2N Group Membership Change Form
We“mark® (For all non-ACA group markgts)

Please submit changes as they occur.

Wellmark Blue Cross and Blue Shield of lowa and
Wellmark Health Plan of lowa, Inc. are independent
licensees of the Blue Cross and Blue Shield Association. complete one form perem ployee'

Failure to submit all pages and fill out this change
form completely and legibly may resultin a delay in

Complete the following information requested changes.

Radiology Consultants of lowa []Large Group Membership

Wellmark Blue Cross and Blue Shield of lowa
PO Box 9232 - Mail Station 3W294

Des Moines, 1A 50306-9232

Group Name

Group Contact Fax: (515) 376-9047

Group # 52568 [ ]Mid-Size and Small Group Membership
Group Number Wellmark Blue Cross and Blue Shield of lowa
( ) 319-832-1735 PO Box 9232 - Mail Station 3wW297
Group Phone Number Des MOineS, IA50306-9232

Fax: (515) 376-9042
Email: updatesgroupmembership@wellmark.com

Employee Name (First, Last) Wellmark ID#

A. ADDRESS CHANGE

Old Address, including apartment number New Address, including apartment number
City, State, ZIP City, State, ZIP

Phone Numbers Phone Numbers Phone Numbers
Home: ( ) Work: ( ) Mobile: ( )

Email Address (optional)

B. NAME CHANGE

Name currently appearing on membership records Name to appear on updated membership records

CANCELS: The date of event is the actual date the marriage, termination, divorce or other event occurred. The cancel date will be the end
of the month in which the event occurs. If a dependent is being removed without an event, the cancel date will be the end of the month
following signature of this form.

C1. CANCELS: EMPLOYEE AND ENTIRE CONTRACT

Cancel Code

(see below) Date of Event Cancel Date Type of Coverage Canceled

[ ]Health [ ]Dental

C2. CANCELS: DEPENDENT AND/OR SPOUSE ONLY

Dependent Cancel Type of Coverage
or Spouse Dependent or Spouse Name Code Date of Event Cancel Date Canoeled
(see below)

[1D/[]s [JHealth []Dental
1D/[]s [JHealth []Dental
[1b/[]s [JHealth []Dental
Cancel Reason Code List
01 Dependent Reaching Maximum Age 04 Divorce/Dissolution of Marriage 07 Death

02 Dependent Over Maximum Age No Longer a Student 05 Termination of Employment 08 Other (please specify)
03 Full-time Student Dependent Over Maximum Age Marries 06 Active Military Duty
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D1. ADD DEPENDENT CHILD OR SPOUSE TO EXISTING COVERAGE

If you need to list more than three dependents, please write all necessary information on a separate sheet of paper and attach
to this change form. Your employer determines eligibility for coverage. Please confirm with your employer that the dependent
types listed below are eligible. Notification must be sent within 60 days of the event. Additionally, you must enroll within 60 days
of being notified that you are no longer eligible for coverage under Medicaid or CHIP or become eligible for Medicaid or CHIP
premium assistance.

D2. EVENT TYPE
Special Enrolilment Event Reason:

[]Birth []Foster child placement

[_]Marriage/common law []Involuntary loss of creditable coverage

[]Divorce [_]Permanent move to lowa

[_]Adoption or placement for adoption []Returning from military service

[]Court-ordered coverage []Legal guardianship

[_]Other:

List date of special enroliment event / / (mm/dd/yyyy) (or last day of coverage)

Name (First, Ml, Last) Date of Birth| Social Security Number/ Gender FT Disabled?
(mm/dd/yyyy) | Tax Identification Number! Student?

[ ]Spouse a. SSN/TIN [ IMale N/A N/A
b.[]Does not have an SSN/TIN [ ]Female

[]Child a. SSN/TIN [ IMale |[]Yes [ ]Yes
b.[]Does not have an SSN/TIN []Female |[JNo [JNo

Child a. SSN/TIN Male Yes Yes

L] b.[]Does not have an SSN/TIN E Female E No E No

[]Child a. SSN/TIN [ IMale |[]Yes []Yes
b.[]Does not have an SSN/TIN [ JFemale |[]No [ JNo

The IRS requires Wellmark to collect SSNs/TINs for federal reporting purposes. Wellmark will follow up with you to collect this information if
you do not check/complete a. or b. for each person listed. Failure to provide the SSN/TIN information may result in a monetary penalty, per

violation, assessed to you by the IRS.
2 Please review your coverage manual for dependent eligibility or contact your Wellmark representative.

E. COVERAGE SELECTED
Mark each box for products you are selecting and indicate the plan name.
[ ]Health?

%If you’re enrolling in an HMO/WHPI plan a Primary Care Provider (PCP) must be elected for each family member. Please vist www.myWellmark.com to
select your PCP.

[_]Employee []Employee + Spouse
[]Employee + Child(ren) []Employee + Spouse + Child(ren)
[ ]Dental

[_]Employee [_]Employee + Spouse
[_]Employee + Child(ren) [_]Employee + Spouse + Child(ren)

F. MEDICARE COVERAGE

Are you and/or anyone listed in the Dependent Information section Social Security disabled? [ ]Yes [ |No
If yes, name

Are you and/or anyone listed in the Dependent Information section enrolled in Medicare? (Absence of a response will be
considered as a response of “No”) [ [Yes [ |No

If yes, complete as appropriate:

Name* Medicare ID Effective Dates
PartA PartB PartD
/ / / / / /
/ / / / / /

4If you need to list more than two members, please write all necessary information on a separate piece of paper and attach to this application.

N-531432/25 AN-T Page 2



G. OTHER CARRIER INFORMATION (Complete only if adding spouse and/or dependent(s))

[ JYes [ JNo Willyou, your spouse or your dependent(s) keep other coverage in addition to this coverage?
If yes, please complete the following:

Policyholder Name (First and Last):
Please list those covered by the other health plan(s):
Policy Number: Effective Date: / /
Insurance Company/HMO Name:

List name of person who has primary responsibility for the dependent(s):

[ ]Yes [ INo Isthere acourtorder that requires one parent to provide health insurance coverage for any dependent?

H. AUTHORIZATION AND CERTIFICATION

| certify that | am legally authorized to submit this Group Membership Change Form (“Form”) for the purpose of requesting the
membership changes described herein. | understand that the changes requested in this Form will not start until this Form is
received and accepted by Wellmark.

In order for Wellmark to report your coverage status to the federal government, you must provide to us your Social Security
number or tax identification number and the Social Security numbers or tax identification numbers of all members covered
under your coverage. The IRS requires that Wellmark report this information using the Social Security number or tax
identification number of the plan member and each dependent. If Wellmark does not have Social security or tax identification
numbers, we will be unable to report and send the information needed to complete federal tax returns. If you have not
previously provided your Social Security number or tax identification number to Wellmark for all members covered under your
coverage, you should contact us by calling the Customer Service number on the back of your ID card. If you do not provide
the Social Security number or taxpayer identification numbers to Wellmark for this purpose, you will be subject to a monetary
penalty per violation imposed by the Internal Revenue Service.

Consent to Contact Me Via Residential Telephone, Cellular Phone, Text and Email Messages
[]By checking this box and entering my signature on this application, | hereby provide my consent to Wellmark to contact me

about my Wellmark policy or products and services that may be available to me. Wellmark may provide this information to
me using residential telephone, cellular telephone or wireless device, text message or email contact information provided
to Wellmark from time to time. If | provide a telephone number for voice calls, | understand that Wellmark may contact me via
live or prerecorded calls. | give Wellmark permission to use my personal data (including personally identifiable information)
in accordance with Wellmark’s privacy policy to determine the types of products and services that may be offered to me. |
understand the telephone company or other communications carrier may impose charges for these contacts and that | am
not required to give this consent to purchase any goods or services. | understand | may revoke this consent at any time by
contacting Wellmark Customer Service.

| further certify that, after this Form was completed, | carefully and fully read it and the statements and answers set forth are
full, true, and correct to the best of my knowledge and belief, and that no information required to be given, either expressly
or by implication, has been knowingly withheld. | understand that Wellmark will rely on the completeness and truthfulness
given in the statements in this Form and that if | have made any false statements or misrepresentations in the Form or have
failed to disclose or have concealed any material fact, Wellmark will be entitled to declare coverage provided pursuant to this
Form void and to refuse allowance on benefits to any person receiving coverage pursuant to this Form. Any person who
intentionally defrauds or knowingly facilitates fraud against an insurer by submitting information that contains a
false, incomplete or deceptive statement may be guilty of insurance fraud.

I have read and understand the Authorization and Certification language on this form.

Member/Authorized Group/Authorized Broker Signature Date
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Wellmark.

Wellmark Blue Cross and Blue Shield of lowa, Wellmark
Health Plan of lowa, Inc. and Wellmark Blue Cross and
Blue Shield of South Dakota are independent licensees
of the Blue Cross and Blue Shield Association.

Wellmark Language Assistance

Discrimination is against the law

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

Wellmark

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

- Qualified sign language interpreters

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

- Qualified interpreters

- Information written in other languages
- Written information in other formats (large print, audio,
accessible electronic formats, other formats).

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, call 800-524-9242.

If you believe that Wellmark has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with: Wellmark Civil Rights Coordinator, 1331 Grand Avenue, Station 3E417, Des Moines, IA
50309-2901, 515-376-6500, TTY 888-781-4262, Fax 515-376-9055, Email CRC@Wellmark.com. You can file a grievance in person or

by mail, fax, or email. If you need help filing a grievance, the Wellmark 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 for Civil Rights Complaint Portal,

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

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/lindex.html.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o al (TTY: 888-781-4262).

AE: NREHEEE, RINTEBRACEMEBESHEIRS. BKRIT
800-524-9242 = (WREE4: 888-781-4262).,

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hé tro ngon ngr mién phi cé
sé&n cho quy vi. Xin hay lién hé 800-524-9242 hodc (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostecena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfiigung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
A Jaal laall (dy salll S Lusall cilond @l i3 il s el Al Chons i€ 13) 14
AYTIVEDNAVAAAA - aill caitgll Aaad) 5 YEYA_EYo_ 00

5900089308, wI99290 H989IVD: WoNcSIBHFNIOIVZOLTHDGIVWITILS IV
Sovdcanss § 800-524-9242 Godi. (TTY: 888-781-4262.)

FOo|: 3t=20{ B ME5tAlE B2, & 2101 X[ MHIAE 0|85H4Al
4 QI&LICH 800-524-92425H = (TTY: 888-781-4262) O 2 o425
FAAI2.

AT TG © Y SATThT ATOT et 8, a7 e forw Are |agraar Fard, #:9ew
T FI 800-524-9242 T FF F¢ AT (TTY: 888-781-4262)1

ATTENTION: Si vous parlez frangais, des services d’assistance
dans votre langue sont a votre disposition gratuitement. Appelez le
800 524 9242 (ou la ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

M-2318376 10/24 A

Tsamsnu: vinAaiya e 15fivinsnamdonunimdmsuauiag lifn
Alaa1e finna 800-524-9242 wiia (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

olg:09503l-s6lonBronBogh.offodieroncéionieronns.cnmmbaoBopicd.a b cnsBicdladiofsag
000-9 J5-¢ J5 J0o2el (T T Y:000-900-g B Jor0pi.

BHUMAHWE! Ecnu BaLl poAHON A3bIK PYyCCKMWIA, BaM MOTyT ObITb
npepocrtaBneHbl 6ecnnaTHble nepesogyeckue ycnyru. Obpawjaiitecb
800-524-9242 (tenetann: 888-781-4262).

AT (S TUTE TITEAT FTorgess 9, TATSHT ATRT {7 T AT TErIar
ITEE I M5+, | 800-524-9242 =T (TTY: 888-781-4262) T TFIFH
TR |

O9ANN.S: hO9CT R92974. NPT L1k A7H 7470 Nh&S 19 875 v
(1 800-524-9242 Q9P (NTTY: 888-781-4262) .c0-A- 817, 1::

HEETINA To a wolwa Fulfulde laabi wallinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin
(TTY: 888-781-4262) quunnamaa.

YBATA! AkLlo B1 po3MOBRAETE YKpaiHCbKOIO MOBOIO, A A BAC AOCTYMHI
6e3KOLUTOBHI NOCNyrn MOBHOT NiATPUMKN. 3aTenedoHyiiTe 3a HOMEPOM
800-524-9242 abo (TeneTaiin: 888-781-4262).

Ge’: Diné k'ehji yanitti‘go nika bizaad bee aka’ adoowot, t'aa jiik'e,
naholg. Kojj’ hélne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)





