Other Coverage Information Form

Group#:
Enrollee Name: Q Actively Working
Member ID #: Q Retired: Date of Retirement___/ /

O Disabled-Working |:| Disabled-Not Working

Have you, your spouse, or any dependents covered under this AultCare plan had any other Medical, Dental, Vision,
RX, or Medicare coverage in the past 24 months?

No: The rest of the form does not need to be completed, please sign & date second page & return to AultCare.
[] Yes: Please complete entire form, sign, date, and return to AultCare.

PART 1 ENROLLEE INFORMATION

Do you have health insurance in which you are the enrollee/policyholder other than this AultCare plan?

QO No ™ Previous carrier termination date___/ / O Yes ™ complete below.
Is OTHER coverage: QO Active plan Q Retiree plan QO COBRA 0 Individual Plan QO Medicare
Insurance Name: Group# Effective Date: / /

Current Employer Name:
Who is covered under OTHER plan?
Check coverage(s): O MEDICAL O DENTAL Q VISION Q PRESCRIPTION Q SUPPLEMENTAL

PART 2 SPOUSE INFORMATION-COMPLETE IF MARRIED

Spouse’s name Date of Birth / / Date of Marriage / /
Is spouse employed? Q No OYes = Employer
Does spouse have other coverage?

Q No™= QOPart time Q Benefits not offered QUnemployed QSelf employed QOCost

QOWaiting period Eligible for coverage / / Q Prior coverage terminated:date ___/ /
OYes = |s OTHER coverage: O Active plan QO Retiree plan 0O COBRA Q Individual Plan O Medicare
Policyholder’s Name ID# Group #
Insurance Name Effective Date: / /

Who is covered under spouse’s plan?
Check coverage(s): Q MEDICAL O DENTAL Q VISION O PRESCRIPTION O SUPPLEMENTAL

PART 3 CHILDREN INFORMATION-if additional space is needed, complete on the back of form.

Children’s first and last names Relationship
ONatural child of enrollee & spouse ONatural child of enrollee ™ Part
a élNaturaI child of spouse™»Part 4 QOther =) Part
EINaturaI child of enrollee & spouse ONatural child of enrollee ™»Part
b. ZElINaturaI child of spouse™Part 4 QOther =) Part
4
c ZElINaturaI child of enrollee & spouse ONatural child of enrollee ™»Part




QNatural child of spouse™»Part 4 QOther = Part
q
ONatural child of enrollee & spouse QONatural child of enrollee ™ Part
q
d. ONatural child of spouse ™ Part 4 QOther =) Part
q
**  For any children age 18 or older who have insurance coverage other than
through a natural/step parent, please complete part 4A.  **

Group#:

Enrollee Name:

Member ID #:

PART 4 DIVORCED, LEGALLY SEPARATED, SINGLE PARENT OR OTHER
***Please complete all information in this section for each child covered under your plan who have a different
biological parent other than the enrollee & spouse listed on the first page. If not previously provided, court
documentation and/or divorce decrees must be submitted to AultCare in order to accurately update your records***
Child ’s name

Is their address the same as the enrollee? QYes OQNo ™ provide address

If 17 or older, please provide date of graduation from high school
Name of other biological/adoptive parent Parent’s Date of Birth / /

Other Parent’s address
Does child(ren) have insurance coverage other than this AultCare plan? O Yes QNo

Same as spouse’s coverage? OYes UONo ™»complete below
Policyholder’s Name Relationship to child
Insurance Name Effective Date: / / Term date: / /
Check coverage(s): @ MEDICAL Q DENTAL QVISION QPRESCRIPTION O SUPPLEMENTAL

PART 4A CHILDREN WITH INSURANCE COVERAGE OTHER THAN A PARENT’S PLAN
Child ’s name

Is insurance coverage available through adult child’s employer? Q Yes O No
Policyholder’s Name Relationship to child
Insurance Name Effective Date: / / Term date: / /
Check coverage(s): d MEDICAL QO DENTAL QVISION QPRESCRIPTION Q SUPPLEMENTAL

PART 5 MEDICARE INFORMATION-PLEASE COMPLETE FOR ALL MEDICARE RECIPIENTS
Name Name

Part A Effective Date / / Part A Effective Date / /

Part B Effective Date / / Part B Effective Date / /

Part D Effective Date / / Part D Effective Date / /

Reason for Medicare coverage: Reason for Medicare coverage:

Q Age 65 or older Q1 Disabled O Age 65 or older Q Disabled

Q End Stage Renal Disease (ESRD) O End Stage Renal Disease (ESRD)

Date dialysis treatment began / / Date dialysis treatment began / /

Dialysis started in a: QFacility QSelf/Home dialysis Dialysis started in a: QFacility QSelf/Home dialysis
Date of kidney transplant / / Date of kidney transplant / /

Insurance Fraud Warning: “Any person who, with intent to defraud or knowing that he is facilitating a fraud against
an insurer, submits an application or files any claim containing false or deceptive statements is guilty of insurance
fraud.”

Enrollee’s signature Date




Enrollee’s phone number Email
AULTCARE
ATTN: COB
PO BOX 6910
CANTON OH 44706
FAX 330-363-7746
Note: If any changes occur during the year, please notify the Service Center at 330-363-6360 or 1-800-344-8858.

AultCare/Aultra Notice Tag Lines for the State of Ohio
English
This Notice has Important Information. This notice has important information about your application or coverage through AultCare /Aultra.
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 Local: 330.363.6360 Outside Stark County: 1.800.344.8858 TTY
Local: 330.363.2393 Outside Stark County: 1.866.633.4752

Spanish

Espatiol

Este Aviso contiene informacién importante. Este aviso contiene informacioén importante acerca de su solicitud o cobertura a través
AultCare/Aultra. 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 informacion y ayuda en su idioma sin
costo alguno. Llame al Local : 330.363.6360 Fuera del condado de Stark : 1.800.344.8858 TTY Local : 330.363.2393 Fuera del condado
de Stark : 1.866.633.4752

Chinese

KL%DEEEE’JJLW ABAERANRIEE B AutCare/AultrafRBR 2N T 1R3TH SR H’JE%R,W REREANEINANEE ZH -1
o ToIEEREEEI A aIRETE), DUREBErIGERRR S E B R, Mﬁff EF| 6 B LU I sB a8 A SAIEE), ZRE
ST A : 330.363.6360 ERIESEEES, 1 1.800.344.8858 TTYHR A : 330.363.2393HME555%4F : 1.866.633.47520

German

Deutsche

Diese Benachrichtigung enthilt wichtige Informationen. Diese Benachrichtigung enthilt wichtige Informationen beziiglich Thres Antrags auf
Krankenversicherungsschutz durch AultCare/Aultra. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kdnnten bis zu
bestimmten Stichtagen handeln miissen, um Thren Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das Recht,
kostenlose Hilfe und Informationen in Threr Sprache zu erhalten. Rufen Sie an unter Local: 330.363.6360 Auflerhalb von Stark County :
1.800.344.8858 TTY —Linie Local: 330.363.2393 Auflerhalb von Stark County : 1.866.633.4752.

Arabic
s g d
AultCare/Aultra OL,?LQE& UL [ 3egdlsed suapddiidba suag s o Slasdeailel] 1% s szsiple Slasdeailel] (13 557
Sl sdgdlsde s soag disd S agildipiss i Il g palickgousdebicie ddgrig ol o) [ 1 gl 20ledt ) 1 gt b Jiegl sdlog o
&)l sgaldez IF 3932.363.033 15z I TY LJ8588.443.008.1: & )l sgaldaz JlF 0636.363.033-wduabscadedoyygh oa log gl ad s
2574.336.668.1:

Pennsylvania Dutch

Deitsch

Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder Coverage mit
AultCare/Aultra. Geb Acht fer wichdiche Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an beschtimmde
Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht fer die Information un Hilf in
deinre eegne Schprooch griege, un die Hilf koschtet nix Local: 330.363.6360 Aufierhalb von Stark County : 1.800.344.8858 TTY —Linie
Local: 330.363.2393 Auflierhalb von Stark County : 1.866.633.4752.

Russian

pycckuit

Hacrosiee yBenomiieHre COIEDKUT BaXKHVIO HHMDODMAIIHIO. DTO VBEIOMIIEHHE COJEPKUT BAKHYIO HH(POPMAIIHIO O BaIlleM 3asIBICHUN WIIH
CcTpaxoBOM MOKpbITUH uepe3 CTtpaxoBasi komnanus AultCare/Aultra. [TocmoTpuTe Ha KIIOUEBbIE AAThl B HACTOSILEM YBEAOMJICHUH. Bawm,
BO3MOJKHO, IIOTPEOYETCS IPUHATH MEPHI K ONPEACIICHHBIM MPECIBbHBIM CPOKAM ISl COXPAHEHHUS CTPAXOBOTO IMOKPHITHS WJIH TIOMOIIH C
pacxomamu. Bwl MMeeTe npaBo Ha OecIIaTHOE MOJVUSeHHE 3TOH HHMOPMAIIMK 1 TTOMOIIb Ha BallleM SI3bIke. 3BOHUTE 10 TelieoHy MecTHBII:
330.363.6360 Bue Crapka County : 1.800.344.8858 TTY nunust Mecrusiii: 330.363.2393 Bue Crapka County : 1.866.633.4752.

French

Frangais

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par l'intermédiaire de
Compagnie d'Assurance AultCare/Aultra. 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 colits. Vous avez le droit d'obtenir cette information et de 1’aide dans
votre langue a aucun cott. Appelez Locale: 330.363.6360 En dehors du comté de Stark : 1.800.344.8858 ligne ATS Local : 330.363.2393
En dehors du comté de Stark : 1.866.633.4752



Vietnamese

Viét Nam

Théne bao nav cung can thong tin auan trong. Thong bao nay c6 thong tin quan trong ban vé don nop hodc hop ddng bao hiém qua chuong
trinh Céng ty Bdo hiém AultCare/Aultra. Xin xem ngay then chot trong thong béo nay. Quy vi co thé phai thuc hién theo théng bao dung
trong thoi han dé duy tri bao hiém strc khée hodc dugc trg trip thém ve chi phi. Quy vi c6 quyén duoc biét thong tin nay va dugc trg gitip bang
ngon ngir cia minh mién phi. Xin goi so Pia phwong: 330.363.6360 Bén ngoai ctia Stark County : 1.800.344.8858 TTY dwong day Dia
phwong: 330.363.2393 Bén ng oai cia Stark County : 1.866.633.4752.

Cushite-Oromo

Beeksisni kun odeeffannoo barbaachisaa qaba. Beeksisti kun sagantaa yookan karaa AultCare/Aultra tiin tajaajila keessan ilaalchisee
odeeffannoo barbaachisaa qaba. Guyyaawwan murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltiidhaan deeggaramuuf yookan
tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa haala

ta’een afaan keessaniin odeeffannoo argachuu fi deeggarsa argachuuf mirga ni qabaattu. Lakkoofsa bilbilaa Local: 330.363.6360 Outside of
Stark County: 1.800.344.8858 TTY Line Local: 330.363.2393 Outside of Stark County: 1.866.633.4752 tii bilbilaa.

Korean
?_F-E.‘Oi

XMoo= 528t HE7F E0{ J&LICEH & Ol SX|IME FHstel Mo #5101 I 2| T AultCare/Aultra 28] S|AL A& 2 S8t
71EHEIX| of &t MEE T &5t U&LICH 8 SX|MoM sAl0| EIE dmES Ao fA. Fete FlEtel A AHHEIXIE
A& +XI5 FHLF HI&S HZsH7| s L8 ot Lk x| ZX|E FsHoF & 2t U2 &= UELICEH ?IEFE OIEig._F MEQ}
E%%ﬂﬁﬂ%ﬂimg$%%m%%#%Eﬁﬂﬂ%guﬂ X : 330.363.6360 AEF3 FF2E| o] 2|8 : 1.800.344.8858 TTY
22! X124 : 330.363.2393 AEl3 FIRE| o] 2|8 : 1.866.633.4752 2 A& 6l AA|I2.
Italian
Italiano

Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso AultCare/Aultra. Cerca le date chiave in questo
avviso. Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti di mantenere la tua copertura o
sovvenzione. Hai il diritto di ottenere aueste informazioni e assistenza nella tua lingua gratuitamente. Chiama Locale: 330.363.6360 Al di
fuori di Stark County : 1.800.344.8858 TTY linea Locale: 330.363.2393 Al di fuori di Stark County : 1.866.633.4752.

Japanese
HAE
COBACFEEZERBEHRNASENTVET, CO@EA(C(FAultCare/AultrafRbRE4t DERFEF I (SFHEEHFH (CRE T IEERFHRN
BFENTVET, COBHICERHSN TCVDEEREMNZCHRIZSU, 1LF1§'<B%’(‘37%#4*3‘/‘|'\ NEHEF g D(C(F A= mHE

A7~ {SFhAEH =Nt IFrSNMBEA R E N/ RUBN=EZA/ITC FRIEIR S HR - kh\ﬂ##‘l‘/‘iﬂfﬂ:éh@s@'o 330.363.6360
ARI—IBPDH : 1.800.344.8858 TTY S > O—HJL : 330.363.2393 RS —DIEBDH : 1.866.633.4752F THEELSEEL ),

Dutch

Nederlands

Deze mededeling heeft belangrijke informatie. Deze mededeling heeft belangrijke informatie over uw aanvraag of dekking via AultCare
/Aultra. Kijk naar belangrijke datums in deze mededeling. Het kan nodig zijn om actie te ondernemen binnen bepaalde termijnen om uw
zorgverzekering te behouden of hulp met kosten te kriigen. U heeft het recht op deze informatie en hulp in uw taal zonder kosten. Bel Local :
330.363.6360 Buiten Stark County : 1.800.344.8858 TTY Line Local : 330.363.2393 Buiten Stark County : 1.866.633.4752.

Ukrainian

YKpaiHChKUH

e MOBIAOMIICHHS MICTHTh BaXJIUBY 1H(POPMAIIIFO. He MOBITOMJICHHSI MICTUTh BXKJIUBY iH(OpMAIiO npo Baiue 3BepHeHHS 010
CTpaxyBajbHOro NOKpHTTs 4epe3 Crpaxosa kommnais AultCare/Aultra. 3BepH1TL yBary Ha KIKO40BI JaTH, BKa3aHi y [bOMY MOBIJIOMJICHHI.
Icrye iMoBipHICTB TOTO, 10 Bam Tpeba Oyze 31iCHATH EBHI KPOKH y KOHKPETHI KiHIEBI CTPOKH JUIst TOTO, 100 30epertu Bawe mennane
cTpaxyBaHHs a00 oTpuMmaTh (iHAHCOBY fomoMory. Y Bac € mpaBo Ha orpuManHs i€l iHdbopmariii Ta 1oroMoru 6e3koITOBHO Ha Barriit
piaHii MOBi. JI3BOHITH 32 HOMepoM Tenedony MicueBwuii : 330.363.6360 ITo3a Crapka County : 1.800.344.8858 TTY Jinist Micuesmii :
330.363.2393 I1o3a Crapka County : 1.866.633.4752.

Romanian

Romana

Prezenta notificare contine informatii importante. Aceasta notificare contine informatii importante privind cererea sau acoperirea asigurarii
dumneavoastre de sanatate prin Compania de Asigurari AultCare/Aultra. Cautati datele cheie din aceasta notificare. Este posibil sd fie
nevoie sa actionati pana la anumite termene limitd pentru a va mentine acoperirea asigurarii de sanatate sau asistenta privitoare la costuri. Aveti
dreptul de a obtine gratuit aceste informatii si ajutor in limba dumneavoastra. Sunati la Locale : 330.363.6360 In afara Stark Judet :
1.800.344.8858 TTY linie Locale : 330.363.2393 In afara Stark Judet : 1.866.633.4752.

Non-Discrimination Notice:
AultCare/Aultra complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. AultCare/Aultra does not exclude people or treat them differently because of race, color, national origin, age, disability, or
sex. AultCare/Aultra provides free aids and services to people with disabilities to communicate effectively with us, such as: Qualified sign
language interpreters and written information in other formats (large print, audio, accessible electronic formats, other formats). AultCare/Aultra
provides free language services to people whose primary language is not English, such as: Qualified interpreters and information written in
other languages.



If you need these services, or if you believe that AultCare/Aultra 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 contact or file a grievance with the: AultCare/Aultra Civil Rights
Coordinator, 2600 6" St. S.W. Canton, OH 44710, 330-363-7456, CivilRightsCoordinator@aultcare.com. You can file a grievance in person or
by mail, fax, or email. If you need help filing a grievance, our Civil Rights staff is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



	undefined: 
	undefined_2: 
	Actively Working: Off
	Retired Date of Retirement: Off
	DisabledWorking: Off
	DisabledNot Working: 
	Yes Please complete entire form sign date and return to AultCare: 
	undefined_3: 
	undefined_4: 
	Is OTHER coverage: Off
	Active plan: Off
	Retiree plan: Off
	COBRA: Off
	Individual Plan: Off
	Medicare: Off
	Insurance Name: 
	Group: 
	Effective Date: 
	undefined_5: 
	undefined_6: 
	Current Employer Name: 
	Who is covered under OTHER plan: 
	Check coverages: 
	MEDICAL: Off
	DENTAL: Off
	VISION: Off
	PRESCRIPTION: Off
	SUPPLEMENTAL: Off
	Spouses name: 
	Date of Birth: 
	undefined_7: 
	undefined_8: 
	Date of Marriage: 
	undefined_9: 
	undefined_10: 
	Employer: 
	Does spouse have other coverage: Off
	No_3: Off
	Part time: Off
	Benefits not offered: Off
	Unemployed: Off
	Self employed: Off
	Cost: Off
	Eligible for coverage: 
	undefined_11: 
	undefined_12: 
	undefined_13: 
	undefined_14: 
	Waiting period: Off
	Prior coverage terminateddate: Off
	Yes_3: Off
	Active plan_2: Off
	Retiree plan_2: Off
	COBRA_2: Off
	Individual Plan_2: Off
	Medicare_2: Off
	Policyholders Name: 
	ID: 
	Group_2: 
	Insurance Name_2: 
	Effective Date_2: 
	undefined_15: 
	undefined_16: 
	Who is covered under spouses plan: 
	Check coverages_2: 
	MEDICAL_2: Off
	DENTAL_2: Off
	VISION_2: Off
	PRESCRIPTION_2: Off
	SUPPLEMENTAL_2: Off
	a: 
	Natural child of enrollee  spouse: Off
	Natural child of spouse: Off
	Natural child of enrollee: Off
	Other: Off
	Part: 
	b: 
	Natural child of enrollee  spouse_2: Off
	Natural child of spouse_2: Off
	Natural child of enrollee_2: Off
	Other_2: Off
	Part_2: 
	c: 
	Natural child of enrollee  spouse_3: Off
	Natural child of enrollee_3: Off
	Natural child of spouse_3: Off
	Other_3: Off
	Part_3: 
	d: 
	Natural child of enrollee  spouse_4: Off
	Natural child of spouse_4: Off
	Natural child of enrollee_4: Off
	Other_4: Off
	Part_4: 
	PART 4: 
	DIVORCED LEGALLY SEPARATED SINGLE PARENT OR OTHER: 
	Child s name: 
	Is their address the same as the enrollee: Off
	provide address: 
	If 17 or older please provide date of graduation from high school: 
	Name of other biologicaladoptive parent: 
	Parents Date of Birth: 
	undefined_17: 
	undefined_18: 
	Other Parents address: 
	Does children have insurance coverage other than this AultCare plan: Off
	No_6: Off
	Yes_6: Off
	Policyholders Name_2: 
	Relationship to child: 
	Insurance Name_3: 
	Effective Date_3: 
	undefined_19: 
	undefined_20: 
	Term date: 
	undefined_21: 
	undefined_22: 
	MEDICAL_3: Off
	DENTAL_3: Off
	VISION_3: Off
	PRESCRIPTION_3: Off
	SUPPLEMENTAL_3: Off
	PART 4A: 
	CHILDREN WITH INSURANCE COVERAGE OTHER THAN A PARENTS PLAN: 
	Child s name_2: 
	Is insurance coverage available through adult childs employer: Off
	Policyholders Name_3: 
	Relationship to child_2: 
	Insurance Name_4: 
	Effective Date_4: 
	undefined_23: 
	undefined_24: 
	Term date_2: 
	undefined_25: 
	undefined_26: 
	MEDICAL_4: Off
	DENTAL_4: Off
	VISION_4: Off
	PRESCRIPTION_4: Off
	SUPPLEMENTAL_4: Off
	Name: 
	Name_2: 
	Part A Effective Date: 
	undefined_27: 
	undefined_28: 
	Part A Effective Date_2: 
	undefined_29: 
	undefined_30: 
	Part B Effective Date: 
	undefined_31: 
	undefined_32: 
	Part B Effective Date_2: 
	undefined_33: 
	undefined_34: 
	Part D Effective Date: 
	undefined_35: 
	undefined_36: 
	Part D Effective Date_2: 
	undefined_37: 
	undefined_38: 
	Age 65 or older: Off
	Disabled: Off
	Age 65 or older_2: Off
	Disabled_2: Off
	End Stage Renal Disease ESRD: Off
	End Stage Renal Disease ESRD_2: Off
	Date dialysis treatment began: 
	undefined_39: 
	undefined_40: 
	Date dialysis treatment began_2: 
	undefined_41: 
	undefined_42: 
	Facility: Off
	SelfHome dialysis: Off
	Facility_2: Off
	SelfHome dialysis_2: Off
	Date of kidney transplant 1: 
	Date of kidney transplant 2: 
	undefined_43: 
	undefined_44: 
	Date of kidney transplant: 
	undefined_45: 
	undefined_46: 
	Date: 
	Enrollees phone number: 
	Email: 
	Signature1_es_:signer:signature: 
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Text2: 
	Text3: 
	Text4: 


