choose not to disclose

Clother option not specified
(something else)

|:|Yes, Some Other Hispanic,
Latino/a, or Spanish Origin

Clchinese
Samoan
[Cchoose not to disclose

[CJFrench Creole (Haitian
Creole)
Arabic

[vietnamese
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3. The responsible adult must complete the following child only information if applying for a Child Only Contract.
An eligible child will be covered until the end of the year in which they become 21 years of age.

Child 1 Last Name First Name

M.l

Date of Birth (MM/DD/YY) Relationship Telephone (daytime)

Mailing Address (If different from above)

Email Address

Sex (M/F/Non-Binary) Social Security Number

PCP Name/ID Number

Donate Life Registry Oves O Skip for now

Birth Sex: What sex was your child assigned at birth?

[IMale [Iremale [JGender X
Gender Identity: What is your child’s current gender identity?
[IMale [CIFemale

O Non-binary, Gender X, Genderqueer, or third gender
Pronouns: What are your child’s pronouns?

I He/him [CIshe/her Ol They/them
Accessible format
CINot Applicable [IB-Braille [ -Large Print

Sexual Identity: Which of the following best describes your child?

DStraight or heterosexual [IBisexual
Choose not to disclose

[Jiesbian or gay

Ethnicity: Is your child of Hispanic, Latino/a or Spanish Origin?

DYes, Puerto Rican

[CINo, not of Hispanic, Latino/a, or Spanish origin
[CIchoose not to disclose

Yes, Cuban
Race: Which category best describes your child’s race?

Clunknown

DTransgender male/female-to-male (FTM)
[Clother: Prefer to self-describe

DTransgender female/male-to-female (MTF)
Choose not to disclose

[CIchoose not to disclose

[CJa-Audio €D

DQueer, pansexual, and/or
questioning

DYes, Dominican

[ choose not to disclose

Cpon't know Cother option not specified

(something else)

O Yes, Mexican or Mexican[] Yes, Some Other Hispanic,
American Chicano/a Latino/a, or Spanish Origin

| Non-binary, Gender X, Genderqueer, or third gender
Pronouns: What are your child’s pronouns?

CIHe/him [Jshe/ner DThey/them
Accessible format
CINot Applicable [IB-Braille [ -Large Print

Sexual Identity: Which of the following best describes your child?

DStraight or heterosexual [esbian or gay [sisexual
Choose not to disclose
Ethnicity: Is your child of Hispanic, Latino/a or Spanish Origin?

DYES, Puerto Rican

O No, not of Hispanic, Latino/a, or Spanish origin
[Cdchoose not to disclose

Yes, Cuban
Race: Which category best describes your child’s race?

; Black or African American LI White ; Asian Indian

L_|Filipino L_|Japanese L_|Korean

L_|Guamanian or Chamorro L_lOther Pacific Islander L_IMiddle Eastern or North
African

Language: What is your child’s preferred language?

L_IEnglish L_|Spanish L_IChinese, Cantonese
L_|Bengali L_IYiddish L_|French

L_|Polish L | Tagalog L_|Greek

L_IPortuguese L_IHindi LI American Sign Language

[Clother: Prefer to self-describe

; Black or African American  LIWhite ; Asian Indian ; American Indian or Alaska Native ; Native Hawaiian ; Chinese

L_|Filipino L_|Japanese L_IKorean LI Vietnamese L Other Asian L_ISamoan

L_|Guamanian or Chamorro L_|Other Pacific Islander L_IMiddle Eastern or North LI Two or more races LI Other race L_IChoose not to disclose
African

Language: What is your child’s preferred language?

; English ; Spanish ; Chinese, Cantonese ; Chinese, Mandarin ; Russian ; French Creole (Haitian Creole)

L_|Bengali L_lYiddish L_|French L_|Italian L_IKorean Ll Arabic

L_|Polish L | Tagalog L_|Greek L_|Albanian LUrdu LI Vietnamese

L_|Portuguese L_IHindi L_|American Sign Language L_JOther Language L_IChoose not to disclose

Child 2 Last Name First Name M.I. Date of Birth (MM/DD/YY) Relationship Telephone (daytime)

Mailing Address (If different from above) Email Address

Sex (M/F/Non-Binary) Social Security Number PCP Name/ID Number Donate Life Registry [ Yes [JSkip for now

Birth Sex: What sex was your child assigned at birth?

[IMale Cremale [CJender x Cunknown

Gender Identity: What is your child’s current gender identity?

[IMale [remale DTransgender male/female-to-male (FTM) DTransgender female/male-to-female (MTF)

Choose not to disclose

[CJchoose not to disclose

[JA-Audio ¢D

oueer, pansexual, and/or
questioning

DYES, Dominican

[Jchoose not to disclose

[lother option not specified
(something else)

Cpon't know

O Yes, Mexican or Mexican[] Yes, Some Other Hispanic,
American Chicano/a Latino/a, or Spanish Origin

American Indian or Alaska Native L Native Hawaiian L_|Chinese

Vietnamese Ll Other Asian L_ISamoan

Two or more races L_1Other race L_IChoose not to disclose
Chinese, Mandarin L_IRussian L_IFrench Creole (Haitian Creole)
[talian L_|Korean L Arabic

Albanian LIUrdu L_IVietnamese

Other Language L_IChoose not to disclose
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Child 3 Last Name First Name

M.I.

Date of Birth (MM/DD/YY) Relationship Telephone (daytime)

Mailing Address (If different from above)

Email Address

Sex (M/F/Non-Binary) Social Security Number

PCP Name/ID Number

Donate Life Registry [ Yes [JSkip for now

Birth Sex: What sex was your child assigned at birth?

CImale Cremale CdGender X
Gender Identity: What is your child’s current gender identity?
[IMale CIremale

| Non-binary, Gender X, Genderqueer, or third gender
Pronouns: What are your child’s pronouns?

CIHe/him [Jshe/her DThey/them
Accessible format
CINot Applicable [JB-Braille [ -Large Print

Sexual Identity: Which of the following best describes your child?

DStraight or heterosexual [esbian or gay [sisexual
[Cchoose not to disclose
Ethnicity: Is your child of Hispanic, Latino/a or Spanish Origin?

|:|Yes, Puerto Rican

OJ No, not of Hispanic, Latino/a, or Spanish origin
[l choose not to disclose

Yes, Cuban
Race: Which category best describes your child’s race?

CJunknown

DTransgender male/female-to-male (FTM)
[Clother: Prefer to self-describe

DTransgender female/male-to-female (MTF)
Choose not to disclose

[CIchoose not to disclose

[JA-Audio cD

oueer, pansexual, and/or
questioning

|:|Yes, Dominican

[Jchoose not to disclose

[other option not specified
(something else)

Cpon't know

O Yes, Mexican or Mexican[] Yes, Some Other Hispanic,
American Chicano/a Latino/a, or Spanish Origin

; Black or African American LI White ; Asian Indian ; American Indian or Alaska Native ; Native Hawaiian ; Chinese

L_|Filipino L_|Japanese L_|Korean L_|Vietnamese LI Other Asian L_|Samoan

L_|Guamanian or Chamorro L_1Other Pacific Islander L_IMiddle Eastern or North  L_ITwo or more races L_1Other race L_IChoose not to disclose
African

Language: What is your child’s preferred language?

; English ; Spanish ; Chinese, Cantonese ; Chinese, Mandarin ; Russian ; French Creole (Haitian Creole)

L_|Bengali L_IYiddish L_|French L_|Italian L_|Korean L Arabic

L_|Polish L | Tagalog L_|Greek L_|Albanian LIUrdu LI Vietnamese

L_|Portuguese L_IHindi L_|American Sign Language L JOther Language L_IChoose not to disclose

4. Please provide the following information for your current or prior health benefits plan (if any).

Type of Name and Address Telephone Number Name of Policy ID Effective Date | Termination Date
Plan of Insurer of Insurer Policyholder Number of Prior Policy | of Prior Policy
Hospital

Medical

5. Medicare Eligibility

If you are applying for individual coverage, and if your spouse is eligible for Medicare, check here. [

6. Age 29 Coverage

The Age 29 Rider will extend eligible child coverage to the end of the month they become 30 years of age and is available for purchase. Please
check the box if the eligible child(ren) require the purchase of the Age 29 Rider.

Purchase Age 29 Rider [

7. Change in Coverage

status, please check the appropriate box below.

If you are presently enrolled under a EmblemHealth direct payment hospital/medical plan and want to change your enrollment

I wish to change my present coverage to: [1Individual [JSelf/Spouse [1Self/Child [IFamily

I hereby apply for the (specify plan selection)

If this application is for family, self/spouse, or self/child coverage, | have provided the names of my spouse and/or eligible child(ren) under 26
years of age. If this application is for child only coverage, as the responsible adult, | have provided the names of my child(ren) under 21 years of
age. If | have selected to purchase the Age 29 Rider and | have included those eligible children under 29 years of age. | make this application on

their behalf as well as my own.

When the application is processed, coverage will be effective only if payment is received in accordance with the invoice. | represent and

understand that:
A. On my enrollment date, my existing contract(s), if any, will be

canceled.

B. All statements and answers in this application are true to the best of my knowledge and belief.
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NOTE: BEFORE DATING AND SIGNING THIS APPLICATION, PLEASE MAKE SURE YOU HAVE ANSWERED ALL THE QUESTIONS, AND HAVE
CHECKED THE APPROPRIATE BOX FOR TYPE OF COVERAGE YOU DESIRE.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim concerning any materially false information, or conceals for the purposes of misleading,
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be
subject to a civil penalty not to exceed $5,000 and the stated value of the claim for each such violation.

Applicant’s Signature (do not print) Date Signed

Applicant’s Spouse’s Signature (do not print) Date Signed
Necessary Only When Applying For Family Coverage

Responsible Adult’s Signature (do not print) Date Signed
Necessary Only When Applying For Child Only Coverage

EmblemHealth Website

Once coverage is effective, members have fast, convenient access to the latest claim status, eligibility, rate information, and benefits
information, visit EmblemHealth’s secure member website at emblemhealth.com. The site offers doctor and hospital listings, lets you order ID
cards, view online Explanations of Benefits, find wellness information, and much more.

EmblemHealth Customer Service
Language assistance services, free of charge, are available to you. Call 877-411-3625 (TTY: 711).

Select Care Network

The EmblemHealth Select Care Network services members in 19 New York counties, including Delaware, Dutchess, Orange, Putnam, Sullivan,
Ulster, Albany, Columbia, Fulton, Greene, Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Warren, Washington, Broome, and
Otsego.

Millennium Network
The EmblemHealth Millennium Network is our most affordable network giving members access to top providers and hospitals in the five
boroughs of New York City, Rockland County, Nassau County, Suffolk County, and Westchester County.

For EmblemHealth Office Use Only

(Initials) (Initials)
Date Application Issued
Date Application Received
Date Application Processed
Date, Contract, and Copy of Application Sent
Type of Plan
Group Number
Benefit Set ID
Effective Date
Rep ID
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¥ EmblemHealth

Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English ATTENTION: If you speak another language, free
language assistance services are available to you. Appropriate
auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 877-411-3625 (TTY:
711) or speak to your provider.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacién en formatos accesibles. Llame al 877-411-3625 (TTY: 711)
o hable con su proveedor.

B3 (Simplified Chinese) JE&: 0 B4 UE[EPI AT S o N IEIRAE T IR EIRSS . AL S TR 52
PEE MR B T HEAARS, LA A% R A o HH, 877-411-3625 (SCAHLE: 711) EiA &
) R 55 AL RS

PYCCKWMN (Russian) BHUMAHWE: Ecrn Bbl roBOopuUTE Ha PYCCKOM, BaM JOCTYMHbI 6ecrnnaTHble
ycryru si3blkoBomr nogaepxku. CooTBETCTBYOLLME BCIOMOraTernbHble CpeacTBa U yCryru rno
npeaocTaBneHnto MHopMaumm B OCTYMNHbIX dhopmaTax Takke npegoctaBnsaoTcs 6ecnnaTHo.
MNo3sBoHuTe no TenedoHy 877-411-3625 (TTY: 711) unu obpatmuTechb kK CBOEMY NOCTABLUWKY YCIyT.

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed
aladispozisyon w gratis pou lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay enfomasyon
nan foma aksesib yo disponib gratis tou. Rele nan 877-411-3625 (TTY: 711) oswa pale avek founisé
w la.

A2 22 010 XY MH[AZ 0| 831A 2 ULt

MESIEX 7|7 Gl MHAE 222 H&2E L|CH 877-411-
H

0] (Korean) F2|: [3H=0{12 AIES
A NS N O 2elstH AR,

O|& 7tsst Aoz HEE X35t
3625 (TTY: 711) HO 2 MSStALL

_>._

Italiano (Italian) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni
in formati accessibili. Chiama I' 877-411-3625 (tty: 711) o parla con il tuo fornitore.

[VAYIIX .19 T ARD VA'VDYINA [VIVT OVO'INYO 97'0 IRI9YW W T" 0TV 'R QX (y'uNy wrTe (Yiddish)
[917 .19 R¥N'Q IR [VIYT [VAINTOXNIRD W70M0IX 'R YIYRNINDI'NR 21 THHRIO IXD 021117 TXA [IK OT'X
AYAVI0 T O [TV WK 877-411-3625 (TTY: 711)

EmblemHealth Plan, Inc., EmblemHealth Insurance Company, EmblemHealth Services Company, LLC, and
Health Insurance Plan of Greater New York (HIP) are EmblemHealth companies. EmblemHealth Services
Company, LLC provides administrative services to the EmblemHealth companies.
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JISET (Bengali) NINICNISY fA=: T @AY 181 TN OIR(A HHNIH G5 [[ATeT3 OrS SRl
HAICIAM SHNAH ICICR | WICFACA5T FIWILE OF AAMND G NS T2ASS ARCM51OT 3

ARIANMS [RATYCAT To¥eTzh ICNCR | 877-411-3625 (TTY: 711) VH(H Fel FPA WA AANF
MBI S FA I |

POLSKI (Polish) UWAGA: Osoby méwigce po polsku mogg skorzysta¢ z bezptatnej pomocy
jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez
dostepne bezptatnie. Zadzwon pod numer 877-411-3625 (TTY: 711) lub porozmawiaj ze swoim
dostawca.

4.2 (Arabic)

e slrall ya il Anlie Ciland g 3acline Jila s 58 655 LS Ailacall 4 g2l sac Lisall Ciland Ul b gt (i jall dalll Canats i€ 1) s
Aeaal) anie ) &aad 5l (711) 877-411-3625 20 e Jaail Ul Lal) s sl ¢Sy gty

Francgais (French) ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique
gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des
informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 877-
411-3625 (TTY: 711) ou parlez a votre fournisseur.

33 (Urdu)
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Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng
serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at
serbisyo upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 877-411-
3625 (TTY: 711) o makipag-usap sa iyong provider.

EAANnviKd (Greek) NMPOZOXH: Edv pIAATe EAANVIKA, UTTAPXOUV OI0BECINEG BWPEAV UTTNPETIES
UTTOOTAPIENG OTN OUYKEKPIYEVN YAwooa. AlaTiBevtal dwpedv KatdAAnAa BonbApaTa Kal UTTNPETIES YIa
TTapOxn TTANPOPOPIWV O€ TTPOCRACIUES HopPES. KaAéoTe To 877-411-3625 (TTY: 711) iy
atreuBuvBeiTe oTOV TTAPOXO OAG.

SHQIP (Albanian) VINI RE: Nése flisni shqip, shérbime falas t&€ ndihmés sé gjuhés jané né
dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té siguruar informacion né
formate té pérdorshme jané gjithashtu né dispozicion falas. Telefononi 877-411-3625 (TTY: 711) ose
bisedoni me ofruesin tuaj t& shérbimit.



NOTICE OF NONDISCRIMINATION POLICY
Discrimination is Against the Law

EmblemHealth complies with Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex, including sex characteristics, including intersex traits;
pregnancy or related conditions; sexual orientation; gender identity, and sex stereotypes.
EmblemHealth does not exclude people or treat them less favorably because of race, color, national
origin, age, disability, or sex.

EmblemHealth:

. Provides people with disabilities reasonable modifications
and free appropriate auxiliary aids and services to
communicate effectively with us, such as:

- Qualified sign language interpreters.
- Written information in other formats (large print, audio,
accessible electronic formats, and other formats).

. Provides free language assistance services to people whose
primary language is not English, which may include:

- Qualified interpreters.
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and
services, or language assistance services contact the Civil Rights
Coordinator by calling Customer Service at 877-411-

3625 (TTY: 711).

If you believe that EmblemHealth has failed to provide these services or discriminated in another way
based on race, color, national origin, age, disability, or sex, you can file a grievance with the Civil
Rights Coordinator by writing to the EmblemHealth Grievance and Appeals Department, P.O. Box
2844, New York, NY 10116-2844; faxing them at 212-510-5320; or calling Customer Service at 877-
411-3625. (Dial 711 for TTY services.) You can file a grievance in person, by mail, by fax, or through
your secure member portal. If you need help filing a grievance, EmblemHealth’s Grievance and
Appeals Department 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 ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or
phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW,
Room 509F, HHH Building, Washington, DC 20201; 800-368-1019 (TTY: 800-537-7697).

Complaint forms are available at hhs.gov/ocr/office/file/index.htmli.

This notice is available on EmblemHealth’s website at emblemhealth.com/legal/nondiscrimination.


http://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://hhs.gov/ocr/office/file/index.html
http://emblemhealth.com/legal/nondiscrimination
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