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HEALTHCARE COOPERATIVE

Thank you for choosing
Common Ground Healthcare Cooperative

Our Commitment — As a Wisconsin-based, non-profit carrier with a mission of
Putting Members First, Pursuing Better Healthcare, we continue to provide
clients with access to some of the lowest-cost health insurance plans in eastern
Wisconsin.

Our Support — We are local, and so is our team. We provide you and your clients
with one-to-one, personalized experiences throughout the sales and onboarding
processes with the help of our expert Small Group Account Specialists.

We Care — We partner with high-quality providers and strive to build a network
where our members can receive the care they deserve.

About This Manual

This manual is intended for agents’ training and reference. It contains important
information you need to market Common Ground Healthcare Cooperative
(CGHC) Small Group Health plans.

Agents are encouraged to read the manual in its entirety and to use it as a
reference for answering questions and for servicing Common Ground Healthcare
Cooperative business.

If you need information not found in this guide, please contact your Common
Ground Healthcare Cooperative Small Group Account Manager at 888-870-4717.

While we make every effort to provide you with complete and current
information about the enrollment and administration practices of our Small
Group Health Plans, it’s important to know this guide is subject to change. Active
policies and procedures will take precedence over the information contained in
this guide.

Please continue to work with your Common Ground Healthcare Cooperative
Sales Team, to ensure you always have the most up-to-date version of this guide.
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Eligibility Requirements

Small Group Employer Eligibility

A Small Group employer is an employer that meets eligibility requirements under the Affordable Care
Act (ACA) and Wisconsin Small Group regulations and is eligible for guaranteed issue and guaranteed
renewal coverage as a Small Group Health Plan.

When a Small Employer is Eligible for Coverage under a CGHC Group Health Plan:

Under Wisconsin Small Group regulations, a Small Group employer is an employer that has had
between 2-50 total number of employees (full-time, part-time, seasonal, temporary, etc.) on a
monthly average over the last calendar year, including groups that are SHOP Eligible.

Has employed at least 2 employees as of the preceding calendar year or preceding calendar
quarter.

If the employer's business was not in existence during the preceding calendar year, it is
expected the employer will employ an average of at least two (2) but not more than 50
employees on business days during the current calendar year.

Has and maintains business licensure and/or appropriate state filings, allowing the business to
conduct business in Wisconsin.

Must be headquartered in Wisconsin and domiciled within CGHC's service area.

Must involve a bona fide employer-employee relationship.

Meets CGHC’s minimum employer contribution requirement of 50% of the lowest single plan
employee-only monthly premium offered to each employee.

Meets CGHC’s minimum participation requirements (refer to “Participation Requirements”
section)

Some groups that do not meet eligibility requirements for coverage:

Groups formed for the sole purpose of obtaining health insurance.
Groups that do not have at least one (1) common law employee enrolling in coverage.
o Forexample: -
= Sole proprietors with no common law employees.
=  Owner-only groups with no common law employees. (For purposes of
underwriting, an owner is not considered a common law employee.)
A two-person group comprised of the business owner and their spouse/partner.
A group where only the owners are applying for coverage and common-law employee(s) are
waiving coverage.

CGHC.EO.2357-2024-03
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New Group Enroliment Requirements
Submission Requirement:

Completed Small Group Employer Application.
A copy of the company’s most recently submitted Quarterly Wage & Tax Report and includes
the employees’ current employment status (full-time, part-time, temporary, seasonal,
COBRA/Continuation or termed and quarterly wages of all employees listed)

o Employees not listed on Wage & Tax will require Payroll documentation.
Completed Eligibility Certification Form for employees not listed on the Quarterly Wage & Tax
Report
Employee Applications or Waivers for every eligible employee (including terminated employees
who are within their COBRA / Continuation with the group’s current carrier)
Affidavit of Domestic Partnership Form

o This form is only required if the group wants to offer domestic partnership coverage.
A copy of the last month’s group billing invoice from the group’s prior carrier with the status of
all listed employees, unless the employer did not have prior coverage.
Depending on the type of Group, the additional documents noted below are also required.

“C” Corporations “S” Corporations Partnerships
e Articles of incorporation e Articles of incorporation e Partnership Agreement
e Wage & Tax or Recent Payroll | ¢ Wage & Tax or Recent Payroll | ¢ Wage & Tax or Recent Payroll
e Form 1120 with Schedule e Form 2553 signed by all e Form 1065
1125E officers.
Sole Proprietors Limited Liability Companies Nonprofit Organizations and
(LLC)/ Limited Partnerships Corporations

e Business License
e Wage & Tax or Recent Payroll | ® Schedule K-1 (Form 1065) or | e Payroll

e Form 1040/Schedule C LLC Agreement and either e IRS letter 501(c)(3)
Articles of Incorporation or e IRS application for exempt
Partnership Agreement status Members of the clergy

Note: Single owners and e Wage & Tax or Recent Payroll

spouses or domestic partners

of officers or partners do not Note: Single owners and

constitute the qualifying W-2 spouses or domestic partners

employee. of officers or partners do not

constitute the qualifying W-2
employee.

Continued on the next page
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Optional document:
e Completed Electronic Funds Transfer (EFT) form.
o If submitted, ETF will not begin until after the initial, first month’s premium is received
and processed by CGHC.

Notes:

e CGHC requires all submission documents to be returned no later than the 25" of the month or
the next business day of the prior month, to have coverage effective on the 1 of the following
month.

e Only the employer may fill in, change, or modify the employer application.

e The employer application must be signed by the owner listed in the owner section of the
employer application or an officer listed on the Statement of Information filed with the
secretary of state of Wisconsin.

e Whenever an individual has a language barrier and requires assistance to properly complete
the application, the application must be submitted with a signed CGHC Statement of
Accountability / Translator Statement from the group or the agent.

e No alterations to preprinted materials will be accepted.

e Annual open enrollment period: Once a year, employers must allow employees to change plans
or add dependents not previously enrolled. Employees and/or dependents who do not enroll
when first eligible must wait until the annual open enrollment period to enroll.

o However, employees may be eligible to enroll themselves and their dependents before
the next open enrollment period if a qualifying life event, such as losing other coverage,
occurs.

Startup Companies

A startup group could be considered for a CGHC Small Group Health Plan. CGHC considers a startup
group as an employer that has been in business for less than a calendar quarter and has at least two or
more eligible common-law employees.

If a group enrolls or renews during the 11/15 - 12/15 Open Enroliment Period, participation
requirements will be waived for as long as they have an active policy with us.

Required documents:

e Conditions of Enrollment/Start-Up Companies/PEO Spin-Off Groups form.
o All available payroll records.
e First 30 days of payroll within 45 days of the requested coverage effective date.

Note: Single owners and spouses or domestic partners of officers or partners do not constitute the

qualifying W-2 employee.

CGHC.EO.2357-2024-03
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Buyout / Acquisition / Mergers

As a small group health plan provider, it is important to understand and have processes in place to
manage when changes occur in the structure of a business that is currently insured by CGHC or
applying for group coverage through CGHC. Historically known as buyouts, acquisitions, or mergers, it
is necessary to understand key scenarios that will require change within CGHC systems in order to
maintain and/or set up within CGHC system:s.

Name change (the business still has the same owner, Tax ID, and employees)
Process: Change the name of the group in The Agent Portal.

Name change and new Tax ID (the business still has the same owner and employees)
Process: A new group needs to be set up
e A New Small Group Employer Application is required.
e All enrolled members need to be moved from the original group to the new group.
o New employee applications are not required.
e Accumulators for enrolled will need to be moved from old records to the new records.

Name change (or same name), new Tax ID and new owner (business still has the same employees)
Process: A new group needs to be set up.

= A copy of the purchase agreement is required.

= A new Small Employer Group Application is required.

= All enrolled members need to be moved from the original group to the new group.

o New employee applications are not required.
= Accumulators for enrolled members will need to be moved from old records to the new
records.

Name change, new Tax ID, new owner, and new employees.
Process: A new group needs to be set up
= A copy of the purchase agreement is required.
= A new Small Employer Group Application is required.
= All enrolled members need to be moved from the original group to the new group.
o New employee applications are not required.
= Accumulators for enrolled members will need to be moved from old records to the new
records.
= Employee Applications or Waivers for new members are required.
= Refer to the “Prior Deductible Credit / Annual Out-of-Pocket Maximum” section to determine if
applicable.

Continued on the next page
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An existing group with the same name and Tax ID that acquires another business and that business’
employees.
Process: A new group does not need to be set up
= A copy of the acquisition agreement is required.
= An Eligibility Certification Form with all new members listed is required.
o Employee Applications or Waivers for new members listed are required.
= Refer to the “Prior Deductible Credit / Annual Out-of-Pocket Maximum” section
to determine if applicable.

Employee Eligibility

An eligible employee is:

Employed by the Small Group employer and has a status of “Active” at work meaning they have
completed their waiting period required by the group, and are:

e Permanent full-time employee who conducts business for the small employer, with a normal
workweek of an average of 30 hours per week for a month, at the employer’s regular place of
business,

e Sole proprietors or partners of a partnership, if they are actively engaged on a full-time basis
(average of 30 hours per week for a month) in the employer’s small business and included as
employees under a healthcare service plan contract of a small employer.

e Aterminated employee that is within their COBRA/Continuation period and enrolled with the
group’s current health insurance carrier. Employees must complete a waiver and prove the end
date of COBRA eligibility.

An ineligible employee is:

e A part-time employee working less than an average of 30 hours per week.

e Seasonal, temporary, and substitute employees, defined as an employee hired with a planned
future termination date.

e Contract employees (1099) or employees compensated on a 1099 basis.

e Employees who reside outside of the 48 contiguous states, Washington, D.C., Alaska, Hawaii,
Puerto Rico, or the United States Virgin Islands.

e Other ineligible classifications include but not limited to: private households, domestic help,
members of organizations

Rehired Employee Eligibility
The group is responsible for notifying us immediately if an employee is rehired and will be continuing
coverage. Eligible employee rehire scenarios:
e An enrollee rehired within 31 days of termination.
o Coverage will resume with no lapse upon receipt of the required written notification
from the employer.
Continued on the next page
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An employee rehired more than 31 days from termination but no more than 91 days from the
termination date.
o Coverage will restart and become effective as of the employee's rehire date.

= The employee will not be subject to applicable group-imposed orientation
and/or waiting periods.
= A new Employee Application is required.

An employee rehired more than 91 days (13 weeks) from the termination date.
o The employee is considered a new employee and will be subject to applicable employer-

imposed orientation, probationary period, and/or waiting periods.
= A new Employee Application is required.

Domestic Partnership Eligibility

CGHC allows for eligible domestic partner coverage when:

Domestic Partner coverage is requested on the Small Group Employer Application.

A Domestic Partnership attestation is completed and submitted with the employee application
for enrollment and;

The Employee meets the following domestic partnership qualifications:

Each individual is at least 18 years of age and capable of consenting to the domestic
partnership.

They have lived together for at least six months before enroliment in the health
insurance plan.

Neither individual is married to, or in a domestic partnership, with another individual.
Individuals are not related by blood, closer than allowed under the marriage laws of the
Stateof Wisconsin.

The individuals are in a relationship and living together as a couple.

The individuals intend to continue the domestic partner relationship indefinitely, with
the understanding that the relationship is terminable at the will of either partner.

If requested, the individuals can provide at least two of the types of documentation
listed here:

Documentation showing the joint purchase and ownership of a home.

A notarized copy of a lease for a residence that identifies both the Subscriber and
his/her Domestic Partner as responsible for payment of rent.

Documentation showing a joint checking/savings account that has been in effect and
valid for at least six months.

A title and registration for a car showing joint ownership.

Documentation of joint use and liability for credit cards.

A certified copy of a policy declaration page specifying that the Domestic Partner isthe
beneficiary under a policy of life insurance issued to the Subscriber, or viceversa.

Continued on the next page
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e Evidence that the Domestic Partner is the beneficiary of the Subscriber’s deferred
compensation or other retirement plan.

e Evidence of durable powers of attorney for property which satisfies ss. 243.07 and/or
243.10, Wis. Stats., or for health which satisfies ss. 155.05 and 155.10, Wis. Stats.

e The Subscriber’s last will and testament which specifies that his/her Domestic Partner is
the major recipient of the Subscriber’s financial and real property assets; and/or

e Other forms of documentary evidence that depict significant joint financial
interdependency between the Subscriber and his/her Domestic Partner.

Dependent Eligibility

CGHC considers a qualified dependent to be:

Lawful spouse.
Registered domestic partner IF domestic partner eligibility is chosen by the group.
Disabled dependent child, who at the time of becoming age 26, is incapable of self-sustaining
employment because of a physically or mentally disabling injury, illness, or condition, and is
chiefly dependent on the subscriber for support and maintenance. The employee will be
required to submit physician certification of the child’s condition. If the Subscriber does not
provide proof of the child's disability and dependency within 30 days of our request as
described above, coverage for that child will end.
An employee’s, their spouses or registered domestic partner’s child under age 26:

o Natural child

o Newborn child

o Stepchild

o Legally adopted child

o Ward of legal guardian
In the case of birth, adoption, or placement for adoption, the child will be covered for the first
60 days from the date of birth, adoption, or placement for adoption. To continue the plan
beyond the 60 days, CGHC must receive an application for coverage of a dependent child within
60 days of the child’s eligibility. Coverage will be effective beginning on the date of birth or
adoption or placement for adoption following our receipt of the completed Employee
Enrollment Application.
A child will be deemed adopted either from the moment of placement in a group member’s
home or from the date of an order granting custody of the child to the group member,
whichever is earlier. The child’s adopted status remains in effect unless the child is removed
from the member’s home before the issuance of a legal decree of adoption.
If both parents are covered subscribers through the same employer, their children may be
covered as dependents of either, but not both, of the subscribers.
New spouses and/or domestic partners have 60 days from the date of marriage or affidavit of
domestic partnership.

CGHC.EO.2357-2024-03
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Employee Enroliment Requirements

Each Eligible Employee / Owner
Please note, CGHC is required by the IRS and Centers for Medicare & Medicaid Services (CMS)
regulations to collect Social Security Numbers applicants.
Required documents:
e Completed Employee Application or Waiver (waivers must include the reason for waiving
coverage)
e Valid Social Security Numbers are required for all enrolling members including dependents to
enroll. If an applicant does not have a valid Social Security number, they are not eligible for
coverage.

Note: Only the employee may fill in, change, or modify the employee application.

Participation Requirements

When determining participation, “eligible employees” do not include those with other full coverage
health insurance, unless those employees are enrolled in qualified health insurance coverage through
this group and those with group continuation coverage.

Minimum participation requirements are as follows:

Number of Eligible Employees Enrolled Subscribers Required
2-4 *2 Subscribers
5-6 3 Subscribers
7 4 Subscribers
8-9 5 Subscribers
10 6 Subscribers
11-50 70% of eligible employees

*The Small Group Special Enrollment Period (SEP) takes place annually from November 15 to December 15 for coverage
that starts on January 1. During this one-month period, the normal participation and contribution minimums do not apply.

To calculate participation, the following are considered valid waivers if included on the Waiver form,
such as:

e Employer-sponsored group coverage through another employer

e Medicaid

e Medicare

e United States military coverage

e Individual coverage on and off the exchange

Note: An owner of multiple entities will not be considered a valid waiver if the owner is declining due
to coverage under another entity in which they hold ownership. Dual coverage by the same employer
would not be considered a valid waiver.

CGHC.EO.2357-2024-03

Common Ground Healthcare Cooperative | commongroundhealthcare.org



Page |11

Prior Deductible Credit / Annual Out-of-Pocket Maximum
For new group submissions, CGHC provides credit for in-network deductibles met under prior takeover
group medical coverage if proof of the actual dollar amount is submitted with the first claim.

This provision does not apply to new hires.

Credit for a pharmacy deductible is not available, except when the member’s prior takeover
group coverage was an aggregate plan (such as an HSA).

A Deductible Report from the previous carrier must be received within 90 days post-
enrollment.

Credit is not applied to maximum out-of-pocket.

Small Group Plan Options

Depending on the number of eligible employees, Small Group employers

may choose up to three (3) different standard medical/pharmacy plan options within the EPO
product lines.

They must choose either Envision or Rise network, they cannot offer both Envision and Rise
networks to their members.

To qualify for the Rise network, employers must be domiciled in rating areas 1, 9, or 12
(Kenosha, Milwaukee, Ozaukee, Racine, Washington, and Waukesha counties).

EPO Plus plans are available to accommodate subscribers who reside outside of the CGHC
service area.

CGHC.EO.2357-2024-03
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Subscriber Resides in One
of the Following

Service Area Description

Plan Options

Wisconsin: CGHC Service
Area

CGHC 24 county service area

Employees can only enroll in an
Envision Network plan.

Wisconsin: CGHC Service
Area Border County

Adams, Columbia, Dane, Dickinson, Iron,
Florence, Forest, Lake, Langlade, Marathon,
Marquette, McHenry, Menominee, Portage,

and Rock County

Employees may choose an
Envision Network plan or
EPO Plus plan.

Wisconsin: Outside of
Service Area

County within Wisconsin but not in the
CGHC service area and not a border county.

Employees can only enroll in an
EPO Plus* plan.

Illinois: CGHC Service
Area
Border County

Boone, Lake, and McHenry County

Employees may choose an
Envision Network plan or
EPO Plus* plan.

Michigan: CGHC Service
Area Border County

Iron, Dickinson, and Menominee

Employees may choose an
Envision Network plan or
EPO Plus* plan.

Outside of Wisconsin:
Outside of CGHC Service
Area Border County

The county is outside of Wl and is not an IL
or Ml border county.

Employees can only enroll in an
EPO Plus *plan.

*Group must meet participation requirements for the EPO Plus plan

CGHC.EO.2357-2024-03
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Rlse N etwork P I ans: (To be able to offer the Rise network, employers must be domiciled in rating areas 1, 9, or 12)

Subscriber Resides in One

. Service Area Description Plan Options
of the Following P P

Wisconsin: Rating areas Kenosha, Milwaukee, Ozaukee, Racine, Employees can only enroll

1,9&12 Washington, and Waukesha in a Rise Network plan.
Wisconsin: Other CGHC Employees can only enroll

rating areas The other 18 CGHC counties in a Rise Network plan.
Wisconsin: Outside of County Wlth!n Wisconsin but not in the Employees can only enroll

Service Area CGHC service area and not a border in an EPO Plus* plan.

county.

Illinois: CGHC Service
Area Boone, Lake, and McHenry County

Border County

Employees may choose a
Rise Network plan or EPO Plus*
plan.

Michigan: CGHC Service Iron, Dickinson, and Menominee Employees may choose a
Area Border County Rise Network plan or EPO Plus*
plan

Outside of Wisconsin:
Outside of CGHC Service
Area Border County

The county is outside of Wl and is not an Employees can only enroll in an
IL or MI border county. EPO Plus plan*

*Group must meet participation requirements for the EPO Plus plan

EPO Plus Plans

Groups who meet participation requirements can elect up to three (3) Envision EPO Plus plans to
accompany Envision or Rise EPO plans for employees that reside outside of the CGHC service area.
Participation may not exceed 20% of enrolled employees.

Enrolled Subscribers Required Service Area Plans Out-of-Service Area Plans
2-4 Subscribers 1 0
5-10 Subscribers 2 1
11-19 Subscribers 2 2
20+ Subscribers 3 3

CGHC.EO.2357-2024-03
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Status Changes / Special Enroliment Periods (SEPs)
Adding an Employee and/or Dependent

e New Hires - New hires and their dependents must enroll within 30 days of becoming eligible for
health benefits.

e Special Enrollment Periods - An applicant who experiences a qualifying life event (QLE) status
change may qualify for a special enrollment period and will be eligible to enroll within 30 days
of the qualifying life event. The group has 60 days to report. The table below includes guidelines
and form requirements for the most common qualifying life events. The group decides if part-

time employees who move to full-time status have a waiting period.

Qualifying Event

Guidelines

Effective Date

Form(s) Needed

Marriage

employee may add spouse and
newly acquired dependents.

e CGHC must receive the application
after the marriage date but within
30 days of marriage.

e Applications must be received Date Employee Application
within 30 days of other coverage following SEP Proof
termination. other Letter from the previous
Loss of other . . . .
e Examples include exhaustion of coverage carrier stating loss and
coverage o
COBRA; Loss of coverage on termination reason for loss
(Involuntary) , .
parent’s plan; Loss of Medicaid,
Divorce of Spouse.
e Employee, spouse, and newly Date of If the employee is a new
acquired dependents may apply or Marriage enrollee in the plan, the

Small Group Employee
Application must be
completed.

SEP Proof - proof of
marriage and marriage
license

If adding a spouse, the
Member Change form, and
marriage license are
required

CGHC.EO.2357-2024-03
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Qualifying Event

Guidelines

Effective Date

Form(s) Needed

Birth

Employee, spouse, qualified
dependent, and newborn may apply,
or employee may add spouse and/or
newborn.

Application to add a newborn should
be received within 60 days of the
birth.

Applications received from day 61 to
day 365 will be billed premiums back
to the newborn’s date of birth and
interest may be applied.

Other dependents added at this
time may be considered late
enrollees.

Application to add other dependents
must be received within 31 days of
the birth.

Children from an adult-dependent
are ineligible for coverage under the
family policy.

Date of birth
of newborn
child

e |f an employee is a new

enrollee in the plan, a Small
Group Employee
Application must be
completed.

If adding a dependent, a
Member Change Form is
required.

Adoption

Application to add an adopted child
must be received within 60 days of
adoption/placement.

Employee, spouse, and new
dependent may apply, or employee
may add spouse and/or new
dependent.

Date of order
for legal
adoption or
placement

If Employee is a new
enrollee in the plan, a Small
Group Employee
Application must be
completed.

If adding a dependent, a
Member Change Form is
required.

e SEP Proof
o Adoption papers

CGHC.EO.2357-2024-03
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Addendum:
— Contacts & Quick Links
— Employer Application
— Employee Application
—~ Member Change Form
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Contacts and Quick Links

Agent & Broker Services Line: 888.870.4717
sales@commongroundhealthcare.org

Quotes to quotes@commongroundhealthcare.org

Small Group Plan Administration for Employers and Plan Administrators
262.247.8050

sales@commongroundhealthcare.org

Member Services for Individuals and Employer Plan Members:
877.514.2442
8 am -5 pm CST Mon-Fri

Prescription Questions:
(OptumRXx)
855.577.6545

Agent Resources
https://commongroundhealthcare.org/agent-resources-and-training/

- General Forms

- Enrollment Forms

- Payment Forms

- Rx Forms

- Marketing & Product Training

Visit https://commongroundhealthcare.org/ for additional Plan, Coverage, and
Prescription Information.

Agent Portal
https://healthplans.commongroundhealthcare.org/formConsumerLogin.aspx

CGHC.EO.2357-2024-03
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ENROLLMENT REQUIREMENTS CHECKLIST CHI\EID

HEALTHCARE COOPERATIVE

REMINDERS

The submission process will not begin until all required enroliment documents have been received.

All required documents must be received by the 25 of the month prior to the requested effective date.
SEND HERE

Fax to: (262) 754-9560 Attn: Sales
Email to: Sales@commongroundhealthcare.org

CHECKLIST

|:| Small Group Employer Application

Only the employer may fill in, change, or modify the employer application.

The employer application must be signed by the owner listed in the owner section of the employer application
or an officer listed on the statement of information filed with the secretary of state of Wisconsin.

The business address must be in the designated service area and cannot be a PO Box.

The employer premium contribution must be in a percentage.

[] Employee Applications
e All full-time employees must complete an Employee Application
e Employees waiving coverage only need to complete Page 1 of the application

[] Disclosure of Rating and Renewability Form

|:| Copy of Invoice from most recent carrier
e Only if the group offered healthcare coverage in the most recent calendar year

|:| Copy of most recent Quarterly Wage & Tax Report
e Indicate the stafus of all employees listed: Full-time, Part-time, Seasonal, Temporary, COBRA, or Termed
e Employees not listed on the Quarterly Wage & Tax Report must be included on the Eligibility
Certification Form
e |f an owneris not on the Quarterly Wage & Tax Report, the group will also need to submit the following:
o C-Corp: Form 1120 with Schedule 1125-E25-E
o S-Corp: Form 2553 signed by all owners
o LLC, LLP, or LP : Current schedule K-1F(Form 1065)
o Nonprofit: Schedule SE or Form 4361 with IRS approval
o Sole Proprietor: Eligibility Certification Form
[] Affidavit of Domestic Partnership Form

e Only if domestic partner coverage was checked on the Employer Application and an employee is
requesting domestic partnership coverage

|:| Business and Ownership Documents (if applicable):

o Affiliated Companies: Statement from CPA/tax attorney showing eligibility to file a combined fax return

e Confrolled Groups: Official document(s) showing all individual Tax IDs, ownership percentage(s), and indication
whether they are a parent-subsidiary controlled, brother-sister controlled or other arrangement.

e Nonprofit: Wisconsin Secretary of State active web confirmation, IIRS letter 501(c)(3), and IRS application for
exempt status.

e Spin-off Group: A copy of the PEO client invoice billed to the worksite business and a signed Conditions of
Enroliment/Start-Up Companies/PEO Spin-off Groups form.

e Sole Proprietor: Provide one of the following: Schedule C, Current WIl business license, or Fictitious business name

filing
e Startup: Conditions of Enroliment/Start-Up Companies/PEO Spin-off Groups form with all available Payroll records.

PO Box 1630, Brookfield, WI 53008-1630 | www.CommonGroundHealthcare.org
CGHC.FO.2100-2023-09
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HEALTHCARE COOPERATIVE

Did the group offer healthcare coverage in the most recent calendar year?
Requested Effective Date: . If Yes, please provide a copy of the most recent invoice from n YES n NO

the prior carrier.

Section | - Group

Legal Name DBA Name
Business Name
Federal Tax ID Number (FEIN) Date Business Established
Establishment (MM/DD/YY)

Legal Form of

Busine [ Sole Proprietor  [] Partnership ] Corporation [] Non-profit [] Other:
usiness

Business Address: |Street Address
(must be in the

CGHC Service Area [=;
and cannot be a | CTY State W . ZIP Code County
PO Box) ISCOHSIH
Mailing Address | Street Address
Check if same
as business City State ZIP Code County
address
Business Contact|Phone Email
Information
Name Title
Administrative
Contact: (phone Email
Name Title
Billing
Contact: | Phone Email

Complete the remaining of Section | based on ALL owners in this company:

Name Percentage Name Percentage
Owner 1 Owner 3

Name Percentage Name Percentage
Owner 2 Owner 4
(1) Do any of the owners, either individually or in combination, own 50% or more of any other company? [ YES [ NO
(2) Is this company affiliated with any other company? ] YES 1 NO

If answered “Yes"” to either of questions (1) or (2), please provide the other company details below.

Company Address Number of Does this company have a LTI offer
Company Name street. City. State and Zip Cod Empl different FEIN than the company | coverage to this
(Street, City, State and Zip Code) Royces applying for coverage? company?
O YES O NO O YES O NO
O YES O NO O YES O NO
O YES O NO O YES O NO

PO Box 1630, Brookfield, WI 53008-1630 | www.CommonGroundHealthcare.org
CGHC.FO.2100-2023-09
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HEALTHCARE COOPERATIVE

Section Il - Eligibility Information

Is your company enrolling through the Small Business Health Options Program (SHOP)? JYES ONO
If answered “Yes”, please provide a copy of the confirmation of eligibility provided on CMS.gov

SHOP is a program offered through CMS. gov that may qualify a business for the Small Business Health Care Tax Credit or state
premium assistance programs. To qualify for SHOP, the business must reside in Wisconsin, have at least 2 employee enrolling in

- coverage who is not the owner, business partner, or their spouse, have 2 - 50 full-time equivalent employees, and offer SHOP coverage
to all full-time employees. Once eligible for SHOP, to qualify for the Small Business Health Care Tax Credit, the business must have
fewer than 25 full-time equivalent employees, an average employee salary of $56,000 per year or less, contribute at least 50% of the
employee premium, and offer coverage to all full-time employees. To learn more, go to Healthcare.gov/small-businesses/get-coverage/

Participation Requirements

What was the average number of employees by month that the group employed in the preceding calendar year?
Employees include full-time, part-time, seasonal and temporary.

List the count of how many current employees there are in each category. If any are not applicable, please put 0.

Of the number of Full Time Permanent Employees:
Full Time Permanent (30 or more hrs/week)
Enrolling and reside inside of the CGHC service area

Part Time Permanent Enrolling and reside outside of the CGHC Service Area

Seasonalor Temporary _ Waiving due to being enrolled in other creditable coverage
Total Number of Employees: Waiving and not enrolled in other creditable coverage
Employer premium contribution percentage: Employees: Dependents:

Employers are required to contribute a minimum of 50% of the premium for all employees. Contributions to dependent premiums are not required.

Are you requesting domestic partner coverage? [] YES [_] NO (Domestic Partner Eligibility criteria applies)

Section Ill - Requested Plan Information

Do you want to offer benefits by class? Jyes [CINO
If "NO", skip to section 'Waiting Period for New Employees.' If “YES”, please select which classes you would like to offer:

O Hourly [ salaried [JManagement [INon-Management [JUnion [JNon-Union [JExecutives

Class 1
[ other:

Class 2 [ Hourly [ Salaried [ Management [ Non-Management [Junion [CINon-Union [JExecutives
[ Other:

Class 3 O Hourly O salaried DMonogemenT DNonfMonogemen’r [Junion [Non-Union [Jexecutives
[ other:

Class4 | Hourty Olsalaried CImanagement CINon-Management Clunion CINon-Union Clexecutives
[ Other:

Waitin g Period for New Em ployees Cannot exceed 90 calendar days per the Affordable Care Act and may only be changed at renewal.

Do you want new employees currently in their waiting period to be eligible for benefits as of

the date CGHC starts administering this plan? OYES 0O NO 0O N/A
First of the Month Following Immediately Following
Will the waiting period apply to all
classes of employees? O YES O NO O 0 Days O 0 Days
If "NO", skip to section 'Employee Waiting Period O 30 Days OR O 30 Days
by Class' on the next page. If “YES”, please check O 60 Davs
one of the boxes: O 60 Days Yy
O 90 Days

PO Box 1630, Brookfield, WI 53008-1630 | www.CommonGroundHealthcare.org
CGHC.FO.2100-2023-09
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Small Group Employer Application ————

HEALTHCARE COOPERATIVE

Employee Waiting Period by Class

First of the Month Following

Immediately Following

O 0 Days 0 0 Days
Class 1 Waiting Period: O 30 Days OR O 30 Days
O 60 Days
D 60 DayS D 90 DayS
First of the Month Following Immediately Following
O 0 Days [0 0 Days
Class 2 Waiting Period: O 30 Days OR O 30 Days
O 60 Days
[ 60 Days 00 90 Days

If more than 2 classes, list the class and their waiting period below:

Class Name Waiting Period

Employee Termination

Will the termination requirement apply to all classes of employees? O YES O NO

If "NO", skip to section 'Employee Termination by Class." If “YES”, please check one of the boxes below:

Employee termination is effective:

O End of day the employee terminates

O End of the month the employee terminates

Employee Termination by Class

Class 1 termination is effective:

O End of day the employee terminates

O End of the month the employee terminates

Class 2 termination is effective:

O End of day the employee terminates

O End of the month the employee terminates

If more than 2 classes, list class and their termination requirement below:

Class Name

Termination Requirement

Benefit Plan Selection pians may only be changed at renewal.

Groups who meet participation requirements can select Out of Service Area plans to accompany Service Area plans for employees that
reside outside of the CGHC service area. Participation in Out of Service Area plans may not exceed 20% of enrolled employees.

Enrolled Subscribers Required Service Area Plans Out of Service Area Plans
2-4 Subscribers 1 0
5-10 Subscribers 2 1
11-19 Subscribers 2 2
20+ Subscribers 3 3

Benefit Plan Name(s): Please list the full plan name exactly how it appears on the proposal. Example: Gold S800 Deductible/20% - Envision Network

Plan #1:

Plan #2:

Plan #3:

Plan #4:

PO Box 1630, Brookfield, WI 53008-1630 | www.CommonGroundHealthcare.org

CGHC.FO.2100-2023-09
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HEALTHCARE COOPERATIVE

Q NEED HELP WITHTHIS FORM? Contact your insurance agent or a Common Ground Healthcare
Cooperative representative with questions af (262) 247-8050.

Section IV - Medicare Reporting

In accordance with Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007, we are required to
report group size to the Centers of Medicare and Medicaid Services (CMS).

Below is a questionnaire to provide us with the necessary data to report Medicare Secondary Payer information to
CMS.

1. Enter the average number of full, part-time, and seasonal employees employed during the preceding calendar
year (include all locations):

2. Did you have 20 or more full-time and / or part-time employees for each working day in each of 20 or more
calendar weeks in the current or preceding year. When calculating your number of full-time and part-time
employees you must use the total number of employees in your organizational structure including the parent
company, subsidiaries, etc.

Yes O No

3. Medicare Secondary Payer disability provisions have a different rule for reporting group size for disabled
employees. When calculating your number of full-time and part-time employees you must use the total
number of employees in your organizational structure including the parent company, subsidiaries, etc. Did
you employ 100 or more full-time and part-time employees on 50% or more of your regular business days
during the previous calendar year?

O  vYes O No

You must notify us when you have had an increase to a size of 20 or more full-time and part-time employees
for 20 or more weeks during the current calendar year.

PO Box 1630, Brookfield, WI 53008-1630 | www.CommonGroundHealthcare.org
CGHC.FO.2100-2023-09
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HEALTHCARE COOPERATIVE

Section V - Employer Certification

If any application information changes during Common Ground Healthcare Cooperative’s review of this
application, please contact Common Ground Healthcare Cooperative for approval.

All Employers: By signing this form | understand and agree that:

a. All statements and answers | give are complete and true to the best of my knowledge and belief.

b. Common Ground Healthcare Cooperative will rely in part on the information recorded on this application as
the basis for their decision on whether to approve this application and issue coverage.

c. Common Ground Healthcare Cooperative may delay/void this request for coverage due to incomplete,
inaccurate, or untimely information.

d. Coverage is not in effect until the final approval is given by Common Ground Healthcare Cooperative. | should
not cancel my current coverage until | have received such approval, in writing, from Common Ground
Healthcare Cooperative.

e. Anagent, agency, or broker, acting in any capacity, has no authority to:

(i) alter this application to bind Common Ground Healthcare Cooperative by making any
promise and/or representation, or
(i) waive or change terms, conditions and/or provisions of the group insurance policy or

any requirement imposed by Common Ground Healthcare Cooperative.
Employer Representative’s Signature: Date of Signature:

Title of Employer Representative:

Section VI - Agent’s Certification

I, as writing agent, certify that | have actively participated in the solicitation and placement of this insurance. |
understand that | have no authority to alter this application to bind Common Ground Healthcare Cooperative by
making any promise and/or representation, or to waive or change terms, conditions and/or provisions of the
group insurance policy or any requirement imposed by Common Ground Healthcare Cooperative.

Writing Agent’s Signature: Printed Name: Date of Signature:

Writing Agent’s NPN: Agency Name: Agency Tax Identification Number:

PO Box 1630, Brookfield, WI 53008-1630 | www.CommonGroundHealthcare.org

CGHC.FO.2100-2023-09
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HEALTHCARE COOPERATIVE

Information provided on this application is solely for the purpose of administering the Common Ground Healthcare Cooperative (CGHC) plan(s)
offered through your employer.

Hire Date:

Average Hours Worked Per Week:

Coverage Effective Date:

Section | - Enroliment Information

Event Status: [] New Group ] New Hire [] special Enrollment Period:

Name of Employer

Section Il - Employee Information

First Name A Last Name

Home Address

City State ZIP Code County

Phone Email Marital Status
[CIsingle [CJMmarried [ pivorced [[] Widowed ] Domestic Partner|

Employee status, select all that apply:
D Hourly D Salaried D Management D Non-Management D Union D Non-Union D Executives

D Ofther:
SecTion I — waiver or coverage [ ] [ ]

Complete the following for all waiving coverage:

Name (First, M., Last) Relationship to Employee Reason for Waiving Carrier (if other coverage)

D Other Group Coveragel:l Individual Coverage

D Medicare or Medicaid D No Coverage

[T ] Other Group Coverage ] Tndividual Coverage

[[] Medicare or Medicaid []] No Coverage

D Other Group Coveragen Individual Coverage

[[] Medicare or Medicaid [[] No Coverage

U Other Group Coveragen Individual Coverage

D Medicare or Medicaid D No Coverage

U Other Group Coveragen Individual Coverage

D Medicare or Medicaid D No Coverage

D Other Group Coveragen Individual Coverage

D Medicare or Medicaid D No Coverage

% Other Group Coverage % Individual Coverage
Medicare or Medicaid No Coverage
Other Group Coverage Individual Coverage

[[] Medicare or Medicaid [[] No Coverage

| also understand that if | apply for coverage in the future, | and/or my eligible dependents will be considered a Late Enrollee and
must wait for the group’s renewal/anniversary date to enroll provided | and/or my eligible dependents are still eligible for
coverage and are not entitled to a special enrollment period as described in the Notice of Special Enroliment Rights on Page 2.

Waiving Employee Signature: Date of Signature:

PO Box 1630, Brookfield, WI 53008-1630 | www.CommonGroundHealthcare.org

CGHC.FO.2101-2023-09
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Small Group Employee Application

| am applying for coverage for (select all that apply):

O Myself O My dependent child(ren)
O My spouse O Domestic partner (if coverage is offered by your employer)

Please list the full name of the benefit plan you are selecting:
Example: Gold $800 Deductible/20% - Envision Network

Will any enrolling members have other health insurance coverage when this policy becomes effective?

[] Yes E]N(.)

SectionV - AppliCan Information- List ail family members to be covered.

EMPLOYEE:
Social Security Number Are you disabled? (Y/N) | Date of Birth (MM/DD/YYYY) | Relationship Sex (M/F)
EMPLOYEE SELF
DEPENDENTS:
Name (First, MI, Last) Social Security Number Are you disabled? (Y/N) | Date of Birth (MM/DD/YYYY) Relationship Sex (M/F)
Name (First, MI, Last) Social Security Number Are you disabled? (Y/N) | Date of Birth (MM/DD/YYYY) Relationship Sex (M/F)
Name (First, MI, Last) Social Security Number Are you disabled? (Y/N) | Date of Birth (MM/DD/YYYY) Relationship Sex (M/F)
Name (First, MI, Last) Social Security Number Are you disabled? (Y/N) | Date of Birth (MM/DD/YYYY) Relationship Sex (M/F)
Name (First, MI, Last) Social Security Number Are you disabled? (Y/N) | Date of Birth (MM/DD/YYYY) Relationship Sex (M/F)
Name (First, MI, Last) Social Security Number Are you disabled? (Y/N) | Date of Birth (MM/DD/YYYY) Relationship Sex (M/F)

Section VI - Employee's Authorization and Representation

Read this section carefully, sign and date the application.

| hereby apply for coverage on the basis of the statements and answers to the questions herein. | hereby represent all answers to be true to the

best of my knowledge and to accurately represent the health of those persons applying for coverage and waiving coverage. | understand that

these statements, answers, and subsequent information | provide are the basis for my coverage.

| understand that if my application for new or additional coverage is accepted, that applicable coverage will not be effective until after |

am notified of the Effective Date.
I hereby authorize Common Ground Healthcare Cooperative(CGHC) to obtain from providers of services and hospitals, including those
providers with whom CGHC contracts for service, the medical records, including those which relate to mental health and chemical
dependency treatment, relating to me and my family members to the extent that those records are necessary for the administration of the
CGHC contract, including for purposes of claims payment, case management, fraud investigation and quality of care review. A photocopy of
this authorization shall be as valid as the original and remains in effect as long as continually insured by CGHC or until revoked.

| UNDERSTAND THAT PROVIDING FALSE INFORMATION OR OMISSION OF RELEVANT INFORMATION TO COMMON GROUND HEALTHCARE
COOPERATIVE IN THIS APPLICATION MAY RESULT IN THE DENIAL OF CLAIMS OR CANCELLATION OR RESCISSION OF COVERAGE.

Applying Employee Signature:

Date of Signature:

NOTICE OF SPECIAL ENROLLMENT RIGHTS

If you are declining enrollment for yourself and/or your dependents because of other qualified health insurance coverage, you may in
the future be able to enroll yourself and/or your dependents in this plan, provided that you request enrollment within 30 days after
the qualifying event. In addition, if you have a new dependent as a result of marriage or birth you may be able to enroll yourself and/or
your dependents, provided that you request enrollment within the qualifying Special Enrollment Period.

PO Box 1630, Brookfield, WI 53008-1630 | www.CommonGroundHealthcare.org

CGHC.FO.2101-2023-09
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\‘ Member Change Form

m m Submit Completed Form to:

Common Ground Healthcare Cooperative

HEALTHCARE COOPERATIVE PO Box 1630
Brookfield, WI 53008-1630

MEMBER ID # GROUP NUMBER

l. Applicant Information

FIRST NAME M.L LAST NAME COUNTY YOU LIVE IN DATE OF BIRTH
HOME ADDRESS - STREET CITY STATE ZIP CODE

PRIMARY PHONE (include area code) SECONDARY PHONE (include area code) A EMAIL ADDRESS

Il. Reason for Application
A. UPDATE PERSONAL DATA - Choose all that apply.

O Name Change - Indicate former name:
O Address Change - Indicate updated address in Section |.
Q Telephone Number Change - Indicate updated number in Section I.

Q Date of Birth Correction - Change date to (mm/dd/yyyy) for (Name)
Q Social Security Number Correction - Change SSN to for (Name)
B. ADD DEPENDENT(S) - Update Section Il below. Date of Event:
QBirth Q Marriage QO Loss of Coverage (Please attach proof of loss.)
Q Adoption Q Domestic Partner (if provided by employer) Q Other:
C. REMOVE DEPENDENT(S) - Update Section lll below. Date of Event:
ODeath O Dependent no longer eligible QO Grandchild’s parent turns 18
QDivorce Q Domestic Partnership Terminated (if provided by employer) Q Other:

D. CHANGE BENEFIT PLAN DESIGN - Indicate current health plan, choose one and indicate the effective date. Update Section Ill below.
Current Benefit Plan Design:
New Benefit Plan Design: Effective Date:

E. CANCEL COVERAGE
Q Cancel my Current Coverage  Reason:

Effective Date of Cancellation:

lll. Dependent Information - List all dpendents to be added or deleted.

DEPENDENTS (Indicate last name ONLY if different than applicant.):
NAME (FIRST, MI, LAST) SOCIAL SECURITY NUMBER DISABILITY (Y/N) ~DATE OF BIRTH (MM/DD/YYYY) ~ RELATIONSHIP ~ SEX (MIF) TOBACCO USE* (Y/N)

*Not applicable if an employer group.

PO Box 1630 | Brookfield, WI 53008-1630 TOLL-FREE 877.514.2442 FAX 262-754-9690 WEB www.CommonGroundHealthcare.org



IV. Applicant’s Authorization and Representation - Read this section carefully, sign and date the application.

| hereby apply for coverage on the basis of the statements and answers to the questions herein. | hereby represent all answers to be true to the best of my knowledge and to
accurately represent the health of those persons applying for coverage and waiving coverage. | understand that these statements, answers and subsequent information |
provide are the basis for my coverage. | understand that if my application for new or additional coverage is accepted, that applicable coverage will not be
effective until after | am notified of the Effective Date.

| hereby authorize Common Ground Healthcare Cooperative (CGHC) to obtain from providers of services and hospitals, including those providers with whom CGHC
contracts for service, the medical records, including those which relate to mental health and chemical dependency treatment, relating to me and my family members to
the extent that those records are necessary for the administration of the CGHC contract, including for purposes of claims payment, case management, fraud
investigation and quality of care review. A photocopy of this authorization shall be as valid as the original and remains in effect as long as continually insured by CGHC or
until revoked.

| UNDERSTAND THAT PROVIDING FALSE INFORMATION OR OMISSION OF RELEVANT INFORMATION TO COMMON GROUND HEALTHCARE COOPERATIVE
IN THIS APPLICATION MAY RESULT IN THE DENIAL OF CLAIMS OR CANCELLATION OR RESCISSION OF COVERAGE.

SIGNATURE OF MEMBER DATE SIGNED

IMPORTANT - PLEASE READ CAREFULLY

Information provided on this application is solely for the purpose of administering the CGHC plan(s).

To enroll in Common Ground Healthcare Cooperative Plan:

B Complete the application by hand in ink.

B Answer every question, providing complete information about yourself and family members you want to cover. If information is missing or incomplete, your
enrollment may be delayed and/or your coverage may be limited.

To submit your application:
B Please review all information for completeness and accuracy.
B Be sure to sign and date the application.

CGHC.F0.1002-2019



8T0¢-89TT'0O3'DHDD

(TT£:aal/ALL)

‘TYYT YIS LL8'T 9U luouoya|a] "asaded ed ‘@i0sayn(8 spouaisise
21 dWIgJays uoizodsip du ey nfuad ‘dibys 1uny 959N :53ArNY
uejueq|y

(TTL:QQL/ALL) TYYT VIS LL8'T

Jawnu pod uomzpez ‘feamodAzadl Asowod [sulejdzaq

z e1sAzioys zsazow ‘nysjod od zsimow 119zaf :YOYMN
ysijod

(HL£:QQU/ALL) | 2 Rlw

Yh ZPYZ YIS LL8) | 8 hBERhE AlbR IPRISE kil ke
B B dpglwhie 1P 2 PRI (23] hif 2 k 2 kb
1PUIH

(ITL :QQL/ALL) ZOVT YIS LL8T SO (LN TP
LE0ENEOY LELMALVBTIRCENLECONL

'‘eee PRPB?@QQPS [XeTARY UDPWGDW

< "7 uenoey

(TTL:QAL/ALL) TYPT VTS LL8'T EUL & Jh6]LALULL
pewIn BLLLUL bﬁcwr;rmé_@zswgrcsgéw ka e g

teyl

(TTL:QAL/ALL) TYYT¥TS LL8'T Hawwnuiny

‘8un8nya Inz uadunisiaIsualps|iH ayd1jyoeads sojua1Soy
uauy| uayals ‘uaydaids YyasinaQ IS UUSM :ONNLHIOV
uewan

“(TTL:QAL/ALL) TYYT YIS LL8'T s Semewn] “pedeq
Suejem Sueu exim es 3uojny Su oAsiquas eSw Su Jwewns
Buey lieeew ‘S8oje3e] 3u ey eyjesesSeu Suny Y MVYNNVd

SojeSe)

(TT :unelawal) TyyT vIS'LL8'T

a1MHosgg "efogadau MIAUIA a19HLBLLI9Q 19HUALIOT

Wesg OL ‘9XI9€B WOX2IAd eH a1ndogol 198 Nwd3 :JUHVINKMHE
ueissny

(TT£:QQL/ALL) CTYYT YIS LLS T 11BD 4N JBWWNN

11195 4Ny "y2004dydS yasijSua a1p HW 3y JyIp sse ‘DXdLS Jaqqe
91Y250)| SNeIW NP JYIsuuey Ydsz3emyds [yasiag] np uuep
yaangQ eluenjAsuuad

YT YIS LL8'T v ™ o 'O sP (oo
(TT£:0AL/ALL)
9% 300 & 30| oy 2 Do 29300 (e e 2o 0 (5t 22
s1qery

(TTL:QQL/ALL) THYT ¥TS LL8'T QS 10D "ugq 0yd yuep Jyd ugiw
£8u ugBu 011 QY NA YIIP 383 9 IIIA BUIL IOU UBG NN A NHD
osaweulain

(T1L

:dAL/ALL) TPYTHTS 48T Ned nH “foy nes gmep ged Ay fenw
‘sn| Sox3 qed A3y A0D ‘qOOWH sn| siey [0y senl oA :A33D SN
SuowH

(TTL£:0QL/ALL) ThVTvISLL8'T BYELRE ° ¥
WEHELIBAEB oS AhEBEHEGHEN - FH

asauly)

(TTZ:QAL/ALL) TYYT VIS LL8T B

awe|7 “ean3sindul| ejouaisise ap soyniess

SOI2IAIBS UQIdISOdSIp Ns e dudl} ‘louedsa e|qey Is :NQIDNILY
ysiueds

(TT£:QQL/ALL) TYYT VIS LL8'T

9] zajaddy -jusawainiesd sasodoud juos snoa anbiasindul|
aple,p $32IAIBS Sap ‘sieduedy zajied SNOA IS :NOILNILLY
Yyouaug

WY XapUl/3[1}/901330/100/A08 SUY MMM //:d13Y 1e 3|qe|leAe dJe swJoyuleldwo) ((adl) /69 €S 008'T 40 6TOT 89€°008'T e auoyd
Aq 10 1020z 2@ ‘uoiBuiysepn Sulpjing HHH ‘4605 WOOY ‘MS NUBAY 2duapuadapu| 007 ‘S9IIAI9S UBWINH pue YijeaH 40 Juawmedaq 's'n o3 [lew Aq Jo JS[Aqqo]/|e110d/150/A08 sUy |e110d100//:5d1y
1€ 9|qe|ieAe ‘|enod uiejdwo) s1ysiy [1A1D 40 32140 Y3 YSnoayi Aj|ed1uoa3da)a sysSiy [IA1D 404 921440 ‘SIDIAISS UBWINKH pue YijeaH jo Juawiedaq 'S'n 9yl Yum juiejdwod syysu [IAID e 31} OS[e Ued NOA

"T£T9-S00€ES IM ‘PIRIp00Ig

0ST 2uns ‘Aepn s, doysig 07T

810’312y} ESHPUNOIHUOWWOD) @ SIYSIY|IND
0696'%75£°29C

(TTLZ:ALL) ¥897°69C VTV

ua)407 dlIe)

e

ew3

:laquiny xe4

:1laquinp auoyd
:103eulp100) W3 |IND

:8unpejuod Aq jlews 4o xe4 ‘|lew Aq ‘uosuad ul aouenslsd
e 9|1} ued noA ‘Aljuapi Jopuas 4O UONLIUSLIO |BNX3S ‘X3S ‘Alljigesip ‘98e ‘uiSlio |euolleu ‘40j0d ‘9.l JO SISeq 3Y) U0 ABM JSUIOUE Ul PI1BUIWLIDSIP J0 S3DIAISS 953Y1 9pInoJd 01 pajie) sey JHDD 18yl [994 NOA §|

TV T PTG L4818 SN [|ed 3sea|d S9oIAIaS 953Y3 pasu
noA | ‘saden3ue| Jay10 ul UallIM uollewIojul pue sia3a4diaiul paijiienb se yans ‘ysij3uj jou si a8en3ue| Atewiid asoym sjdoad 01 sa21AI9s 98enSue| 9344 apinoad 0s|e I (*039 ‘S1ewIO04 J1UOIIII|D 9]qISSIIIE
‘olpne quiid 98Je|) S1EWIO4 JBYIO Ul UOIIBWIOUI USJHIM ‘sid)aidiaiul 98en8ue| usis paijijenb se yans ‘sn yum AjaA1loae a1ediunwiwiod o3 salljigesip yum ajdoad 03 sadlAIas pue spie 33J) sapirosd JHDD

*Ay1uspl Jopuad 4o uoiIeUBIIO [BNXIS ‘X35 ‘Adjigesip ‘a8e ‘uiSlIo [euolleu ‘40j0d ‘DIBJ JO 9SNeJa(
Ajzuasayip wayl 1eaJy Jo 9)doad apn|axa 10U Op IM 1By} SUBSW SIY]| "SIBUIWIIISIP 10U S0P pue sme| 1YL [IAID [esapa4 djgedljdde yum saidwod (QHDD) aAires2doo) aieayyjesaq punoJs uowwo)

3JIAY3S FONVLSISSY INIT IDVNONVT 40 ALITIGVIIVAV ANV 3J1LON NOILVNINIEISIA-NON


mailto:CivilRights@CommonGroundHealthcare.org
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

	Small Group Employer Eligibility
	New Group Enrollment Requirements
	Startup Companies
	Buyout / Acquisition / Mergers
	Employee Eligibility
	Rehired Employee Eligibility
	Domestic Partnership Eligibility
	Dependent Eligibility
	Employee Enrollment Requirements
	Participation Requirements
	Prior Deductible Credit / Annual Out-of-Pocket Maximum

	Small Group Plan Options
	Envision Network Plans
	Rise Network Plans: (To be able to offer the Rise network, employers must be domiciled in rating areas 1, 9, or 12)
	EPO Plus Plans

	Status Changes / Special Enrollment Periods (SEPs)
	Adding an Employee and/or Dependent

	CGHC-Small-Group-Employer-Application_11.2023UWGUIDE.pdf
	REMINDERS
	SEND HERE
	Small Group Employer Application
	Employee Applications
	Disclosure of Rating and Renewability Form
	Copy of most recent Quarterly Wage & Tax Report
	Affidavit of Domestic Partnership Form
	Business and Ownership Documents (if applicable):


	Member-Change-Form_FINAL100719.pdf
	Member-Change-Form_FINAL_020816
	NonDiscrimination Notice and Taglines


	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Legal Name of Business: 
	Doing Business As DBA: 
	Other Legal Form of Bus: 
	Business Addressstreet address must be in the CGHC Service Area: 
	City: 
	ZIP Code: 
	County: 
	If billing address is different from the address listed above please indicate it here: 
	City_2: 
	State_2: 
	ZIP Code_2: 
	County_2: 
	Phone number: 
	Email address: 
	Company NameRow1: 
	Company Address Street City State and Zip CodeRow1: 
	Number of EmployeesRow1: 
	Company NameRow2: 
	Company Address Street City State and Zip CodeRow2: 
	Number of EmployeesRow2: 
	Company NameRow3: 
	Company Address Street City State and Zip CodeRow3: 
	Number of EmployeesRow3: 
	Requested Effective Date_af_date: 
	Date Bus Est_af_date: 
	BusinessType: Off
	Owner: Off
	Group12: Off
	undefined_2: Off
	undefined_4: Off
	undefined_6: Off
	undefined_3: Off
	undefined_5: Off
	undefined_7: Off
	FEIN: 
	Admin Name: 
	Admin PN: 
	Admin Title: 
	Admin Email: 
	Billing Name: 
	Billing Phone: 
	Billing Title: 
	Billing Email: 
	Owner 1 Name: 
	Owner 1 Percentage: 
	Owner 2 Name: 
	Owner 2 Percentage: 
	Owner 3 Name: 
	Owner 3 Percentage: 
	Owner 4 Name: 
	Owner 4 Percentage: 
	Same Address: Off
	Group: Off
	Single: 
	Family: 
	SHOP: Off
	DomPart: Off
	NoClasses: Off
	Waiting: Off
	CLasses: Off
	Group16: Off
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	FT Employees: 
	PT Employees: 
	Seasonal or Temp: 
	Total Employees: 
	In Service Area: 
	OOA: 
	Waiving with Credible Cov: 
	Waiving With No Credible Cov: 
	New Employee Waiting Period: Off
	Text5: 
	class2group: Off
	class3group: Off
	class4group: Off
	Class NameRow1: 
	Waiting PeriodRow1: 
	Class NameRow2: 
	Waiting PeriodRow2: 
	Class NameRow1_2: 
	Termination RequirementRow1: 
	Class NameRow2_2: 
	Termination RequirementRow2: 
	Plan 1: 
	Plan 2: 
	Plan 3: 
	Plan 4: 
	NoClasses5: Off
	Term3: Off
	Term2: Off
	Term1: Off
	Does the termination requirement apply to all classes of employees: Off
	NoClasses3: Off
	Enter the average number of full parttime and seasonal employees employed during the preceding calendar: 
	Sec111: Off
	Sec1112: Off
	Title of Employer Representative: 
	Printed Name: 
	Writing Agents NPN: 
	Agency Name: 
	Tax Identification Number: 
	Date14_af_date: 
	Date15_af_date: 


