\‘ 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.
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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 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.
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NOTICE OF NON-DISCRIMINATION AND AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES

Common Ground Healthcare Cooperative (CGHC) complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin (including limited English proficiency and primary language), age,
disability, or sex (including pregnancy, sexual orientation, gender identity, and sex characteristics). This means that
CGHC does not exclude people or treat them differently because of race, color, national origin (including limited English
proficiency and primary language), age, disability, sex (including pregnancy, sexual orientation, gender identity, and sex

characteristics).

CGHC provides free aids and services to people with disabilities so they may communicate effectively with us such as:
e (Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic formats, and other formats)

CGHC provides free language services to people whose primary language is not English, such as:

e Qualified interpreters

e Information written in other languages
If you need these services, please contact the CGHC Civil Rights Coordinator.

If you believe that CGHC has failed to provide these services or discriminated in another way on the basis of race, color,
national origin (including limited English proficiency and primary language), age, disability, sex (including pregnancy,
sexual orientation, gender identity, or sex characteristics). You can file a grievance with our Civil Rights Coordinator. You
can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights Coordinator is

available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office of Civil Rights Complaint Portal, available at

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone.

CGHC Civil Rights Coordinator

Fax Number: 262.754.9690

Phone Number: 414.269.4684 (TTY: 711)

Email: CivilRights@CommonGroundHealthcare.org

Mail: PO Box 1630
Brookfield, W1 53008-1630

U.S. Department of Health and Human Services
Phone: 1.800.368.1019 (TDD: 1.800.537.7697)
Mail: 200 Independence Avenue SW,

Room 509F, HHH Building

Washington, DC 20201
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

French

IATTENTION: Si vous parlez francais, des services d'aide JATENCION: si habla espafiol, tiene a su disposicidn servicios

linguistique vous sont proposes gratuitement. Appelez
le 1.877.514.2442 (TTY/TDD: 711)

[Spanish

igratuitos de asistencia linglistica. Llame
al 1.877.514.2442 (TTY/TDD: 711)

Chinese
IR MREGERAERTX, ERLRBESRES
12BIRRTS, F5EE 1.877.514.2442 (TTY/TDD: 711)

Hmong

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab
txog lus, muaj kev pab dawb rau koj. Hu rau
1.877.514.2442 (TTY/TDD: 711)

\Vietnamese

CHU Y: Néu ban ndi Tiéng Viét, c6 cac dich vu hd tro ngén
nglt mié&n phi danh cho ban. Goi s6 1.877.514.2442
(TTY/TDD: 711)

IArabic
pla gl 1) el ciiadf 138 Mlede Gl 2l Slale s Slle 63
(TTY/TDD: 711)
gl JS OBlaals, lal o 36 1.877.514.2442

Pennsylvania Dutch

Wann du [Deitsch] schwetzscht, kannscht du mitaus
Koschte ebber gricke, ass dihr helft mit die englisch
Schprooch. Ruf selli Nummer uff: Call 1.877.514.2442
(TTY/TDD: 711)

Russian

BHUMAHWE: Echu Bbl roBOpUTE Ha PyCCKOM A3blKe, TO BaM
\BocTynHbl 6ecnnaTHble ycnyrm nepesosa. 38o0HUTe
1.877.514.2442 (tenetaiin: 711)

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
lgumamit ng mga serbisyo ng tulong sa wika nang
alang bayad. Tumawag sa 1.877.514.2442
(TTY/TDD: 711).

German

IACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur
\Verfligung. Rufnummer: 1.877.514.2442 (TTY/TDD:
711).

Thai
2 o’ aawamun Inoassananian® smand owea®
i lawe 5 1015 1.877.514.2442 (TTv/TDD: 711).

Laotian

tUogI0: 98 29U VT H MWIFI 70,
MDOINMWg 08T Y 0 IWWI,

Roeducs ‘251 ",

ccy) Do vy v . s 1.877.514.2442 (TTY/TDD:
711)

Hindi

M G : T ¢ U @83 Slad § o 3AUdH
fCo@U g dF YW Tehal 9ard Iuaey § |
1.877.514.2442. W BIA B | (TTY/TDD:711)

Polish

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z
bezptatnej pomocy jezykowej. Zadzwon pod numer
1.877.514.2442 (TTY/TDD: 711).

/Albanian

KUJDES: Nése flitni shqip, pér ju ka né dispozicion
shérbime té asistencés gjuhésore, pa pagesé. Telefononi
né 1.877.514.2442. (TTY/TDD: 711)

CGHC.EO.2034b-2024-01

PO Box 1630, Brookfield, W1 53008-1630 | P: 1.877.514.2442 (TTY 711) | F: 262.754.9690 | www.CommonGroundHealthcare.org



	Member-Change-Form_FINAL_020816
	NonDiscrimination Notice and Taglines

	MEMBER ID: 
	GROUP NUMBER: 
	COUNTY YOU LIVE IN: 
	PRIMARY PHONE include area code: 
	SECONDARY PHONE include area code: 
	EMAIL ADDRESS: 
	Name Change  Indicate former name: 
	for Name: 
	for Name_2: 
	Reason: 
	Date of Birth_af_date: 
	Home Address: 
	Update Personal Data - Name Change: Off
	Update Personal Data - Address Change: Off
	Update Personal Data - Phone Number Change: Off
	Update Personal Data - DOB Change: Off
	Update Personal Data - SSN Change: Off
	Date of Birth Correction_af_date: 
	Change SSN to: 
	Date of Event (1)_af_date: 
	Add Dependents: Off
	Add Dependents: Other: 
	Date of Event (2)_af_date: 
	Remove Dependents: Off
	Remove Dependents: Other: 
	Current Benefit Plan Design: 
	New Benefit Plan Design: 
	Change Benefit Plan Design Effective Date_af_date: 
	Cancel Coverage: Off
	Effective Date of Cancellation_af_date: 
	Name (1): 
	Name (2): 
	Name (3): 
	Name (4): 
	Name (5): 
	Name (6): 
	Name (7): 
	Social Security Number (1): 
	Social Security Number (2): 
	Social Security Number (3): 
	Social Security Number (4): 
	Social Security Number (5): 
	Social Security Number (6): 
	Social Security Number (7): 
	Disability Yes or No (1): 
	Disability Yes or No (2): 
	Disability Yes or No (3): 
	Disability Yes or No (4): 
	Disability Yes or No (5): 
	Disability Yes or No (6): 
	Disability Yes or No (7): 
	Date of Birth (1)_af_date: 
	Date of Birth (2)_af_date: 
	Date of Birth (3)_af_date: 
	Date of Birth (4)_af_date: 
	Date of Birth (5)_af_date: 
	Date of Birth (6)_af_date: 
	Date of Birth (7)_af_date: 
	Relationship (1): 
	Relationship (2): 
	Relationship (3): 
	Relationship (4): 
	Relationship (5): 
	Relationship (6): 
	Relationship (7): 
	Sex (1): 
	Sex (2): 
	Sex (3): 
	Sex (4): 
	Sex (5): 
	Sex (6): 
	Sex (7): 
	Tobacco Use (1): 
	Tobacco Use (2): 
	Tobacco Use (3): 
	Tobacco Use (4): 
	Tobacco Use (5): 
	Tobacco Use (6): 
	Tobacco Use (7): 
	Date Signed_af_date: 
	FIRST NAME: 
	Middle Inital: 
	LAST NAME: 
	CITY: 
	State: 
	Zip Code: 


