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NEW ENROLLMENT - FILL OUT SECTION 1, 2, AND 4

CHANGE IN STATUS - FiLL OUT SECTION 1, 3, AND 4 HEALTH BENEFITS TRANSACTION FORM Empioyes Medical Healn Plan of Suffolk County
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I certify that the information supplied by me is true and correct, 1 understand that it is solely my responsibility I do not participate in the Employee Medicat Health Plan of
to timely notify, in advance where pessible, Suffolk County of any changes that may affect coverage of myself Suffolk County offered through my employer, and | understand
or of any of my enrolled dependents. | further understand that my failure to so timely notify Suffolk County of that | may subject myself and/or my eligible dependents to
any change in status that would affect coverage shall render me solely responsibie for reimbursing the certain applicable waiting periods if | decide 1o enroll at a later
County for any claims paid on behalf of an ineligible enrollee or dependent. Any person who makes a material date.
misstatement of fact or conceals any pertinent information shall be guilty of a crime, cenviction of which may .

lead to substantial monetary penalties and/or imprisonment, as well as an order for reimbursement of ¢laims. Sigred
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HEALTH INSURANCE COORDINATION OF BENEFITS FORM

The EMPLOYEE MEDICAL HEALTH PLAN OF SUFFOLK COUNTY has a Coordination of Benefits Provision that applies when
you or any dependent receive benefits under more than one health insurance program. Coordinating benefits helps to contain
the cost of health care and can save you some out-of-pocket expenses when balances remain after one carrier has made its
claim payment. New employees should return the completed form to their Payroll Office. All others, pilease return completed
form to the Employee Benefits Unit, P.O. Box 6100, Bldg. # 158, North County Complex, Hauppauge, NY 11788-0099.

SECTION |.
OTHER COVERAGE A:

NAME OF DEPENDENT WITH OTHER COVERAGE {including POLICY OR OTHER IDENTIFICATION NO. DATE OF BIRTH SEX
spouse or domestic partner)
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NAME OF OTHER INSURANCE CARRIER ADDRESS OF OTHER INSURANCE CARRIER
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O Individual O Family
EFFECTIVE DATE TERMINATION DATE

OTHER COVERAGE B:

NAME OF DEPENDENT WITH OQTHER COVERAGE (including POLICY OR OTHER IDENTIFICATION NO. DATE OF BIRTH SEX
spouse or domestic partner)
NAME OF OTHER EMPLOYER ADDRESS OF OTHER EMPLOYER
NAME OF OTHER INSURANCE CARRIER ADDRESS OF OTHER INSURANCE CARRIER
TYPE OF COVERAGE COMMENTS:
O Individual 1 Family
EFFECTIVE DATE ' TERMINATION DATE

IF ADDITIONAL DEPENDENTS HAVE OTHER COVERAGE, CHECK HERE [

PERSONAL PRIVACY PROTECTION LAW NOTIFICATION: This information will be used in accordance
with Section 96(1) of the Personal Privacy Protection Law, particularly subdivisions (b), (e), and (f).
Failure to provide this information may result in a delay in payment of benefits.

FOR FURTHER INFORMATION ON THE COORDINATION OF BENEFITS FORM CONTACT YOUR PERSONNEL OFFICE
| CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT
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