- Change/Termination Form
for Individual and Famil
Adve nt Hea Ith PcI)erasr; plrlYllt ulsji?g ilr;ck inekl.n:nliti);l(;ﬁ?(::rzgt;[:ns. All questions must be answered.

If you enrolled through the Federal Marketplace Changes or Terminations must be
Advantdge Plans made through the Federal Marketplace (Healthcare.gov or 1.800.318.2596).
Underwritten by Health First Commercial Plans

Section 1. Type of Transaction (Check all that apply) \

Change name/address/phone Terminate coverage

Add dependent(s)—Adding a dependent outside of Open __For contract holder and all covered dependents
Enrollment Period requires a Special Enroliment Period (SEP) ___ Only for those dependents listed in Section 3
event. Please check one: ____Contract holder only (spouse/dependents remain)
___Loss of other coverage ___Marriage Reason: _
__Denial of Medicaid or CHIP ___Newborn __Voluntary cancellation

Other (Reason: )

—the ___Moved from service area ___Deceased

Date of SEP event:

___ Other qualifying
Effective date of coverage:

event:

Date for coverage to end (must be the last day of the month):

* The requested termination date can be a future date, but it
cannot be earlier than the date we receive this completed

form.

Section 2. Primary Contract Holder Information

Contract Holder SSN Member ID: First Name: M.I. Last Name:

Home Address: Apt. # City: State: Zip:

Mailing Address (if different than above): Apt. #: City: State: Zip:

Phone #: Cell Phone #: Email Address:

Date of Birth (mm/dd/yyyy): Sex: Plan Name: Language:
Male  Femald

Section 3. Add / Change / Termination Information

(Must attach copy of supporting documentation for qualifying event and/or if dependent has a different last name than the contract holder.)

(ki Ccnange, | st ame
Change Type Sex Tobacco
Change Type Sex Tobacco
Change Type Sex Tobacco
Change Type Sex Tobacco
Change Type Sex Tobacco
Does any dependent adding coverage have a permanent residence different than the Primary Contract Holder? __ No __ Yes

If yes, provide name(s) and address(es):

*Mark “Yes” for dependents age 18 or older adding coverage who have used any tobacco product 4 times or more/week within the last 6 months.

Section 4. Authorization

Print primary contract holder name Date Signature
Print spouse name (required if assuming Date Signature
responsibility for contract and remaining covered dependents)

Print dependent name Date Signature
Print dependent name Date Signature

2020 AHAP Change_Termination Form (1_2020) AdventHealth Advantage Plans is underwritten by Health First Commercial Plans, Inc. Health First Commercial Plans
does not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation, or health status in the administration of the plan,
including enrollment and benefit determinations. AdventHealth Advantage Plans agrees never to sell your information. By submitting your email address you expressly agree
to receive promotional information from AdventHealth Advantage Plans subcontractors and their affiliates regarding information, events, promotions, specials and patient
satisfaction surveys. You also understand that you have the right to “opt out” at any time through request in a reply to the email.



Print broker/ NPN Date Signature
agent name

You must supply authorized supporting documentation to prove eligibility for your Special Election Period.
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AdventHealth

Advantage Plans

Underwritten by Health First Commercial Plans

Nondiscrimination Notice

AdventHealth Advantage Plans complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. AdventHealth Advantage Plans does not exclude
people or treat them differently because of race, color, national origin, age, disability, or sex.

AdventHealth Advantage Plans:

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

» Qualified sign language interpreters
»  Written information in other formats (large print, accessible electronic formats)

» Provides free language services to people whose primary language is not English, such as:

= Qualified interpreters
» |nformation written in other languages

If you need these services, please contact our Civil Rights Coordinator.

If you believe that AdventHealth Advantage Plans 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:
Civil Rights Coordinator, 6450 US Highway 1, Rockledge, FL 32955, 321-434-4521, 1-800-955-8771 (TTY),
Fax: 321-434-4362, civilrightscoordinator@hf.org. 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 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, DC 20201, 1-800-368-
1019, 800-537-7697 (TDD).

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

AdventHealth Advantage Plans is underwritten by Health First Commercial Plans, Inc. Health First Commercial
Plans does not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation, or health status in the administration of the plan, including enrollment and benefit
determinations.
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Advent Health

Advantage Plans

Underwritten by Health First Commercial Plans

English:

This Notice has Important Information. This notice has important information about your application or
coverage through AdventHealth Advantage Plans. Look for key dates in this notice. You may need to take
action by certain deadlines to keep your health coverage or help with costs. You have the right to get this
information and help in your language at no cost. Call 844-522-5279.

Spanish:

Este Aviso contiene informacidon importante. Este aviso contiene informacién importante acerca de la solicitud
o cobertura que usted tiene con AdventHealth Advantage Plans. Preste atencion a las fechas clave que
contiene este aviso. Es posible que deba tomar alguna medida antes de determinadas fechas para mantener su
cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda en su idioma
sin costo alguno. Llame al 844-522-5279.

Haitian Creole:

Avi sila a gen Enfomasyon Enpotan ladann. Avi sila a gen enfomasyon enpotan konsenan aplikasyon w lan oswa
konsénan kouveéti asirans lan atrave AdventHealth Advantage Plans. Chéche dat ki enpotan nan avi sila a. Ou ka
gen pou pran keék aksyon avan séten dat limit pou ka kenbe kouveéti asirans sante w la oswa pou yo ka ede w
avek depans yo. Se dwa w pou resevwa enfoOmasyon sa a ak asistans nan lang ou pale a, san ou pa gen pou
peye pou sa. Rele nan 844-522-5279.

Vietnamese:

Théng bdo nay cung cdp thdng tin quan trong. Théng bdo nay cd théng tin quan trong vé don dang ky hoac
hop d6ng bdo hiém qua chuong trinh AdventHealth Advantage Plans clia Quy vi. Xin xem cac ngay quan trong
trong thdng bao nay. Quy vi cé thé phai thyc hién theo thong bdo dung trong thoi han dé duy tri bao hiém sirc
khde hodc dugc tro trip thém vé chi phi. Quy vi cé quyén dugc biét thong tin nay va dugc tro gilp bang ngodn
nglt ctla minh mién phi. Xin goi s6 844-522-5279.

Portuguese:

Este aviso contém informacOes importantes. Este aviso contém informagGes importantes a respeito da sua
solicitacdo ou cobertura por meio dos AdventHealth Advantage Plans. Consulte datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias dentro de determinados prazos para manter a sua
cobertura de plano de salde ou ajuda com custos. Vocé tem o direito de obter estas informacdes e ajuda no
seu idioma e sem custos. Ligue para 844-522-5279.

Chinese:

ABEHNBEEENER. KEMNESERESEIA AdventHealth Advantage Plans 123X RO S5 Bk (R IRAY
EEEH, FEEREMAMNEZAE, Gt TEAELBHZAERRTE, URBENRBERIZR
ERwM, BERLUECHBERENSAEARER., BIRES 844-522-52790

French:

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la
couverture par l'intermédiaire AdventHealth Advantage Plans. Rechercher les dates clés dans le présent avis.
Vous devrez peut-étre prendre des mesures par certains délais pour maintenir votre couverture de santé ou
d'aide avec les co(ts. Vous avez le droit d'obtenir cette information et de I'aide dans votre langue a aucun
colt. Appelez 844-522-5279.
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Tagalog:

Ang Paunawa na ito ay naglalaman ng Mahalagang Impormasyon. Ang paunawa na ito ay naglalaman ng
mahalagang impormasyon tungkol sa iyong aplikasyon o pagkakasaklaw sa AdventHealth Advantage Plans.
Tingnan ang mga mahalagang petsa dito sa paunawa. Maaring mangailangan kang magsagawa ng hakbang sa
ilang mga itinakdang panahon upang mapanatili ang iyong pagkakasaklaw sa kalusugan o makatulong sa mga
gastusin. May karapatan kang makuha ang impormasyon at tulong na ito sa iyong wika nang libre. Tumawag sa
844-522-5279.

Russian:

HacTosuiee yBegomneHne coaepXuT BaskHyo nHGopmaLmio. ITO yBeAOMIEHNE COAEPHKUT BaXKHYIO
MHbOPMaLMIO O Ballem 3aaBAEHUN UM CTPAXOBOM NOKPbITUM Yepe3 AdventHealth Advantage Plans.
MocmMoTpUTe Ha KAtoYeBble AaTbl B HAaCTOALLLEM YBeAOMAEHUU. Bam, BO3MOXKHO, NOTpebyeTca NPUHATL Mepbl K
onpeaeneHHbIM NpeaebHbIM CPOKaM AN1A COXPaHEHWUA CTPAaXOBOro NOKPLITMA UAM NOMOLLU C pacxodamu. Bbi
MMmeeTe NpaBo Ha becnnaTtHoe NosydyeHue 3Toi MHGOPMaLIMK 1 MOMOLLb Ha BallleM A3blKe. 3BOHUTE Mo
TenedpoHy 844-522-5279.

Arabic:
) Anaall lilaas e Llaall Aima & ) 58 (8 ol ja) JATY #Ua3 8 jladV) 13a (8 Aalg) &)l oo &al Advantage Plans
ol Al 5l 50 e clindy Baclual) s e slae Sle Jgeandl & Gall @l CallSill ads 8 sacliall 5f doaall dubasil) ads L saclosall
.844-522-5279 & ,)lu

Italian:

Questo avviso contiene informazioni importanti. Questo avviso contiene informazioni importanti sulla sua
domanda o copertura attraverso AdventHealth Advantage Plans. Cerchi le date chiave in questo avviso.
Potrebbe essere necessario un suo intervento entro una scadenza determinata per consentirle di mantenere la
sua copertura o sovvenzione. Ha il diritto di ottenere queste informazioni e assistenza nella sua lingua
gratuitamente. Chiami il numero 844-522-5279.

German:

Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthalt wichtige
Informationen beziiglich Ihres Antrags auf Krankenversicherungsschutz durch AdventHealth Advantage Plans.
Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kdnnten bis zu bestimmten Stichtagen
handeln missen, um Ihren Krankenversicherungsschutz oder Anspruch auf Hilfe mit den Kosten zu behalten.
Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter 844-
522-5279.

Korean:
= SAM0l= 523 E7L 50 JSLICE F O] XM= Hotel 410 &stof ag|n
Ao

AdventHealth Advantage PlansE Eot 220 2tot MEE Eotst 0 JUSLICHL 2 SX[MOAM
SAMO| = ERE2 2AQSHUAIR. ot A BT 2 A FXISHALE HIE2 BLUSH7| fI6iA
™S O LMK X[ E FljoF & = JAELICE #StE ol2{st YELQ =22 75t U2 H|&
HCHOl0] g 2 Qle HE|7F QLT 844-522-52798 FMBFSHAIAIQ

Polish:

Niniejsze ogtoszenie zawiera wazne informacje. Niniejsze ogtoszenie zawiera wazne informacje dotyczace
Panstwa wniosku lub zakresu Swiadczen realizowanych poprzez AdventHealth Advantage Plans. Moze zaistnied
potrzeba podjecia przez Paristwa pewnych dziatan w okreslonym terminie w celu zachowania ubezpieczenia
zdrowotnego lub otrzymania pomocy zwigzanej z kosztami. Macie Panstwo prawo do bezptatnego uzyskania
informacji i pomocy w jezyku ojczystym. Prosimy zadzwoni¢ pod numer 844-522-5279.

AHAP Individual HMO_POS Notice Tagline Document (1_2020)



Guijarati:

Al Jﬁuouul olloll ML B. L YUl sARSL SRV 32 Asclie sl 3] R Al
saR% (AQe{l Aottell MU B. 2 YuotHioll v AT A HIRL AR seRsa ]l el
wecll WA 23 Hee Aoaal HIR AlssA AHAHATel YLl dAmiR stalaugl sctoll 232 usl 2k 8. dual
UL WA wal Hee ARl ettt (Qotl Y@ Anclelloll AUESIR B. 844-522-5279 UR SIA 53,

Thai: } . .

dsznmanidayad Aty szniatiideyandrdnyineiunisasinsisareuiaanistsyiuganinaednniiiu AdventHealth
Advantage Plans ‘Eﬂm@ﬁmummizﬁwﬁfy’luﬂa‘zmmﬁ”
Arieaaziassnifunisnglunaniituuaiieasinsnetssiuganineesaniiteniston e fifle e

P

AnsRAnENazliFudeyauazaudamaeilunmeesgulnglaifipn1441e e 844-522-5279.
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