Employee application

Illinois groups

Please complete entire form in BLACK INK
O HMO offered by Quartz Health Benefit Plans Corporation
O POS jointly offered by Quartz Health Benefit Plans Corporation

and Quartz Health Insurance Corporation

O PPO offered by Quartz Health Insurance Corporation

Quartz

2650 Novation Parkway - Fitchburg, Wi 53713-3399
(800) 362-3310 - Fax (608) 643-2564

QuartzBenefits.com

I. Employee information (Please do not use abbreviations or nicknames on this applic
First name

Employee’s Last name

Mi

Social Security Number or Tax ID Number (SSN/TIN is required for IRS tax reporting regarding your health plan.)

Street address Apt. # |City State ZIP code County
Mailing address (if different) City State ZIP code County
Date of birth (mm/dd/yyyy) Sex Marital status  OSingle  ODivorced
OMale O Married/Civil union/Domestic partnership
/ / OFemale (date A )

Language (preferred spoken and written).
Please check one:

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this

0O English O American Indian or Alaska Native
O Spanish 0 Asian application, ethnicity is broken out into
O Hmong O Black or African American two c_otego_rles: ngpa;lclor Lotlrt:o a'?d .
0O German O Native Hawaiian or Pacific Islander Not H!qun!c or Latl.no -Please check one:
O Chinese O White O Hlqunlc or' Latino .
O American Sign Language O Declines to answer O Not Hispanic or Latino
O Other O Unavailable O Decllngs to answer
(please specify) O Unavailable
Primary phone number Cell phone number Opt-in Text/SMS contact O Yes O No
€ ) C )
Height/Weight Email

Primary care clinic name

Primary care clinic city

Plan:
O HMO (list group number)

O POs (list group number)

8 PO (list group number)

U Employee
O Family

Type of coverage

O Employee and spouse/partner in civil union/domestic partner
U WAIVING COVERAGE (skip to section V. Waiver of group coverage)

OEmployee and children

If married and only selecting coverage for yourself, please complete section V. for your spouse/partner in civil union/domestic partner/children.

Il. Employer information

Name of employer group

Date employed

Y ——

Weekly hours Requested effective date

Y ——

Employment status: O Active
COBRA Reason: O End of employment

ORetired OLleave of absence

CCOBRA/Continuation
O Death of employee

Effective date / /

O Entitlement to Medicare

O Reduction in hours of employment [ Divorce or legal separation O Loss of dependent child status
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lll. Dependent information (Please list all other members to be covered)

Dependent’s Last name First name Ml
Social Security Number or Tax ID Number (SSN/TIN is required for IRS tax reporting regarding your health plan.) - —
Does dependent live at the same address asyou? OYes ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

O Hmong

0O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable

Dependent’s Last name First name M
Social Security Number or Tax ID Number (SSN/TIN is required for IRS tax reporting regarding your health plan.) — —
Does dependent live at the same address asyou? [OYes ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

O Hmong

0O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable
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lll. Dependent information (Please list all other members to be covered)

Dependent's Last name First name Mi
Social Security Number or Tax ID Number (SSN/TIN is required for IRS tax reporting regarding your health plan.) - —
Does dependent live at the same address as you? [OYes [ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/ad/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

0O Hmong

O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

0O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable

Dependent’s Last name First name MI
Social Security Number or Tax ID Number (SSN/TIN is required for IRS tax reporting regarding your health plan.) -
Does dependent live at the same address asyou? [OYes [ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

O Hmong

O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

O Black or African American

O Native Hawadaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable
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lll. Dependent information (Please list all other members to be covered)

Dependent's Last name First name Mi
Social Security Number or Tax ID Number (SSN/TIN is required for IRS tax reporting regarding your health plan.) - —
Does dependent live at the same address as you? [OYes [ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/adyyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

0O Hmong

0O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable

Dependent’s Last name First name M
Social Security Number or Tax ID Number (SSN/TIN is required for IRS tax reporting regarding your health plan.) - -
Does dependent live at the same address asyou? OYes ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/ad/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

0O Hmong

O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

0O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable
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Note: If you are waiving your right to this group coverage, you do not need to complete the General information and medical information.

IV. General information and medical information

1. Have you or any dependent ever been insured by Quartz? OYes O No

If yes, give subscriber name Dates previously covered by Quartz

2. Will you or any of your dependents continue to have other insurance after the Quartz effective date of this policy? O Yes 0O No

If yes, complete the following information:

Name(s) of insured Employer
Insurance company Insurance company phone #
Subscriber # Group #

Effective date of coverage

3. Are you or any family member(s) enrolled in Medicare? O Yes O No

If yes, please answer the following and attach a copy of your Medicare card.

Name Name

Medicare # Medicare #

Effective date, Part A Effective date, Part A

Effective date, Part B Effective date, Part B

Effective date, Part C (Medicare advantage) Effective date, Part C (Medicare advantage)
Effective date, Part D Effective date, Part D

Reason for Medicare: [0 Age 65 [ Disability O End stage renal disease [ Disability and ESRD
4. Are you or any dependent now disabled or unable to perform normal activities? 0O Yes [ No

If yes, name of person Type of disability Date of disability

5. Have you or any dependent incurred health claims in excess of $5,000 during the last 24 months? [ Yes O No

If yes, name of person Reason

6. Within the last 24 months have you or any dependent listed above consulted about, received treatment for or been diagnosed with:
cancer, stroke, diabetes, heart condition (including hypertension), vascular disease, behavioral health (mental, anxiety or emotional
disorder), muscular or systemic disease (such as arthritis or lupus), alcohol or drug use, liver, kidney, lung (such as COPD or asthma)
or intestinal disorder? OYes [ No
If yes, please explain on a separate sheet of paper and attach to this form. (You do not need to report genetic tests or test results.)

7. Have you ever been diagnosed by a member of the medical profession as having an immune system disorder, AIDS or ARC?

OYes ONo
(You do not need to report HIV test results. You only need to report testing, diagnosis, or treatment done by a physician or an
appropriately licensed clinical professional acting within the scope of his/her license.)

8. Are you or any dependents currently taking any medications? O Yes [ No

If yes, please list the medications

9. Are you or is any dependent listed above pregnant? O Yes 0O No

If yes, name(s) Pregnancy due date

10. Have you or has any listed dependent scheduled or had any surgeries in the last 12 months? O Yes O No
Have you or has any listed dependent been hospitalized in the last 12 months? [ Yes [ No

Reason for hospitalization or surgery

1. Are you or any dependents listed above involved in a Workers Compensation case? 0O Yes O No

If yes, indicate family member involved and start date/accident date

Insurance company name

| acknowledge that | have read and completed the entire application. If | received assistance in reading or completing this application, |
have identified the person(s) who assisted me.
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| agree that the answers are, to the best of my knowledge and ability, complete and true. | understand that my answers, together with any
supplements or additional pages, are the basis for the certificate or policy that is issued. | agree that no insurance will be effective until the
date specified by the insurance company on the certificate or policy. | understand that any material misstatement or omission relied upon
by the insurer may result in denial of claim and/or rescission of coverage. | further understand that this contract can be voided if within the
first 24 months from the date of the policy or certificate it is determined that | or a dependent made an intentional misrepresentation in the
application.

I understand that it may be a crime to submit an application or file a claim based on a false or deceptive statement. | further understand it
may be a crime to submit an application that is intended to mislead an insurer or conceal significant information about the applicant.

I understand that | may request a copy of this application and the notice of the company’s privacy practices. | agree that a photocopy is as
valid as an original. A legible facsimile or electronic signature shall have the same force as the original. | agree that Quartz may use the
email addresses provided in this document to contact the individuals listed in this document.

I understand that enroliment and/or eligibility for benefits may be conditioned upon my willingness to provide written authorization
permitting Quartz to obtain medical records from health care providers who have treated me, my spouse/partner in civil union/domestic
partner or any dependents applying for coverage under this application. If medical records are needed, Quartz will provide me with an
authorization form.

I understand that if | opt-in to Text/SMS contact, | agree and consent that Quartz and its affiliates may text me at the cell phone number
included on this application to help keep me informed about my benefits.

Applicant’s signature Date

V. Waiver of group coverage

I hereby elect not to apply for group health plan coverage. | hereby waive group health plan coverage for:
OMyself  OSpouse/partner in civil union/domestic partner O Children or other eligible dependents

Reason for waiving coverage:
O I/we will be covered under another health benefit plan that is not sponsored by my employer.

Name of insurance co.

O Other reason for waiving

| certify that | have been given the opportunity to apply for the Quartz group health benefit plan coverage for which | am eligible. | decline
to enroll for such coverage as indicated above, on behalf of the persons listed above. | understand that | may be able to obtain coverage
at a later time for reasons listed in the Notice of Special Enroliment Rights. If circumstances in the Notice of Special Enrollment Rights do
not apply then me and/or the persons listed above may be able to apply for coverage at open enroliment, if my employer has an open
enroliment period. | certify that the information above is, to the best of my knowledge and ability, complete and true.

Applicant’s signature Date

NOTICE OF SPECIAL ENROLLMENT RIGHTS

If you are declining enroliment for yourself or your dependents (including your spouse, partner in civil union, or domestic partner) because
of other health insurance or group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your
dependents lose eligibility for that other coverage (or if the employer stops contributing towards your or your dependents’ other coverage).
However, you must request enroliment within 31 days after your or your dependents’ other coverage ends (or after the employer stops
contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, civil union, domestic partnership, birth, adoption, or placement for adoption,
you may be able to enroll yourself and your dependents. However, you must request enrollment within 31 days after the marriage, civil union,
domestic partnership, or within 60 days of the birth, adoption, or placement for adoption.
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Quartz

Notice of Non-Discrimination and Availability of Language
Assistance Services and Auxiliary Aids and Services

Quartz is the brand name for a group of companies committed to
your health: Quartz Health Benefit Plans Corporation, Quartz Health
Insurance Corporation, Quartz Health Plan Corporation, and Quartz
Health Plan MN Corporation. These companies are separate legal
entities. In this notice, "we" refers to all Quartz companies.

For assistance understanding these materials in a language other
than English, call (800) 362-3310, and a Customer Success
representative will assist you. TTY users should call 711 or (800) 877-8973.

We comply with applicable Federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age,
disability, or sex (includes sex characteristics, including intersex
traits; pregnancy or related conditions; sexual orientation; gender
identity; and sex stereotypes). Quartz does not exclude people or
treat them less favorably because of race, color, national origin, age,
disability, or sex.

We provide reasonable modifications and free appropriate auxiliary aids and
services to people with disabilities to communicate effectively with us
and to participate in health programs or activities, such as -
* Qualified sign language interpreters
* Written information in other formats (Iorge print, audio,
accessible electronic formats, other formats)

We provide free language services to people whose primary language
is not English, such as -

* Qualified interpreters

* Information written in other languages.
If you need these services, contact Customer Success at (800) 362-3310.

If you believe we failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or
sex, you canfile a grievance with-

Chief Compliance Officer

2650 Novation Parkway

Fitchburg, W153713

Phone: (800) 362-3310

TTY: 711 or toll-free (800) 877-8973

Fax: (608) 644-3500

Email: AppealsSpecialists@QuartzBenefits.com

You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, our Chief Compliance Officer 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
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

(800) 368-1019; (800) 537-7697 (TDD)

Complaint forms are available at hhs.gov/ocr/office/file/index.html.
Quartz is a Qualified Health Plan issuer in the Health Insurance
Marketplace® in certain states. To learn more, visit the Health Insurance
Marketplace® at HealthCare.gov.

ATTENTION: Free language assistance services are available to you. Appropriate auxiliary aids and services to provide
information in accessible formats are also available free of charge. Call (800) 362-3310, TTY: 711 / (800) 877-8973.

con su proveedor.

Spanish - ATENCION: Si habla espaniol, tiene a su disposicién servicios gratuitos de asistencia linguistica. También estan disponibles de forma gratuita
ayuda y servicios auxiliares apropiados para proporcionar informacion en formatos accesibles. Liame al (800) 362-3310. TTY: 711 / (800) 877-8973 o hable

(800) 877-8973 s E WA IR IZ A -

Chinese - 1% : MRER[hX], BIIFRBANCREESHIRS - BNERREUELANBH TENRS - UEREBHEREHES - 3= (800) 362-3310. TTY: 711/

Hmong - LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam txhais lus pub dawb rau koj. Cov kev pab thiab cov kev pab cuam
ntxiv uas tsim nyog txhawm rau muab lus ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag cuag tau rau los kuj yeej tseem muaj pab dawb tsis
xam tus nqi dab tsi ib yam nkaus. Hu rau (800) 362-3310. TTY: 711 / (800) 877-8973 los sis sib tham nrog koj tus kws muab kev saib xyuas kho mob.

06paTUTECh K CBOEMY MOCTABIUKY YCJIYT.

Russian - BHUMAHMUE: Ec/in Bbl roBOpUTE Ha PYCCKHIA, BaM JOCTYIHbI GeCIIATHbIE YCIYTH sI3bIKOBOM NOAAEPKKU. COOTBETCTBYIOLIME BCIOMOraTebHble CPEJICTBA U YCJYTH 110
Npe0CTaB/IeHHI0 MHOPMALMK B JOCTYIHBIX GOPMaTax TakKe IPeJOCTaBIAIOTCA GeciaTHo. [lo3sonuTe o Tenepony (800) 362-3310. TTY: 711 / (800) 877-8973 uin

vu cua ban.

Vietnamese - LU'U ¥: Néu ban néi tiéng Viét, ching téi cung cdp mién phi céc dich vu hd trg ngdn ngit. Cac hé tro dich vu phd hep dé cung cip théng tin theo
cdc dinh dang dé tigp can cling dugc cung c4p mién phi. Vui 1dng goi theo s6 (800) 362-3310. TTY: 711 / (800) 877-8973 hoic trao déi véi ngudi cung cdp dich

tnoacS (800) 362-3310. TTY: 711 / (800) 877-8973 6 Suiivaluivdniwesguio.

. = . X o o . - 19 e o & . o= ey - ot & K oy e
Laotian - cquaau: TINICOIWIFI 7O, ’Qxl)U.’JﬂﬁDQOE)O‘?Dh)')S‘)CCUUli\CSE)E)‘?‘ZU?U)’)D. LCEODIQO® LY 37‘71)UOﬂ‘?1)CCUU13CSE)E)'7U)Cln)'75SJJCl:;8?072&21)‘21)§UCCUUU’)S‘?U‘?OCZ?CT}D)O.

oder sprechen Sie mit Inrem Provider.

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfigung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie (800) 362-3310. TTY: 711 / (800) 877-8973 an
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Pennsylvania Dutch - LET OP: als je Nederlands spreekt, zijn er gratis taalhulpdiensten voor je beschikbaar. Passende hulpmiddelen en diensten om
informatie in toegankelijke formaten te verstrekken, zijn ook gratis beschikbaar. Bel (800) 362-3310. TTY: 711 / (800) 877-8973 of spreek met je provider.”

Arabic - 3310-362 (800)1 sl e Jamil e leall Jpam sl (S ity a shaal g K a5 830 booe Jlaws 55 LS Ailanall dy il Bac Ll cilant ol i i el jall A2l s i€ 13) 24, TTY: 711
/ (800) 877-8973 deaall asia N s ",

Polish - UWAGA: Osoby méwiqce po polsku mogq skorzysta¢ z bezptatnej pomocy jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w
dostepnych formatach sq réwniez dostepne bezptatnie. Zadzwon pod numer (800) 362-3310. TTY: 711 / (800) 877-8973 lub porozmawiaj ze swoim
dostawcq.

French - ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont & votre disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des formats accessibles sont également disponibles gratuitement. Appelez le (800) 362-3310. TTY: 711 / (800)
877-8973 ou parlez & votre fournisseur.

Hindi - eaTeT ¢: TS 37y 2t Siesd €, dl 3MUdh fOT fol:2[eh oo HAERIAT AdTC JUSE Eldlt &1 T[e3af WISl 31 TTIeTehIe UeTel dheal ob (3T 3ULTh AR dleldl 3iTe daTt
oft fot:-e[eeh 3ume £l 1 (800) 362-3310. TTY / TDD: 711 | (800) 877-8973 UL ThIcs @ AT 37Ua YGTdl & S1d el

Korean-F2|: [3t=0{|E ALESIAlE B2 & 210] X| & MH|AS 0| 8314 5= USLICL 0|8 7tset WAoR HEE MEote MES X 7|7 Y MHAZ 222
HSE LICt (800) 362-3310. TTY: 711 / (800) 877-8973 12 2 HGISIALE MH|A KB LM 0 22I8HA AL,

Albanian - VINI RE: Nése flisni [shqip], shérbime falas té ndihmés sé gjuhés jané né dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té
siguruar informacion né formate té pérdorshme jané gjithashtu né dispozicion falas. Telefononi (800) 362-3310. TTY: 711 / (800) 877-8973 ose bisedoni me
ofruesin tuaj té shérbimit.

Tagalog - PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga
naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa (800) 362-3310. TTY: 711 /
(800) 877-8973 o makipag-usap sa iyong provider.

Somali - FIRO GAAR AH: Haddaad ku hadasho Soomaali, adeegyo kaalmada luugadda ah oo bilaash ah ayaad heli kartaa. Qalab caawinaad iyo adeegyo
00 habboon si loogu bixiyo macluumaadka qaabab la adeegsan karo ayaa sidoo kale bilaa lacag heli karaa. Wac (800) 362-3310. TTY: 711 / (800) 877-8973
ama la hadal bixiyahaaga. Gargaarsi gargaaraa fi tajaaijilli sirrii ta’ee fi odeeffannoo bifa dhagqgabamaa ta’een kennuunis bilisaan ni argama.

Cushite (Oromo) - XIYYEEFFANNOO: Afaan Kushii yoo dubbattan tajaaijilli gargaarsa afaanii bilisaan isiniif ni kennama. Gargaarsi gargaaraa fi tajaqijilli sirrii
ta'ee fi odeeffannoo bifa dhaggabamaa ta’een kennuunis bilisaan ni argama. (800) 362-3310 bilbili. TTY: 711 / (800) 877-8973 ykn dhiyeessaa keessan
waliin haasa'aa.

Amharic - TA0Le:- ATICT 291574 Pt 027% L0 KA1t N1 LPCNAPLTA: a0lBF (1 HLLT PCAT ATIPLA T P HenTI6 NHPT AG RIAIART Kp%u- 019 £15°0: NNAh | PC (800) 362-
3310. TTY: 711/ (800) 877-8973 L.Lm-A ML KINUT WbeLPT £G4

C O0CO ocC C oC N oc 9 C o0Co c C Q.99 C C <

Karen - so- §e1moo1 oo1§'_>m1<n3fa1 38, , 0213038 MPODIFOPQE10T ImD :npmr)mon?mcm SalicerelcE omemum@u@o:ma: 001010100101 V132 @1:3@:}09
ec o . C o Cco C C _C N C
cwmwpoomwm(qll cmo:wu?wawooowp cmox\)n:y)pcmom QVIOTCOL 03 (800) 362-3310. TTY: 711 / (800) 877-8973 ©ODET MODI0I3E $QLAOTNYD $1001RTETOTLOXNT.

Mon-Khmer, Cambodian (Khmer) - pgwaSasmans: [Uds1GgaSunw Manig tun/AgSSwMmas s AsIgAmSuEUERY SgWw
SHiwnAgizuMmmMISUSoEY] SRMIZUASTSMUSEIRUMGT OIS AMGIRTSIwNaARIgRNT=EN wiigiwgisi (800) 362-3310. TTY: 711/
(800) 877-8973 ySunwisim S HARUINIUH A

Serbo-croatian (Serbian) - MAXHbA: Ako rOBOPHUTE CPIICKOXPBATCKH, OCTYIHE Cy BaM GecliaTHe je3nuke ycayre. BecniaTHa cy v oarosapajyha nomohHa nomaraja u

yc/Iyre 3a npyxatbe HHpOpMaLHja y npucTynadnum opmaruma. lososure (800) 362-3 TTH: 711 [ (800) 877-8973 unu pasrosapajTe ca CBOjIIM NPOBAjAEPOM.

Thai - nunsme: waraldms Tvs isfvsmsanuthomdesums s uenannil suiiirdesfiouasusnsthomdaieideyalusluvuiithdddlashideen o5 Tuselvs@insio (800) 362-
3310. TTY: 711 / (800) 877-8973 niausnuifTwusmsuainn”

Guijarati - et WU %) d AUl ollell ), dl dHIRLHIZ Hd HINL U Al Gudet . Yad slaui HilSd] Uelet 5cl M2 oY USIUS U1 WA A1) ULl UsdHi
Gudoy 8. 519 5\ (800) 362-3310. TTY: / (800) 877-8973 el dHI2L Ueldl u18 dld 5.

Urdu - JS L3 3310-362 (800) -0 e Ciba (o iladd ) 5h el ¢ sbas anlia i S 58 sl Cilaslan (e eltsa (il Q8 - it Clladd (S e (S ol e o Sl siegm Al 2l R
A TTY: 711/ (800) 877-8973 - S il s o058 i o0l L

Italian - ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari
adeguati per fornire informazioni in formati accessibili. Chiama I'(800) 362-3310. TTY: 711 / (800) 877-8973 o parla con il tuo fornitore.

Greek - TTPOZOXH: Edv piAdte eAAnvikd, vTTdpxouv Stabéopues Swpedv vTnpeocieg uTTootpEng oty ovykekpévn yAwooa. Awatifevtat Swpedv katdAAnAa Bondruata kat
VTMpeoies yia TTapoxh TIANPo@opLev ot TipooBdoues pop@és. Karéote to (800) 362-3310. TTY: 711 / (800) 877-8973 i armevbuvbeite Tov TMdpoxd oas.

Nepali - &2T5T feTEIe; A qUTE ST TIeSIEes a1l AUTSwIE fo1:2[ch Wmmmmmgmﬁmmmaamﬁmm#mm
HLIAIES ¢ AT Ulol fol:g[eh 3Uesed] Bo{l hes (800) 362-33101 TTY: 711 / (800) 877-8973 dT 3MTWeil YeTdchdl ] el Iefalel

Ukrainian - YBATA: fIKwio BY po3MOBJIsIETe yKpaiHCbKa MOBa, BaM AOCTYIHI 6€3KOIITOBHI MOBHI noc/1yru. Bifnosiani gonoMixkHi 3aco6u Ta nocayru st HagaHHs iHpopmanii y
JOCTYIHUX $OpPMATax TaKoX AOCTYIHI Ge3KowToBHO. 3aTeedoHyiite 3a Homepom (800) 362-3310. TTY: 711 / (800) 877-8973 a6o 3BepHiThCS 10 CBOrO MOCTAYAILHHKA,

Tibetan - =g=medn=fnasyr g g A A S iR e g Avasr g T RasE g R R T S g R e g I g A TR A g gy e (4e0) g ape TTY: 711 [ (800) 877-

8973 usmAn YA s = 9 S

Wolof - FATTAL: Sooy wax Wolof, ay serwiis yu lay jappale ci lakk wi doo fay. Ay ndimbal ak ay serwiis yu war ngir joxe leeral ci formaa yu yomb am nafiu ci
te doo fay. Woowal (800) 362-3310. TTY: 711 / (800) 877-8973 wala nga waxtaan ak sa joxekat.

QA00172 (0924) 2



	QA00941IL (0425) Employee Application_PY2026_Final.pdf
	QA00172 (0924) - Language Access and Non-Discrimination Notice_Portrait.pdf

	HMO offered by Quartz Health Benefit Plans Corporation: Off
	POS jointly offered by Quartz Health Benefit Plans Corporation: Off
	PPO offered by Quartz Health Insurance Corporation: Off
	Employees Last name: 
	Divorced: Off
	Single: Off
	MarriedCivil unionDomestic partnership: Off
	Employee: Off
	Employee and spousepartner in civil uniondomestic partner: Off
	Employee and children: Off
	Family: Off
	WAIVING COVERAGE skip to section V Waiver of group coverage: Off
	Name of employer group: 
	Weekly hours: 
	Active: Off
	Retired: Off
	Leave of absence: Off
	COBRAContinuation: Off
	End of employment: Off
	Death of employee: Off
	Entitlement to Medicare: Off
	Reduction in hours of employment: Off
	Divorce or legal separation: Off
	Loss of dependent child status: Off
	Hmong_2: Off
	German_2: Off
	Chinese_2: Off
	American Sign Language_2: Off
	Other_2: Off
	American Indian or Alaska Native_2: Off
	Asian_2: Off
	Black or African American_2: Off
	Native Hawaiian or Pacific Islander_2: Off
	White_2: Off
	Declines to answer_3: Off
	Unavailable_3: Off
	please specify_2: 
	Hispanic or Latino_2: Off
	Not Hispanic or Latino_2: Off
	Declines to answer_4: Off
	Unavailable_4: Off
	Have you or any dependent ever been insured by Quartz: Off
	If yes give subscriber name: 
	Dates previously covered by Quartz: 
	2 Will you or any of your dependents continue to have other insurance after the Quartz effective date of this policy: Off
	Names of insured: 
	Employer: 
	Insurance company: 
	Insurance company phone: 
	Effective date of coverage: 
	3 Are you or any family members enrolled in Medicare: Off
	Effective date Part A_2: 
	Effective date Part B_2: 
	Effective date Part C Medicare advantage_2: 
	Effective date Part D_2: 
	Age 65: Off
	Disability: Off
	End stage renal disease: Off
	Disability and ESRD: Off
	4 Are you or any dependent now disabled or unable to perform normal activities: Off
	Type of disability: 
	Date of disability: 
	5 Have you or any dependent incurred health claims in excess of 5000 during the last 24 months: Off
	Reason: 
	or intestinal disorder: Off
	You do not need to report HIV test results You only need to report testing diagnosis or treatment done by a physician or an: Off
	8 Are you or any dependents currently taking any medications: Off
	If yes please list the medications 1: 
	If yes please list the medications 2: 
	9 Are you or is any dependent listed above pregnant: Off
	If yes names: 
	Pregnancy due date: 
	10 Have you or has any listed dependent scheduled or had any surgeries in the last 12 months: Off
	Have you or has any listed dependent been hospitalized in the last 12 months: Off
	Reason for hospitalization or surgery: 
	11 Are you or any dependents listed above involved in a Workers Compensation case: Off
	If yes indicate family member involved and start dateaccident date: 
	Insurance company name: 
	Date: 
	Myself: Off
	Spousepartner in civil uniondomestic partner: Off
	Children or other eligible dependents: Off
	Iwe will be covered under another health benefit plan that is not sponsored by my employer: Off
	I certify that I have been given the opportunity to apply for the Quartz group health benefit plan coverage for which I am eligible I decline: Off
	Name of insurance co: 
	Other reason for waiving: 
	Date_2: 
	Employee First name: 
	Employee MI: 
	Employee SSN_1: 
	Employee SSN_2: 
	Employee SSN_3: 
	Employee Street address: 
	Employee Apt: 
	Employee City: 
	Employee State: 
	Employee ZIP code: 
	Employee County: 
	Employee Mailing address if different: 
	Employee State if different: 
	Employee Zip code if different: 
	Employee County if different: 
	Employee City if different: 
	Employee DOB - Month: 
	Employee DOB - Year: 
	Employee DOB - Day: 
	Employee Male: Off
	Employee Female: Off
	Married DP - Year: 
	Married DP - Month: 
	Married DP - Day: 
	Employee English: Off
	Employee Spanish: Off
	Employee Hmong: Off
	Employee German: Off
	Employee Chinese: Off
	Employee American Sign Language: Off
	Employee Language Other: Off
	Employee Langauge Other please specify: 
	Employee American Indian or Alaska Native: Off
	Employee Asian: Off
	Employee Black or African American: Off
	Employee Native Hawaiian or Pacific Islander: Off
	Employee White: Off
	Employee Race Declines to answer: Off
	Employee Race Unavailable: Off
	Employee Hispanic or Latino: Off
	Employee Not Hispanic or Latino: Off
	Employee Ethnicity Declines to answer: Off
	Employee Ethnicity Unavailable: Off
	Employee Primary phone number: 
	Employee Area Code: 
	Employee Cell Area Code: 
	Employee Cell phone number: 
	Employee Text SMS Yes: Off
	Employee Text SMS No: Off
	Employee Height Weight: 
	Employee Email: 
	Employee Primary care clinic name: 
	Employee Primary care clinic city: 
	HMO Plan: Off
	POS Plan: Off
	PPO Plan: Off
	HMO Plan Number: 
	POS Plan Number: 
	PPO Plan Number: 
	COBRA Effective date - Month: 
	COBRA Effective date - Day: 
	COBRA Effective date - Year: 
	Date Employed - Year: 
	Effective Date - Year: 
	Effective Date - Month: 
	Effective Date - Day: 
	Date Employed - Month: 
	Date Employed - Day: 
	Dependent 1 Last name: 
	Dependent 1 First name: 
	Dependent 1 MI: 
	Dependent 1 SSN_1: 
	Dependent 1 SSN_2: 
	Dependent 1 SSN_3: 
	Does Dependent 1 live at the same address as you?: Off
	Dependent 1 Mailing address: 
	Dependent 1 Apt: 
	Dependent 1 City: 
	Dependent 1 State: 
	Dependent 1 Zip code: 
	Dependent 1 County: 
	Dependent 1 Relationship to you: 
	Dependent 1 DOB - Month: 
	Dependent 1 DOB - Year: 
	Dependent 1 DOB - Day: 
	Dependent 1 Female: Off
	Dependent 1 Male: Off
	Dependent 1 Primary care clinic name: 
	Dependent 1 Primary care clinic city: 
	Dependent 1 English: Off
	Dependent 1 Spanish: Off
	Dependent 2 Last name: 
	Dependent 2 First name: 
	Dependent 2 MI: 
	Dependent 2 SSN_1: 
	Dependent 2 SSN_2: 
	Dependent 2 SSN_3: 
	Does Dependent 2 live at the same address as you?: Off
	Dependent 2 Mailing address: 
	Dependent 2 Apt: 
	Dependent 2 City: 
	Dependent 2 State: 
	Dependent 2 ZIP code: 
	Dependent 2 County: 
	Dependent 2 Relationship to you: 
	Dependent 2 DOB - Month: 
	Dependent 2 DOB - Day: 
	Dependent 2 DOB - Year: 
	Dependent 2 Male: Off
	Dependent 2 Female: Off
	Dependent 2 Primary care clinic name: 
	Dependent 2 Primary care clinic city: 
	Dependent 2 Hmong: Off
	Dependent 2 Spanish: Off
	Dependent 2 English: Off
	Dependent 2 German: Off
	Dependent 2 Chinese: Off
	Dependent 2 American Sign Language: Off
	Dependent 2 Language Other: Off
	Dependent 2 Language Other please specify: 
	Dependent 2 Asian: Off
	Dependent 2 American Indian or Alaska Native: Off
	Dependent 2 Black or African American: Off
	Dependent 2 Native Hawaiian or Pacific Islander: Off
	Dependent 2 White: Off
	Dependent 2 Race Declines to answer: Off
	Dependent 2 Race Unavailable: Off
	Dependent 2 Hispanic or Latino: Off
	Dependent 2 Not Hispanic or Latino: Off
	Dependent 2 Ethnicity Declines to answer: Off
	Dependent 2 Ethnicity Unavailable: Off
	Dependent 3 Last name: 
	Dependent 3 First name: 
	Dependent 3 MI: 
	Dependent 3 SSN_1: 
	Dependent 3 SSN_2: 
	Dependent 3 SSN_3: 
	Does Dependent 3 live at the same address as you?: Off
	Dependent 3 Relationship to you: 
	Dependent 3 Primary care clinic city: 
	Dependent 3 Primary care clinic name: 
	Dependent 3 DOB - Month: 
	Dependent 3 DOB - Day: 
	Dependent 3 DOB - Year: 
	Dependent 3 Male: Off
	Dependent 3 Female: Off
	Dependent 3 English: Off
	Dependent 3 Spanish: Off
	Dependent 3 Hmong: Off
	Dependent 3 German: Off
	Dependent 3 Chinese: Off
	Dependent 3 American Sign Language: Off
	Dependent 3 Language Other: Off
	Dependent 3 Language Other please specify: 
	Dependent 3 American Indian or Alaska Native: Off
	Dependent 3 Asian: Off
	Dependent 3 Black or African American: Off
	Dependent 3 Native Hawaiian or Pacific Islander: Off
	Dependent 3 White: Off
	Dependent 3 Race Declines to answer: Off
	Dependent 3 Race Unavailable: Off
	Dependent 3 Hispanic or Latino: Off
	Dependent 3 Not Hispanic or Latino: Off
	Dependent 3 Ethnicity Declines to answer: Off
	Dependent 3 Ethnicity Unavailable: Off
	Dependent 4 Last name: 
	Dependent 4 First name: 
	Dependent 4 MI: 
	Dependent 4 SSN_1: 
	Dependent 4 SSN_2: 
	Dependent 4 SSN_3: 
	Does Dependent 4 live at the same address as you?: Off
	Dependent 4 Mailing address: 
	Dependent 4 Apt: 
	Dependent 4 City: 
	Dependent 4 State: 
	Dependent 4 ZIP code: 
	Dependent 4 County: 
	Dependent 3 County: 
	Dependent 3 Apt: 
	Dependent 3 City: 
	Dependent 3 State: 
	Dependent 3 ZIP code: 
	Dependent 3 Mailing address: 
	Dependent 4 Relationship to you: 
	Dependent 4 DOB - Month: 
	Dependent 4 DOB - Day: 
	Dependent 4 DOb - Year: 
	Dependent 4 Male: Off
	Dependent 4 Female: Off
	Dependent 4 Primary care clinic name: 
	Dependent 4 Primary care clinic city: 
	Dependent 4 English: Off
	Dependent 4 Spanish: Off
	Dependent 4 Hmong: Off
	Dependent 4 German: Off
	Dependent 4 Chinese: Off
	Dependent 4 American Sign Language: Off
	Dependent 4 Language Other: Off
	Dependent 4 Language Other please specify: 
	Dependent 4 American Indian or Alaska Native: Off
	Dependent 4 Asian: Off
	Dependent 4 Black or African American: Off
	Dependent 4 Native Hawaiian or Pacific Islander: Off
	Dependent 4 White: Off
	Dependent 4 Race Declines to answer: Off
	Dependent 4 Race Unavailable: Off
	Dependent 4 Hispanic or Latino: Off
	Dependent 4 Not Hispanic or Latino: Off
	Dependent 4 Ethnicity Declines to answer: Off
	Dependent 4 Ethnicity Unavailable: Off
	Dependent 5 First name: 
	Dependent 5 Last name: 
	Dependent 5 MI: 
	Dependent 5 SSN_1: 
	Dependent 5 SSN_2: 
	Dependent 5 SSN_3: 
	Does Dependent 5 live at the same address as you?: Off
	Dependent 5 Mailing address: 
	Dependent 5 Apt: 
	Dependent 5 City: 
	Dependent 5 State: 
	Dependent 5 Zip code: 
	Dependent 5 County: 
	Dependent 5 Relationship to you: 
	Dependent 5 DOB - Month: 
	Dependent 5 DOB - Day: 
	Dependent 5 DOB - Year: 
	Dependent 5 Male: Off
	Dependent 5 Female: Off
	Dependent 5 Primary care clinic name: 
	Dependent 5 Primary care clinic city: 
	Dependent 5 English: Off
	Dependent 5 Spanish: Off
	Dependent 5 Hmong: Off
	Dependent 5 German: Off
	Dependent 5 American Sign Language: Off
	Dependent 5 Chinese: Off
	Dependent 5 Language Other: Off
	Dependent 5 Language Other please specify: 
	Dependent 5 American Indian or Alaska Native: Off
	Dependent 5 Asian: Off
	Dependent 5 Black or African American: Off
	Dependent 5 Native Hawaiian or Pacific Islander: Off
	Dependent 5 White: Off
	Dependent 5 Race Declines to answer: Off
	Dependent 5 Race Unavailable: Off
	Dependent 5 Hispanic or Latino: Off
	Dependent 5 Not Hispanic or Latino: Off
	Dependent 5 Ethnicity Declines to answer: Off
	Dependent 5 Ethnicity Unavailable: Off
	Dependent 6 Last name: 
	Dependent 6 First name: 
	Dependent 6 MI: 
	Dependent 6 SSN_1: 
	Dependent 6 SSN_2: 
	Dependent 6 SSN_3: 
	Does Dependent 6 live at the same address as you?: Off
	Dependent 6 Mailing address: 
	Dependent 6 Apt: 
	Dependent 6 City: 
	Dependent 6 State: 
	Dependent 6 Zip code: 
	Dependent 6 County: 
	Dependent 6 Relationship to you: 
	Dependent 6 DOB - Month: 
	Dependent 6 DOB - Day: 
	Dependent 6 DOB - Year: 
	Dependent 6 Male: Off
	Dependent 6 Female: Off
	Dependent 6 Primary care clinic name: 
	Dependent 6 Primary care clinic city: 
	Dependent 6 English: Off
	Dependent 6 Spanish: Off
	Dependent 6 Hmong: Off
	Dependent 6 German: Off
	Dependent 6 Chinese: Off
	Dependent 6 American Sign Language: Off
	Dependent 6 Language Other: Off
	Dependent 6 Language Other please specify: 
	Dependent 6 American Indian or Alaska Native: Off
	Dependent 6 Asian: Off
	Dependent 6 Black or African American: Off
	Dependent 6 Native Hawaiian or Pacific Islander: Off
	Dependent 6 White: Off
	Dependent 6 Race Declines to answer: Off
	Dependent 6 Race Unavailable: Off
	Dependent 6 Hispanic or Latino: Off
	Dependent 6 Not Hispanic or Latino: Off
	Dependent 6 Ethnicity Declines to answer: Off
	Dependent 6 Ethnicity Unavailable: Off
	Subscriber #: 
	Group #: 
	Medicare Name 1: 
	Medicare Name 2: 
	Medicare 2 #: 
	Medicare 1 #: 
	Effective date Part A_1: 
	Effective date Part B_1: 
	Effective date Part C Medicare advantage_1: 
	Effective date Part D_1: 
	If yes name of person disabled or unable to perform normal activity: 
	If yes name of person incurred health claims in excess of 5k: 


