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Schedule of Benetfits

The Harvard Pilgrim Best Buy HMO 500

Massachusetts
Services listed are covered when Medically Necessary and provided or arranged by Harvard Pilgrim
Health Care providers. Please see your Benefit Handbook for details.

Member Cost Sharing Summary

Deductible

A Deductible is a specific annual dollar amount that is payable by the Member before medical benefits subject to
the Deductible are available under the Plan. Not all services under this Plan are subject to the Deductible. For
services subject to the Deductible, you must satisfy your Deductible before Harvard Pilgrim provides coverage for
these benefits. Deductible amounts are incurred as of the date of service.

Your Plan has a $500 per Member Deductible and a $1,000 per family Deductible per calendar year.

Unless a family Deductible applies, each Member is responsible for the per Member Deductible for covered
services each calendar year. If a family Deductible applies, it is met when any combination of Members in a
covered family incur expenses for services subject to the Deductible that total the annual family Deductible.

Your Plan has a Deductible camrryover

A Deductible carryover allows you to apply any Deductible amount incurred for covered services during the last
three (3) months of a year toward the Deductible for the next year. In order for a Deductible carryover to apply, the
Member (or family) must have had continuous coverage under the Plan through the same Employer Group at the
time the charges for the prior year were incurred.

Your Deductible applies to all services covered under the Plan except the following:

« Examinations and consultations performed by physicians and podiatrists

» The Preventive Services as listed in the “Physician Services” Section of this Schedule of Benefits
» Prenatal and postpartum care in a physician’s office

« Routine nursery charges for newborn care

« Outpatient mental health care services

« Pediatric preventive dental care

» Blood glucose monitors, insulin pumps and infusion devices

Please note that (1) treatments and procedures by physicians and podiatrists and (2) psychological testing and
neuropsychological assessment are subject to the Deductible.
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Prescription Drug Deductible

If your Plan includes prescription drug coverage, your drug benefit may be subject to a separate Deductible.
Payments made toward the prescription drug Deductible are not counted toward the Deductible amounts listed
above. Please refer to your Prescription Drug Brochure for specific information on your prescription drug
Deductible, if any.

Deductible and Other Cost Sharing

For certain services, both a Deductible and Copayment may apply. In such cases, you must completely satisfy the
Deductible before the Plan pays benefits on services subject to the Deductible. Once you have satisfied the annual
Deductible, you are still responsible for any applicable Copayments.

Copayments

You are responsible for a Copayment for certain services under this Plan. The Copayment applies to all services
except where specifically noted below.

A Copayment is a dollar amount that is payable by the Member for certain covered services. The Copayment is due
at the time services are rendered or when billed by the provider. Your Copayment does not apply to your
Deductible.

Your identification card indicates the Copayment amounts for the Plan’s most frequently used services. This
Schedule of Benefits provides further detail on all Copayment requirements,

Please note: In very limited cases the Copayment may exceed the contract rate payable by the Plan for a service. If
the Copayment is greater than the contract rate, you are responsible for the full Copayment, and the provider keeps
the entire Copayment.

Qut-of-Pocket Maximums

Your plan has an Out-of-Pocket Maximum of $2,000 per Member and $4,000 per covered family per calendar
year. This is the total amount in Copayments and Deductible you (or your covered family) are required to pay each
calendar year for services covered by the Plan, not including riders providing benefits for prescription drugs, adult
preventive dental care or vision hardware. The Plan will notify you when you have reached your Out-of-Pocket
Maximum. If you feel you have reached the Qut-of-Pocket Maximum but have not been notified, please contact
the Plan.

The Deductible applies to all services except where specifically noted below.
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Service

Inpatient Acute Hospital Services (including Day Surgery)

All covered services, including the following:
« Coronary care
= Hospital services

I . Covered in full after the

* Intensive care Deductible has been met.

» Semi-private room and board

= Physicians' and surgeons' services including consultations

Hospital Qutpatient Department Services

= All covered services, except emergency room care Covered in full after the
Deductible has been met.

Diagnostic Procedures (including all technical and professional charges)

All covered services, including the following:

= Laboratory tests, Nuclear Magnetic Resonance Imaging, Ultrasounds* and x-rays
(except for x-rays provided as part of a pediatric preventive dental visit)

. Covered in full after the
« E
ndoscopic procedures Deductible has been met.
= Blood and urine tests*
« Diagnostic procedures*
*The Deductible does not apply to fetal ultrasounds and any tests and procedures listed
in the "Preventive Services" section below.
Emergency Services
= You are always covered for care in a Medical Emergency. A referral from your $100 Copayment per visit in
PCP is not needed. In a Medical Emergency, you should go to the nearest an emergency room after the
emergency facility or call 911 or other local emergency number. If you are Deductible has been met.
hospitalized, you must call your PCP within 48 hours or as soon as you can. This Copayment is waived if
Please note that this requirement is met if your attending physician has already admitted directly to the
given notice to your PCP. hospital from the emergency
room, See "Physician
Services" for coverage of
emergency services by a
physician in any other
location.
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Physician Services (including covered services by podiatrists)
Examinations and Consultations

» Examinations for preventive care, including routine physical examinations, annual
gynecological examinations, school, camp, sports and premarital examinations

« Examinations for illness or injuries

= Routine eye examinations, including glaucoma screenings

» Routine hearing examinations and tests

= Health education, including nutritional counseling and diabetes education and
training

= Family planning consultations

« Medication management, including psychopharmacological services

» Consultation with specialists

= Consultations concerning contraception and hormone replacement therapy

$20 Copayment per visit. The
Deductible does not apply to
these services.

Treatments and Procedures (including all diagnostic procedures)

» Administration of injections

« Allergy treatments

= Casting, suturing and the application of dressings
» Chemotherapy

= Radiation therapy

Infertility treatment and procedures

« Pregnancy testing

= Voluntary sterilization, including tubal ligation
= Voluntary termination of pregnancy

= Genetic counseling

= Surgical procedures

Non-routine foot care

Foot care for members with severe diabetic foot disease

Administration of allergy injections
Medical treatment of temporomandibular joint dysfunction (TMD)
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Preventive Services (including all technical and professional charges)

The preventive services under this benefit are limited to the following:

Administration of all immunizations
Pap Smear

Screenings for Chlamydia and all other sexually transmitted diseases, including
gonorrhea, syphilis, herpes and Human Papilloma Virus (HPV)

Total cholesterol, LDL, HDL and triglycerides

» Hepatitis C testing

= HIV testing

» Lead testing

=« Mammogram )

« Fecal occult blood test, 3 samples annually goserefib}“ g“n- The ,

. . N . . eductible does not apply to

* Microalbuminuria test (dip stick, urine) for diabetes these services.

* Hemoglobin Alc

» Prostate-specific antigen (PSA) screening

» Tuberculosis skin testing

= Fetal ultrasounds

» Routine hemoglobin

» Routine urinalysis

» Alpha-Fetoprotein (AFP) and Group B streptococcus (GBS) test

« Blood glucose monitors, insulin pumps and infusion devices

=« All lab handling and venipuncture charges

Matemity Services

» Prenatal and postpartum care Covered in full. The
Deductible does not apply to
prenatal and postpartum care
provided in a physician's
office. All other services are
covered as stated in this
Schedule of Benefits.

« All hospital services for mother, including inpatient physician services Covered in full after the
Deductible has been met,

* Routine nursery charges for newborn care Covered in full,
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Mental Health Care (Including the Treatment of Substance Abuse Disorders)

Inpatient Services

» Mental health care services Covered in full after the
Deductible has been met.

Intermediate Care Services

* Acute re51-dent1al jr_eatr'nent (including detoxification), crisis stabilization and in- Covered in full after the
home family stabilization Deductible has been met

= Intensive outpatient programs, partial hospitalization and day treatment programs uctible has been met.

Outpatient Services

= Mental health care services
Group therapy $10 Copayment per visit.
Individual therapy $20 Copayment per visit. The

« Detoxification

= Medication management

Deductible does not apply to
these services.

$20 Copayment per visit. The
Deductible does not apply to
these services.

$20 Copayment per visit. The
Deductible does not apply to

) these services.
« Psychological testing and neuropsychological assessment Covered in full after the
Deductible has been met.
Home Health Care Services
» Home care services Covered in full after the
Deductible has been met.

« Intermittent skilled nursing care

No cost sharing or benefit limit applies to durable medical equipment, physical therapy
or occupational therapy received as part of authorized home health care.

Dental Services

= Preventive care for children through age 12. Two visits per Member per calendar
year, including examination, cleaning, x-rays and fluoride treatment.

« Extraction of unerupted teeth impacted in bone
» Initial emergency treatment (within 72 hours of injury)
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Deductible does not apply to 1
pediatric preventive dental
care,

Covered in full after the \
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Copayment below. For care
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Skilled Nursing Facility Care Services

» Covered up to 100 days per calendar year Covered in full after the
Deductible has been met.

Inpatient Rehabilitation Services

= Covered up to 60 days per calendar year Covered in full after the
Deductible has been met.

Diabetes Equipment and Supplies

» Therapeutic molded shoes and inserts, dosage gauges, injectors, lancet devices, Covered in full after the

voice synthesizers and visual magnifying aids Deductible has been met.

« Blood glucose monitors, insulin pumps and supplies and infusion devices Covered in full. The
Deductible does not apply to
these services.

« Insulin, insulin syringes, insulin pens with insulin, lancets, oral agents for Subject to the applicable

controlling blood sugar, blood test strips, and glucose, ketone and urine test strips prescription drug Copayment

listed on your ID card, if your
Plan includes prescription
drug coverage. If prescription
drug coverage is not
available, then you will pay a
$5 Copayment for Tier 1
items, $10 Copayment for
Tier 2 items and a $25
Copayment for Tier 3 items.
The Deductible does not
apply to these services.

Durable Medical Equipment including Prosthetics

Durable medical equipment (DME) including prosthetics up to a maximum of $2,500
per calendar year for all covered equipment. Coverage includes, but is not limited to:

» Durable medical equipment

» Prosthetic devices (the DME benefit limit does not apply to artificial arms and
legs)
= Ostomy supplies
Covered in full after the

» Breast prostheses, including replacements and mastectomy bras (the DME .
Deductible has been met.

benefit limit does not apply)
« Oxygen and respiratory equipment (the DME benefit limit does not apply)

» Wigs - up to a limit of $350 per calendar year when needed as a result of any form
of cancer or leukemia, alopecia areata, alopecia totalis or permanent hair loss due
to injury
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Hypodermic Syringes and Needles

» Hypodermic syringes and needles to the extent Medically Necessary, as required
by Massachusetts law

Subject to the applicable
prescription drug Copayment
listed on your ID card, if your
Plan includes prescription
drug coverage. If prescription
drug coverage is not
available, then you will pay
the lower of the pharmacy’s
retail price or a $5
Copayment for Tier | items,
$10 Copayment for Tier 2
items and a $25 Copayment
for Tier 3 items.

Other Health Services

« Cardiac rehabilitation

= Dialysis

» Physical and occupational therapies - up to 60 consecutive days per condition
= Speech-language and hearing services, including therapy

» Hospice services Covered in full after the

« Ambulance services Deductible has been met.

» Low protein foods ($5,000 per Member per calendar year)

» State mandated formulas

= Early intervention services

» House calls

= Vision hardware for special conditions Covered in full after the
Deductible has been met, up
to the applicable benefit
limits as described in the
Benefit Handbook.
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Special Enrallment Rights
For Subscribers enrolled through an Employer Group:

If an employee declines enrollment for the employee and his or her Dependents (including his or her spouse)
because of other health insurance coverage, the employee may be able to enroll himself or herself, along with his or
her Dependents in this Plan if the employee or his or her Dependents lose eligibility for that other coverage (or if
the employer stops contributing toward the employee’s or Dependents’ other coverage). However, enrollment must
be requested within 30 days after other coverage ends (or after the employer stops contributing toward the
employee’s or Dependents’ other coverage). In addition, if an employee has a new Dependent as a result of
marriage, birth, adoption or placement for adoption, the employee may be able to enroll himself or herself and his
or her Dependents. However, enrollment must be requested within 30 days after the marriage, birth, adoption or
placement for adoption. '

Special enrollment rights may also apply to persons who lose coverage under Medicaid or the Children's Health
Insurance Program (CHIP) or become eligible for state premium assistance under Medicaid or CHIP. An employee
or Dependent who loses coverage under Medicaid or CHIP as a result of the loss of Medicaid or CHIP eligibility
may be able to enroll in this Plan, if enrollment is requested within 60 days after Medicaid or CHIP coverage ends.
An employee or Dependent who becomes eligible for group health plan premium assistance under Medicaid or
CHIP may be able to enroll in this Plan if enrollment is requested within 60 days after the employee or Dependent
is determined to be eligible for such premium assistance.

Membership Requirements

There are a few important requirements that you must meet in order to be covered by the Plan, (Please see your
Benefit Handbook for a complete description).

» Members must live in the HPHC’s Enrollment area for at least nine months of the year. An exception is
made for full-time student dependents and dependents enrolled under a Qualified Medical Support Order.

» All your medical and health care needs must be provided or arranged by your Primary Care Physician (PCP),
except in a Medical Emergency, when you are temporarily outside the HPHC Service Area or when you
need one of the special services, which do not require a referral. The HPHC Service Area is the state in
which you live.
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Exclusions

= Services not approved, arranged or provided by

your PCP except: (1) in a Medical Emergency;

(2) when you are outside of the Service Area; or

(3) the special services that do not require a

referral listed in your Benefit Handbook

Cosmetic procedures, except as described in your

Benefit Handbook

» Commercial diet plans or weight loss programs
and any services in connection with such plans or
programs

= Transsexual surgery, including related drugs or
procedures

= Drugs, devices, treatments or procedures which
are Experimental or Unproven

« Refractive eye surgery, including laser surgery
and orthokeratology, for correction of myopia,
hyperopia and astigmatism

 Transportation other than by ambulance

= Costs for any services for which you are entitled

to treatment at government expense, including

military service connected disabilities

Costs for services covered by workers'

compensation, third party liability, other

insurance coverage or an employer under state or

federal law

» Hair removal or restoration, including, but not
limited to, electrolysis, laser treatment,
transplantation or drug therapy

= Routine foot care, biofeedback, pain
management programs, massage therapy,
including myotherapy, and sports medicine
clinics

= Any treatment with crystals

Blood and blood products

Educational services (including problems of

school performance) or testing for

developmental, educational or behavioral

problems except services covered under Early

Intervention

= Mental health services that are (1) provided to
Members who are confined or committed to a
jail, house of correction, prison or custodial
facility of the Department of Youth Services or
(2) provided by the Department of Mental Health

= Sensory integrative praxis tests

= Physical examinations for insurance, licensing or
employment

= Vocational rehabilitation or vocational
evaluations on job adaptability, job placement or

The Harvard Pilgrim Best Buy HMO
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therapy to restore function for a specific
occupation

« Rest or custodial care
« Personal comfort or convenience items

(including telephone and television charges),
exercise equipment, wigs (except as required by
state law and specifically covered in this
Schedule of Benefits), derotation knee braces and
repair or replacement of durable medical
equipment or prosthetic devices as a result of
loss, negligence, willful damage or theft

= Non-durable medical equipment, unless used as
part of the treatment at a medical facility or as
part of approved home health care services

» Reversal of voluntary sterilization (including

procedures necessary for conception as a result of
voluntary sterilization)

» Any form of surrogacy

Infertility treatment for Members who are not

medically infertile

Routine maternity (prenatal and postpartum) care

when you are traveling outside the Service Area

Delivery outside the Service Area after the 37th

week of pregnancy or after you have been told

that you are at risk for early delivery

» Planned home births

Devices or special equipment needed for sports

or occupational purposes

Care outside the scope of standard chiropractic

practice, including, but not limited to, surgery,

prescription or dispensing of drugs or

medications, internal examinations, obstetrical

practice or treatment of infections and diagnostic

testing for chiropractic care other than an initial

X-ray

Services for which no charge would be made in

the absence of insurance

= Charges for any products or services, including,
but not limited to, professional fees, medical
equipment, drugs and hospital or other facility
charges that are related to any care that is nota
covered service under this Handbook

= Services for non-Members

= Services after termination of membership

= Services or supplies given to you by: (1) anyone
related to you by blood, marriage or adoption or
(2) anyone who ordinarily lives with you

= Charges for missed appointments
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Exclusions

Services that are not Medically Necessary
Services for which no coverage is provided in the
Benefit Handbook, Schedule of Benefits or
Prescription Drug Brochure (if your Plan
includes prescription drug coverage)

Any home adaptations, including, but not limited
to, home improvements and home adaptation
equipment

All charges over the semi-private room rate,
except when a private room is Medically
Necessary

Hospital charges after the date of discharge
Follow-up care to an emergency room visit
unless provided or arranged by your PCP
Services for a newborn who has not been
enrolled as a Member, other than nursery charges
for routine services provided to a healthy
newborn

If your Plan does not include coverage for
outpatient prescription drugs, there is no
coverage for birth control drugs, implants,
injections and devices

Acupuncture, aromatherapy and alternative
medicine

Dentures

Dental services, except the specific dental
services listed in your Benefit Handbook and this
Schedule of Benefits. Restorative, periodontal,
orthodontic, endodontic, prosthodontic and
dental services for temporomandibular joint
dysfunction (TMD) are not covered. Removal of
impacted teeth to prepare for or support
orthodontic, prosthodontic or periodontal
procedures and dental fillings, crowns, gum care,
including gum surgery, braces, root canals,
bridges and bonding.

Chiropractic services, including osteopathic
manipulation

Eyeglasses, contact lenses and fittings, except as
listed in your Benefit Handbook and this
Schedule of Benefits

Hearing aids

Foot orthotics, except for the treatment of severe
diabetic foot disease

Methadone maintenance

Private duty nursing

If a service is listed as requiring that it be
provided at a Center of Excellence, no coverage
will be provided under your Benefit Handbook

The Harvard Pilgrim Best Buy HMO
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and this Schedule of Benefits if that service is
received from a provider that has not been
designated as a Center of Excellence by HPHC.
Health resorts, recreational programs, camps,
wilderness programs, outdoor skills programs,
relaxation or lifestyle programs, including any
services provided in conjunction with, or as part
of such types of programs.

Services for any condition with only a *“V Code”
designation in the Diagnostic and Statistical
Manual of Mental Disorders, which means that
the condition is not attributable to a mental
disorder
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Prescription
Drug Coverage

Covered prescription medications are available at participating pharmacies:.

Your copayments for up to a 30-day supply are:

»Tier 1:
»Tier 2:

These copayment amounts will be shown on your Plan identification (ID) card. Bring
your prescription or refill to a participating pharmacy, along with your ID card, and pay
the applicable copayment.

Harvard Pilgrim’s mail service prescription drug program (Maintenance
medications ONLY)

If you have a condition (e.g., high blood pressure) that requires maintenance medications,
you can order up to a 90-day supply of these drugs through Harvard Pilgrim’s mail service
prescription drug program.

Your copayments for a 90-day supply are:

»Tier 1:
»Tier 2:
»Tier 3:

Harvard Pilgrim
HealthCare

15_30_50-30_60_100
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Five Facts About the Harvard Pilgrim
Best Buy HMO - Massachusetts

Before coverage starts for certain services, you must pay a deductible.

* A deductible is an amount you must pay annually for certain covered services. Once you have paid the deductible you are covered for
these services for the rest of the year; see the chart on the other side of this page for examples.

* Under an individual membership, a member is responsible for paying the individual deductible each year.

* Under a family membership, there is usually both an individual deductible and a family deductible. The family deductible is met when the combined
deductible payments of any covered family members add up to the family deductible amount. The most each member can contribute toward the yearly
family deductible is equal to the individual deductible amount. V

@ For services that do not apply to the deductible, there is either a copayment or no charge.

* The chart on the other side of this page provides an overview of the services that require a copayment, those for which there is no charge, and those
that are subject to the deductible.

» Office visits or hospital visits may include some services that are not subject to the deductible and others that are subject to the deductible.
« Copayments do not count toward your deductible.

@ Emergency Room services are subject to the deductible and then a copayment.
* After the deductible has been met, you will be responsible for the Emergency Room copayment.

* However, if you are admitted directly to the hospital from the Emergency Room, you do not have to pay the Emergency Room copayment.

You are not required to make your deductible payment at the time you receive services.

» Providers should not require that you pay any portion of the deductible at the time you receive services. However, your provider may ask for
a credit card imprint or a written guarantee that you will pay your deductible charges.

* Your provider will bill you for your deductible payments. You should then pay your provider directly.

@ Harvard Pilgrim will send you an Explanation of Benefits (EOB) for services you receive.

* The EOB is not a bill. However, it lists the services you received and any amounts you may owe the provider, who will bill you separately. Visit
www.harvardpilgrim.org/EOB for information on how to read your EOB.

» Save your EOBs to help keep track of your deductible balance.

» Contact a Member Services representative with questions about your EOB or for your annual deductible balance.

If you have any questions about your Best Buy HMO coverage, please call the Member Services department at (888) 333-4742. Representatives are
available weekdays between 8 a.m. and 5:30 p.m., and until 7:30 p.m. on Monday and Wednesday evenings. For TTY service, call (800) 637-8257.

This product is offered in Massachusetts to members who purchase coverage themselves and to members enrolled through Harvard Pﬂgrlm
Massachusetts-based employers. Health Care

ccl966 10_09



The Harvard Pilgrim Best Buy HMO - Massachusetts

" Treatments and Procedures

« All diagnostic procedures, such as
EKGs, MRIs, X-rays and lab tests,
other than those listed under
“Selected Preventive Tests”

» Treatments and procedures,
including chemotherapy, surgical
procedures, colonoscopies, allergy
treatments and dialysis

* Therapeutic procedures, such as
occupational therapy, speech
therapy, physical therapy and early
intervention

+ Cardiac rehabilitation

Hospital Services

+ All inpatient hospital services,
including inpatient maternity

» Inpatient mental health, drug and
alcohol rehabilitation, and
detoxification

* Hospital outpatient department
services and day surgery

Other
» Home health care services
'« Skilled nursing care

* Ambulance transport

Subject to
Deductible,
then No Charge

No Charge

Subject to Copaymenti

Exams and Consultations

'» Routine physical exams
* Annual GYN exams

* Routine eye exams

* Routine hearing exams

+ Exams for illness or injuries

* Consultations with specialists

* Outpatient behavioral health
services

* Outpatient substance abuse
services

* Pediatric preventive dental care

NOTE: Emergency services are subject to the deductible; once met, an emergency room copayment applies.

*Only routine prenatal and postpartum care, including fetal ultrasounds, have no patient charge. Other diagnostic procedures and
treatments received in connection with a pregnancy are subject to the deductible.
This product is offered in Massachusetts to members who purchase coverage themselves and to members enrolled through

Massachusetts-based employers, Refer to the Schedule of Benefits for details and a complete list of benefits. The Schedule of Benefits
controls in any case in which the information in this document is different.

Selected Preventive Tests
* Mammograms
* Pap smears

* Prostate-specific antigen (PSA)
screening

+ Total cholesterol

+ All immunizations

+ Screenings for STDs

+ HIV testing

* Hepatitis C testing

* Routine urinalysis

* Lead level testing

* Fecal occult blood test

* Tuberculosis skin testing

* Routine hemoglobin tests

Diabetes Tests and Equipment

* Blood glucose monitors, insulin
pumps and infusion devices

* Hemoglobin Alc

» Microalbuminuria test

Maternity Services

* Routine nursery charges
+ Fetal ultrasounds

* Routine prenatal and postpartumn
care®

HealthCare

@ Harvard Pilgrim

-
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: : REASON FOR SUBMISSION (PLEASE CHECK ALL THAT APPLY)
The Harvard Pilgrim HMO
n ENROLLMENT n CHANGE n TERMINATION
PO BOX 9185  QUINCY, MA 02269 n NEWHIRE n COBRA N CHANGE COVERAGE TYPE N NAME/ADDRESS CHANGE N LEFT EMPLOYMENT n NOLONGER ELIGIBLE
1-888-333-HPHC . T ANNUAL OPEN ENROLLMENT N ADD DEPENDENT LISTED BELOW 1 LOSS OF INSURANGE DATE N VOLUNTARY CANCELLATION N DECEASED DATE
www.harvardpligrim.org N LOSSOF INSURANCE DATE_ N TERMINATE DEPENDENT (ATTACH DOCUMENTS) N MOVED FROM SERVICE AREA
(ATTACH DOCUMENTS) LISTED BELOW 0 MARRIAGE DATE
nPTTOFT DATE_ n NEWBORAN DATE
TO BE COMPLETED B Y. GROUP / COMPANY NAME DATEQFHIRE | GROUP #/DIVISION EFFECTIVE DATE
HiP| | 1 1 | | | L1 b ] d=1 ] 1 1
EMPLOYEE NAME TYPE OF COVERAGE
FIRST MIDOLE LAST n INDIVIDUAL  n 2-PERSON (ONLY WHERE OFFERED)
HOME ADDRESS n FAMILY n OTHER

PLEASE USE THE CODES LISTED BELOW TO COMPLETE DEPENDENT RELATION BLOCK

02—SPOUSE/CIV UN  83—CHILD UNDER 19, CHILD TAX DEP 19-25 (MA ONLY), CHILD 18-25 TAX DEP/2 YR EXTN (MA ONLY), CHILD UP TO 26 {NH
ONLY) 04—STEPCHILD UNDER 19 05*—FULL-TIME STUDENT 19 AND OVER 06—HANDICAPPED (VERIF REQ 07—EX-SPOUSE

APT. NO. STREET PO BOX
CiTY STATE ZIp COUNTY

TELEPHONE (HOME) TELEPHONE (WORK) IT 1S VERY IMPORTANT THAT EACH MEMBER SELEGT A PRIMARY CARE PHYSICIAN.
AS A PLAN MEMBER YOU MUST CHOOSE A PRIMARY CARE PHYSICIAN (PCP). IF YOU DO NOT HAVE A PCP, NON-EMERGENCY AND
( ) ( )] MOST SPECIALTY CARE MAY NOT BE COVERED.
DATE OF BIRTH ARE YOU
LANGUAGE| RELATION SELECT A PRIMARY CARE PHYSICIAN AND A REGULAR
FIRST MI LAST (iIF NOT SAME AS EMPLOYEE) CODE MO DAY YR SEX CODE SOCIAL SECURITY NUMBER TOWN FOR EACH MEMBER Tﬁgﬁg}gﬁ ) PCP#
EMPLOYEE
- - M|F| 01 - - Y| N
SPOUS
- - M| E - - Y N
DEPENDENT
- - M| F - - Y N
DEPENDENT
- - M| F - - Y N
DEP: ENT
- - Ml E - - Y N
DEPENDENT
- - M| F - - Y N
LANGUAGE A A 0
D
foPTIONAL [as) [cal [cv] [EN] [FR] [HA] [ [iT] [kH] [Lo] [wn]  [PT]  [RU] [SP]  [vi] oTHER[]
{ ) American Sign Language Cantonese Cape Verdean  English Franch Haitian Hmong ltalian Khmer  Laotian  Mandarin Portuguese Russlan  Spanish  Vietnamese Specify
* IF YOU HAVE LISTED A FULL-TIME STUDENT(S) AGE 19 AND OVER, BUT UNDER THE MAXIMUM STUDENT AGE,
PLEASE SUPPLY THE FOLLOWING INFORMATION: HAVE YOU EVER BEEN A MEMBER OF HPHC, HPHC OF NE, OR HPHC INSURANCE COMPANY? n YES n NO
STUDENT(S) NAME NAME OF SCHOOL(S) STATE IF YOU WOULD LIKE TO RECEIVE A MENU OF ELECTRONIC WAY'S TO INTERACT WITH US, LIST YOUR E-MAIL ADDRESS HERE.
E-MAIL ADDRESS: {OPTIONAL)
THIS INFORMATION MAY BE USED TO VERIFY ELIGIBILITY YOUR E-MAIL ADDRESS WILL BE STORED IN A PROTECTED DATABASE AND WILL REMAIN CONFIDENTIAL.

MEMBERSHIP WILL BECOME EFFECTIVE UPON ACCEPTANCE BY THE PLAN. BENEFITS UNDER THE PLAN WILL BE EXPLAINED IN A SEPARATE DOCUMENT. FOR AN EXPLANATION OF HOW HARVARD PILGRIM MAY USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION,
PLEASE READ YOUR NOTICE OF PRIVACY PRACTICES PROVIDED TO YOU BY HARVARD PILGRIM IN YOUR ENROLLMENT KIiT.

MAINE MEMBERS: PLEASE NOTE THAT THE SUBROGATION PROVISION APPLICABLE TO MAINE MEMBERS, OUTLINED IN A SEPARATE DOCUMENT, PERMITS SUBROGATION PAYMENTS ON A JUST AND EQUITABLE BASIS.

NEW HAMPSHIRE MEMBERS: PLEASE NOTE THAN AN ENROLLED PARTICIPANT SHALL BE ALLOWED A GRACE PERIOD OF TEN (10) DAYS FOR MAKING ANY PAYMENT DUE UNDER CONTRACT (N.H. RSA 420-B:8(IV)(b).

| UNDERSTAND THAT A COPY OF THIS FORM WILL BE GIVEN TO ME, OR MY AUTHORIZED REPRESENTATIVE, UPON REQUEST.

IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY. PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR
A DENIAL OF INSURANCE BENEFITS.

THE EMPLOYEE AND THE EMPLOYER MUST SIGN AND DATE THIS FORM FOR ENROLLMENT.

EMPLOYEE SIGNATURE DATE EMPLOYER SIGNATURE DATE




