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Welcome

With Excellus BlueCross BlueShield, you get what you 
expect from Blue plus a whole lot more such as:

• More doctors, specialists, and hospitals to
choose from

• Exclusive discounts on health-related products
and services with Blue365®

• Answers to your health questions online

• Local customer service

In this booklet you will find:

• A chart that summarizes this plan’s unique benefits  
and coverage*

• A glossary of terms to help you understand your 
coverage and options

We have many valuable benefits and we provide a 
tremendous amount of choice.  Whichever plan you 
pick, we're ready to meet your health care needs.

Visit us at excellusbcbs.com

*This benefit summary is not a contract or binding agreement;
it is a summary of benefits and services.

Privacy Policy Notice. We know how important your privacy is and we’re committed to 
protecting it. Our policies and practices regarding the collection, use, and disclosure of 
personal health information are available at excellusbcbs.com and Member Services.

EBCBS - 08/10
4747-10M

excellusbcbs.com

Excellus BlueCross BlueShield makes finding the 
information and support you need 
easier—resources, savings, and tools are available 
online 24/7.

• Find a doctor or specialist online while you’re home 
or far away.

• Research over 6,000 health topics.

• Get great member discounts and valuable 
information you can use all year long with 
Blue365®



Questions? For assistance call (877) 253-4797,

Call our TTYphone at 1 (800) 421-1220,

Classic Blue w/ RX 
$0/$15/$30

Cortland City Schools

or visit us at https://www.excellusbcbs.com/wps/portal/xl/cwp/

cnycoop/

Plan Features

Primary Care Physician (PCP) Not Required

Referrals Not Required

Out of network benefits Covered

Student / Dependent Coverage Covered to age 26

Domestic Partner Not Covered

Coverage Period 09/01/17-08/31/18

Office visit copay (Primary Care Physician) 20% coinsurance subject to deductible

Office visit copay (Specialist) 20% coinsurance subject to deductible

Coinsurance 20%

Deductible $100 Single/ $300 Family
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Excellus BCBS: Classic Blue
A nonprofit independent licensee of the BlueCross BlueShield Association

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost for covered 
health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call  or visit Our website at www.excellusbcbs.com.  For general 

definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.  You can view the Glossary at 

www.cciio.cms.gov or www.healthcare.gov/sbc-glossary or call  to request a copy.

Important Questions Answers Why This Matters:

What is the overall deductible?
$100 Individual/$200 Two Person/$300 

Family

Generally, you must pay all of the costs from providers up to the deductible amount before this plan begins to pay.  If 

you have other family members on the plan, each family member must meet their own individual deductible until the 

total amount of deductible expenses paid by all family members meets the overall family deductible. 

Are there services covered 
before you meet your 
deductible?

Yes, Preventive Care

This plan covers some items and services even if you haven't yet met the deductible amount. But a copayment or 

coinsurance may apply.  For example, this plan covers certain preventive services without cost sharing and before you 

meet your deductible. See a list of covered preventive services at https://www.healthcare.gov/coverage/preventive-

care-benefits/.

Are there other deductibles for 
specific services?

No You don't have to meet deductibles for specific services.

What is the out-of-pocket limit 
for this plan?

$1,500 Individual/$4,500 Family
The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family members in this 

plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket limit has been met.

What is not included in the out-
of-pocket limit?

Costs for penalties for failure to obtain 

preauthorization for services, premiums, 

balance billing charges, and health care this 

plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you use a 
network provider?

Yes. See www.excellusbcbs.com or call  for a 

list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's network. You will pay the most if 

you use an out-of-network provider, and you might receive a bill from a provider for the difference between the 

provider's charge and what your plan pays (balance billing).  Be aware your network provider might use an out-of-

network provider for some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a 
specialist?

No You can see the specialist you choose without a referral.
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COOPERATIVE HEALTH INSURANCE FUND

Coverage Period: 09/01/2017 - 08/31/2018

Coverage for:  Individual/Family| Plan Type: Traditional
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event Services You May Need

What You Will Pay
Limitations, Exceptions, & Other Important 

InformationIn-Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

If you visit a health care 
provider’s office or clinic

Primary care visit to treat an injury or 

illness
20% Coinsurance 20% Coinsurance

None
Specialist visit 20% Coinsurance 20% Coinsurance

Preventive care/screening/

immunization

Adult Physical: No Charge

Adult Immunizations: No 

Charge

Well Child Visit: No Charge

Deductible does not apply

Adult Physical: No Charge

Adult Immunizations: No Charge

Well Child Visit: No Charge

Deductible does not apply

You may have to pay for services that aren't preventive. Ask 

your provider if the services needed are preventive. Then 

check what your plan will pay for.

1 Exam per year

If you have a test

Diagnostic test (x-ray, blood work)
No Charge

Deductible does not apply

No Charge

Deductible does not apply
None

Imaging (CT/PET scans, MRIs)
No Charge

Deductible does not apply

No Charge

Deductible does not apply

If you need drugs to treat 
your illness or condition 
More information about 

prescription drug coverage 

is available at 

www.excellusbcbs.com

Tier 1 (Generic drugs)
No Charge

Deductible does not apply
Not Covered

Covers up to a 30-day supply (retail prescription); 90-day 

supply (mail order prescription)

Tier 2 (Preferred brand drugs)
$15/prescription retail, $30/

prescription mail order
Not Covered

Tier 3 (Non-preferred brand drugs)
$30/prescription retail, $60/

prescription mail order
Not Covered

Specialty drugs
$30/prescription retail, 0%/

prescription mail order
Not Covered

If you have outpatient 
surgery

Facility fee (e.g., ambulatory surgery 

center)

No Charge

Deductible does not apply

No Charge

Deductible does not apply
None

Physician/surgeon fees
No Charge

Deductible does not apply

No Charge

Deductible does not apply

If you need immediate 
medical attention

Emergency room care
No Charge

Deductible does not apply

No Charge

Deductible does not apply
None
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Common
Medical Event Services You May Need

What You Will Pay
Limitations, Exceptions, & Other Important 

InformationIn-Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Emergency medical transportation
No Charge

Deductible does not apply

No Charge

Deductible does not apply
None

Urgent care
No Charge

Deductible does not apply

No Charge

Deductible does not apply
None

If you have a hospital stay

Facility fee (e.g., hospital room)
No Charge

Deductible does not apply

No Charge

Deductible does not apply
None N/A None limit

Physician/surgeon fees
No Charge

Deductible does not apply

No Charge

Deductible does not apply

If you need mental health, 
behavioral health, or 
substance abuse services

Outpatient services
No Charge

Deductible does not apply

No Charge

Deductible does not apply
None

Inpatient services
No Charge

Deductible does not apply

No Charge

Deductible does not apply

If you are pregnant

Office visits
No Charge

Deductible does not apply

No Charge

Deductible does not apply
Cost sharing does not apply for preventive services.

Childbirth/delivery professional 

services

No Charge

Deductible does not apply

No Charge

Deductible does not apply
None

Childbirth/delivery facility services
No Charge

Deductible does not apply

No Charge

Deductible does not apply

If you need help recovering 
or have other special 
health needs

Home health care
No Charge

Deductible does not apply

No Charge

Deductible does not apply
60 Visits per year limit

Rehabilitation services 20% Coinsurance 20% Coinsurance 100 Visits per year limit

Habilitation services 20% Coinsurance 20% Coinsurance 100 Visits per year limit

Skilled nursing care
No Charge

Deductible does not apply

No Charge

Deductible does not apply
100 Days per year limit

Durable medical equipment 20% Coinsurance 20% Coinsurance None
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Common
Medical Event Services You May Need

What You Will Pay
Limitations, Exceptions, & Other Important 

InformationIn-Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Hospice services
No Charge

Deductible does not apply

No Charge

Deductible does not apply
Family bereavement counseling limited to 5 Visits per year

If your child needs dental 
or eye care

Children’s eye exam Not Covered Not Covered

NoneChildren’s glasses Not Covered Not Covered

Children’s dental check-up Not Covered Not Covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

• Acupuncture • Cosmetic surgery • Dental care (Adult)

• Dental care (Child) • Hearing aids • Long-term care

• Routine eye care (Adult) • Routine eye care (Child) • Routine foot care

• Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

• Bariatric surgery • Chiropractic care • Infertility treatment

• Non-emergency care when traveling outside the U.S. • Private-duty nursing

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee 

Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too, including buying individual insurance coverage through 

the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information 

about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a grievance for any reason 

to your plan. For more information about your rights, this notice, or assistance, contact:  the phone number on Your ID card or www.excellusbcbs.com; Department of Labor’s Employee Benefits Security 

Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; New York State Department of Financial Services Consumer Assistance Unit at 1-800-342-3736 or www.dfs.ny.gov.  
Additionally, a consumer assistance program can help you file your appeal.  Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or www.communityhealthadvocates.org.  

A list of states with Consumer Assistance Programs is available at: www.dol.gov/ebsa/healthreform and www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants.

Does this plan provide Minimum Essential Coverage? Yes 

If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the requirement that you have health 

coverage for that month.
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Does this plan meet the Minimum Value Standards? Yes 

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––



About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending on the 

actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and 

excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note these coverage examples 

are based on self-only coverage.

Peg is Having a Baby Managing Joe’s type 2 Diabetes Mia’s Simple Fracture

(9 months of in-network pre-natal care and a hospital delivery)
(a year of routine in-network care of a well-controlled 

condition)
(in-network emergency room visit and follow up care)

The plan's overall deductible $100 The plan's overall deductible $100 The plan's overall deductible $100

Coinsurance 20% Coinsurance 20% Coinsurance 20%

Hospital (facility) copayment $0 Hospital (facility) copayment $0 Hospital (facility) copayment $0

Other coinsurance 20% Other coinsurance 20% Other coinsurance 20%

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)

This EXAMPLE event includes services like: 
Primary care physician office visits (including disease education)

Diagnostic tests (blood work)

Prescription drugs 

Durable medical equipment (glucose meter)

This EXAMPLE event includes services like: 
Emergency room care (including medical supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $12,820 Total Example Cost $7,460 Total Example Cost $1,970

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $100 Deductibles $100

Copayments $0 Copayments $0 Copayments $0

Coinsurance $0 Coinsurance $120 Coinsurance $110

What isn’t covered What isn’t covered What isn’t covered 

Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0

The total Peg would pay is $60 The total Joe would pay is $280 The total Mia would pay is $210

6 of 6The plan would be responsible for the other costs of these EXAMPLE covered services.
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Type of Care/Plan Benefits Coverage

continued

Plan features
• Primary Care Physician (PCP) • No copay, office visit covered subject to deductible and coinsurance
• Referrals • Not required
• Out of network benefits • Covered
• Out of area benefits • Coverage provided worldwide through the BlueCard program.
• Student/Dependent coverage • Qualified dependents and students are covered to age 26.
• Domestic partner • Not covered

Plan cost-sharing highlights
• Office visit copay (Primary Care Physician) • No copay, office visit covered subject to deductible and coinsurance
• Office visit copay (Specialist) • No copay, office visit covered subject to deductible and coinsurance
• Coinsurance • 20%, enhanced benefits only, unless noted
• Deductible • $100 individual / $300 family, enhanced benefits only
• Annual coinsurance maximum • $400 individual / $1200 family, enhanced benefits only
• Annual pharmacy maximum • $1000 individual / $3000 family

type of care/plan benefits Coverage

Wellness Incentive
• Stay healthy with great programs and incentives! • Blue365 - Take advantage of exclusive discounts on health and

wellness products and services, including fitness, exercise, nutrition,
elective procedures and hearing aids.

Preventive Health Care Services
• Well child visits • Covered in full
• Adult routine physical exams • Covered in full for 1 exam per year
• Adult immunizations • Covered in full
• Mammography • Covered in full
• Pap smear • Covered in full
• Routine GYN exam • Covered in full
• Prostate cancer screening • Covered in full
• Routine vision • Not covered
• Colonoscopy • Covered in full

Physician Office Services
• Diagnostic office visits • Subject to deductible and coinsurance
• Diagnostic x-rays • Covered in full
• Diagnostic laboratory and pathology • Covered in full
• Allergy tests • Subject to deductible and coinsurance
• Allergy injections • Subject to the deductible and coinsurance
• Chemotherapy • Covered in full
• Radiation therapy • Covered in full

Maternity Services
• Prenatal and postpartum care • Covered in full
• Hospital care for mom (including delivery) • Covered in full
• Newborn nursery care • Covered in full

Prescription Drug
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Type of Care/Plan Benefits Coverage

This is not a contract. It is intended to highlight the coverage of this program. Benefits are determined by the terms of the contract. All benefits are subject to medical necessity. These benefits should not be
interpreted as pre-approval of services. Certain services may be subject to additional requirements described in the member’s insurance policy. Payment of claims related to these benefits are subject to the
member’s eligibility on the date of service and the resolution of any other outstanding claims. The member is responsible for payment of a copay, deductible, coinsurance or any combination based on plan design.
Preventive Services coverage required by the Federal Patient Protection and Affordable Care Act may not be quoted herein.  Please refer to the Services Task Force list of items and services rated “A” or “B” that are
covered pursuant to the Federal Protection and Affordable Care Act requirements. Benefits herein are subject to change as a result of efforts to implement federal health care reform and mental health and
substance abuse care parity initiative. There may be additional coverage for biologically-based mental illness and for children with serious emotional disturbances as defined by Timothy’s Law.

• Short-term and maintenance drugs are covered up 
to a 30-day supply at participating retail 
pharmacies; 90-day supply (subject to two copays 
per 90-day supply) is available through Express 
Scripts mail order pharmacy. Contraceptives 
included.

• $0/$15/$30

Inpatient Hospital Benefits
• Hospital benefits • Covered in full for unlimited days
• Physician visits in the hospital • Covered in full
• Inpatient physical rehabilitation • Covered in full for 30 days. After basic benefits exhausted, not subject

to deductible and coinsurance for unlimited days
• Surgery • Covered in full
• Anesthesia • Covered in full

Emergency Care
• Emergency room care • Covered in full
• Freestanding urgent care center • Covered in full
• Ambulance • Covered in full

Outpatient Hospital Benefits
• Diagnostic x-rays • Covered in full
• Diagnostic laboratory and pathology • Covered in full
• Surgical care • Covered in full
• Chemotherapy • Covered in full
• Radiation therapy • Covered in full

Mental Health and Chemical Dependence
• Inpatient mental health care • Covered in full for unlimited days
• Outpatient mental health care • Covered in full for unlimited visits
• Inpatient chemical dependence • Covered in full for unlimited days
• Outpatient chemical dependence • Covered in full for unlimited visits

Other Services
• Diabetic insulin and supplies • Covered in Full
• Skilled nursing facility • Covered in full for 100 days. After basic benefits exhausted, not

subject to deductible and coinsurance for unlimited days
• Home care • Covered in full for up to 60 visits per year.  Subject to deductible and

coinsurance after basic benefits have exhausted for up to 325 visits per
year

• Hospice • Covered in full for unlimited days
• Outpatient therapy • Subject to deductible and coinsurance, limited to 100 visits per

calendar year
• Durable medical equipment • Subject to deductible and coinsurance
• External prosthetics • Subject to deductible and coinsurance
• Chiropractic • Subject to deductible and coinsurance
• Acupuncture • Not covered
• Dental • Not covered
• Hearing • Not covered

pg. 2



FAP-125MTH (9/10) 2012    Return Original to Excellus BlueCross BlueShield, at above address – Copy:  Employer Group  

 
 
  
 
P.O. Box 22999, Rochester, NY 14692  
A nonprofit  independent licensee of the BlueCross BlueShield Association     

Instructions on last page.  All Dates = mm/dd/yy    PLEASE PRINT CLEARLY 
1 – Group Employer Information  
This section should be completed by the Group Benefits Administrator. 
This application cannot be processed without this information and a signature.  
Please use blue or black ink, print one character per box     Subscriber Status: 
Group #                                                   Subgroup #              Class#                                 Active       Retired     COBRA   Cancelled 

    Please indicate reason for COBRA: 
Employer Name                                                                                                             Left Employ/Retirement     Death of Spouse 
MARATHON CSD        Divorce/Legal Separation  Dependent Reached Max Age 

Association/Chamber Name (if applicable)                                                                   Loss of Student Status       Other ___________________ 
COOPERATIVE HEALTH INSURANCE FUND           Effective Date                             COBRA Effective Date 
Group Administrator Signature/Date                                                                                  

X           Hire/Rehire Date                           Retired Effective Date 
Dental Group #  Subgroup #                   

Was the employee subject to a waiting period before enrolling in your employer health plan?  No  Yes 
If yes, what was the start date:  and end date  
2 – Subscriber Plan 
Selection Department #  Employee #        

Please use blue or black ink, print one character per box.  Check applicable plan(s). 
 

 Classic Blue (ZG) 
 Classic Blue (ZO) 
 Classic Blue (ZR) 
 Classic Blue (CGK) 
 
 

Please check coverage type and person(s) to be covered: 
 

 Medical  single  sub & spouse  sub & dependent(s)  family 
 Dental    single  sub & spouse  sub & dependent(s)  family 

 
Dental  
 Dental (DE) 

3 – Reason for Enrollment/Change                               
Subscriber, please indicate the reason for this enrollment or change. 

 New Hire              COBRA                            Retirement          Loss of Coverage                                 Domestic Partner 
 Open Enrollment  Address/Phone Number  Last Name         Age 65+      Remove Dependent  Change in Student Status 
 Medicare Eligible / Please indicate reason for Medicare eligibility:         Newborn     Disability                    End Stage Renal Disease 
 Add Dependent / Please indicate reason for adding dependent:            Adoption     Marriage                     Marital Status Change 

4 – Subscriber Information                                        
Please complete both sides of this application. 
The subscriber signature is required in order to process the application. 
Subscriber’s Last Name                                                                                              Subscriber’s First Name                                                              

      
  MI         Title                      E-mail Address 
                   
Mailing Address                                                                                                                                        Apt or Suite                            

     
City                                                                                                                                     State             Zip                                                                       

         
Work Phone Number                                              Home Phone Number                                            Cell Phone Number                                                                                                                                            

- - / - - / - -
Date of Birth                               Gender                   Social Security Number                                         

     M  F     - -  

        
  

6 3 2 3 6
  

0 0
 
 
  

0 

GROUP ENROLLMENT FORM 
DO NOT USE – FOR INTERNAL USE ONLY 



FAP-125MTH (9/10) 2012    Return Original to Excellus BlueCross BlueShield, at above address – Copy:  Employer Group  

Marital Status:   Single  Married  Legally Separated  Divorced/ Marital Status    Event Date          
 
Medicare Number (if applicable)                                     Part A Effective Date                 Part B Effective Date                      

               
If Medicare eligible due to ESRD please check type of dialysis:  Self administered  Facilitated    Date started   
5 – Other Coverage Information Have you ever been a member of Excellus BlueCross BlueShield?   Yes  No 
In addition, please provide a copy of your “Certificate of Coverage” from your former health insurance carrier or 
employer. 
Have you, your spouse or any enrolled dependent had other coverage within the last 63 days?  Health?  No Yes  /  Dental?  No   Yes    
If answering “Yes”, are you keeping the additional health and/or dental coverage?  Health?  No     Yes  / Dental?  No   Yes        
Who did the other plan cover?   Self  Spouse  Children 
Other insurance carrier name:  
Other insurance name of policyholder:  
Policy ID Number:                                                   Effective Date                            Termination Date 

         
6 – Cancellation Information  
Please indicate who is being cancelled and the reason for cancellation (reason listing on page 4). 
Subscriber  Medical  Dental   /    Reason___________________________________________                       Date   
Dependent (list each dependent in section 7)  Medical  Dental    /     Reason _________________________  Date  
7 – Dependent Information  
Please provide all information for each person to be covered. 
Subscriber’s Last Name                                                                                      Subscriber’s First Name                                                              

      
Spouse/Domestic Partner Last Name                                                                 Spouse/Domestic Partner First Name                                           M.I. 

         
 Male         Date of Birth                              Social Security Number                                        Are you enrolling as a Domestic Partner?                 
 Female        - -       Yes  No 

Medicare Number (if applicable)                                        Part A Effective Date                   Part B Effective Date 
                                                    

8 – Release/Signature  
Subscriber signature required.  You must sign and date this form to be eligible for insurance. 
Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 
statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed $5,000 and 
the stated value of the claim for each such violation.  I have thoroughly read, understand and agree to comply with the terms of the 
Release on the back. 
Subscriber Signature_____________________________________________Date________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



FAP-125MTH (9/10) 2012    Return Original to Excellus BlueCross BlueShield, at above address – Copy:  Employer Group  

 
 
 
 
  
    
P.O. Box 22999, Rochester, NY 14692 
A nonprofit  independent licensee of the BlueCross BlueShield Association    

Instructions on last page.  All Dates = mm/dd/yy    PLEASE PRINT CLEARLY 
9 – Additional Dependents  
Please provide all information for each person to be covered. 
Subscriber’s Last Name                                                                                  Subscriber’s First Name                                                              

   
Dependent’s Last Name                                                                                  Dependent’s First Name                                                           M.I. 

   
 Male      Date of Birth                                 Social Security Number                       Is your over-age dependent handicapped or disabled?  Yes 
 Female       - -       (See last page for additional information)      No 

Is Dependent a full time student?  No  Yes   If yes, please indicate college/university name: 
College/University Name                                                                                                                        Expected Graduation Date       Credit hours 
    

 
Dependent’s Last Name                                                                                  Dependent’s First Name                                                           M.I. 

   
 Male      Date of Birth                                Social Security Number                       Is your over-age dependent handicapped or disabled?  Yes 
 Female      - -        (See last page for additional information)      No 

Is Dependent a full time student?  No  Yes   If yes, please indicate college/university name: 
College/University Name                                                                                                                         Expected Graduation Date     Credit hours 
    

 
Dependent’s Last Name                                                                                  Dependent’s First Name                                                           M.I. 

   
 Male      Date of Birth                                  Social Security Number                       Is your over-age dependent handicapped or disabled?  Yes 
 Female       - -         (See last page for additional information)      No 

Is Dependent a full time student?  No  Yes   If yes, please indicate college/university name: 
College/University Name                                                                                                                         Expected Graduation Date     Credit hours 
    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

GROUP ENROLLMENT FORM 
DO NOT USE – FOR INTERNAL USE ONLY 
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Instruction Page 
Reason for Enrollment/Change:  Check the appropriate action in the space provided.  An event is a specific occurrence, due to change in status, 
marriage, divorce, birth or adoption, group's anniversary date, or rate change.  Your request must be received within 30 days of the event date.  Please 
see your Group Administrator/Representative for events that fall outside the 30-day period.  If New Hire, Open Enrollment, Add/Remove Dependent or 
Loss of Coverage, you must also check coverage type and persons to be covered, and Dependent Information section. 
Cancel Request 
To process a Subscriber or Dependent cancellation, please use the Membership Cancellation Worksheet - OR - 
To Cancel an Employee/Subscriber using the   
Group Enrollment Form: 

To Cancel a Dependent using the  
Group Enrollment Form: 

 check Subscriber box 
 check Products to be cancelled (Medical, Dental) 
 indicate Cancellation Date in space provided 
 complete Subscriber Information 

 check Dependent box 
 check Products to be cancelled (Medical, Dental) 
 indicate Cancellation Date in space provided 
 complete Subscriber Information 
 complete Dependent Name and Dependent Birth date 
 

Cancel Subscriber Reasons Cancel Dependent Reasons 
 

  Left Employer/No Longer Eligible  
  Commercial             
  COBRA Begin Date  
  COBRA Handicapped/Disabled Date 
  Transfer to Traditional 
  Transfer to HMO 
  Transfer to POS 

  COBRA End Date 
  Subscriber Request 
  Subscriber Deceased                
  Spouse's Insurance  
  Medicaid  
  Medicare 

 
  Marriage – when permitted by law 
  Dependent Over Age 
  Deceased 
  Ineligible Student 

  COBRA Begin Date  
  Subscriber Request 
  Divorce 
  Medicare 

COVERAGE TYPE All products may not be applicable to your employer group.  Please check with your Group Administrator/Representative. 
SUBSCRIBER   If you or your dependents are Medicare eligible, complete the questions regarding Medicare Coverage. 

    
   FAMILY MEMBER INFORMATION   If there are more than four dependents please use an additional form. 
   QUALIFIED GUIDELINES:           
 A legal spouse (an ex-spouse is not a qualified member as of the divorce date) 
 Must be under the eligible child age for your employer group: 
 - natural, adopted or stepchild 
 Other:  Please contact your Group Administrator/Representative for the appropriate form.   These dependents have additional eligibility 

requirements.    
 Dependents pending adoption, for whom you are the legal guardian, and/or a handicapped or disabled dependent who is over the 

dependent age for your employer group. 

RELEASE 
    I am applying to enroll myself and my eligible dependents, if any, under the medical and/or dental contract. 
 In the event that a premium contribution is required of me, I agree to pay the premium amounts applicable to the contract under which I 

am covered.  I authorize my employer to deduct from my payroll such applicable amounts and to remit them to Excellus BlueCross 
BlueShield.   

 If this application is made on behalf of a minor, the responsible party must complete the application. 
 By accepting this contract, I grant permission to Excellus BlueCross BlueShield to submit charges to and/or recover payment from any 

other insurance carrier acting as my primary insurer. 
 I authorize Excellus BlueCross BlueShield to request and receive medical or dental information regarding me or my covered dependents 

from my healthcare practitioner or healthcare institution either orally or in writing and to use this information for providing coverage.  
Providing coverage includes: processing claims, reviewing grievances or complaints involving care and quality assurance reviews of 
care, whether based on a specific complaint or a routine audit of randomly selected cases.  In the use of data for these purposes, we 
may transmit personal information to third parties with which we contract, including pharmacy benefit managers, disease management 
vendors or surveyors. 

 I hereby represent that all information furnished by me hereon is true and complete to the best of my knowledge.   

GROUP EMPLOYER INFORMATION This section to be completed and signed by the Employer Group Administrator/Representative. 
                                                         Complete only the coverage section (Medical/Dental) that is applicable to the employee's request. 

If you have any questions, please contact your Group Administrator/Representative.  
Or, visit: 

     www.excellusbcbs.com/cnycoop 

http://www.excellusbcbs.com/


Primary Care Physician (PCP)—A doctor who serves as your health 
care manager and coordinates virtually all of the health care services 
you routinely receive. Some plans do not require you to choose a PCP. 

Referral—Instructions provided by a PCP for specialty care. Most plans 
do not require referrals.

In-network coverage—The coverage available when you receive 
services from a provider who participates in your health plan.

Out-of-network coverage—The coverage available when you receive 
services from a provider who does not participate in your health plan. 
Some plans may not include out-of-network coverage.

Out-of-area—Describes when you receive services while outside the 
geographic service area of your health plan. Your plan benefits may 
differ if you live or work beyond the geographic service area.

Copay—A dollar amount due at the time you receive certain services. 
A typical example would be an office visit copay due when visiting 
your physician’s office for treatment.

Allowed Amount—The maximum amount your health plan will 
pay for a specific service. In-network providers agree to accept the 
allowed amount as payment in full. 

Coinsurance—A cost-sharing method that requires you pay a portion 
of the allowed amount for certain medical services.

Deductible—A set dollar amount you pay for covered services you 
receive before your insurer will make a payment.

Out-of-pocket maximum—The maximum amount of deductible and 
coinsurance payments that you will pay for health services each 
calendar year.

To help you better understand our plans and your  
coverage, here are a few definitions* for frequently  
used health care terms. 

Some definitions may vary slightly by plan. In case of a conflict 
between your legal plan documents and this information, the plan 
documents will govern.

Health plan terms

* 
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