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EMPLOYER AT ANY TIME SHALL NOT OPERATE AS A WAIVER OR ESTOPPEL WITH RESPECT TO ANY PROVISION OF THE GROUP CONTRACT,
INCLUDING THE PROVISIONS CONCERNING ME OR MY DEPENDENTS' ELIGIBILITY. | HEREBY CERTIFY THAT THE FOREGOING STATEMENTS,
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PRE-EXISTING CONDITIONS EXCLUSIONARY PERIOD

This plan imposes a pre-existing condition exclusion. This means that if you have a medical condition before coming to
our plan, you might have to wait a certain period of time before the plan will provide coverage for that condition. This
exclusion applies only to conditions for which medical advice, diagnosis, care or treatment was recommended or
received within a six-month period. Generally, this six-month period ends the day before your coverage becomes
effective. However, if you were in a waiting period for coverage, the six-month period ends on the day before the
waiting period begins. The preexisting condition exclusion does not apply to pregnancy or to a child who is enrolled in
the plan within 30 days after birth, adoption or placement for adoption.

Please note that, due to 2010 Health Care Reform legislation, effective upon renewal of your employer’s plan
on or after 09/23/10, dependents under the age of 19 will no longer be subject to a Pre-Existing Condition
Exclusionary Period.

This exclusion may last up to 12 months (18 months if you are a late enrollee) from your first day of coverage, or, if you
were in a waiting period, from the first day of your waiting period. However, you can reduce the length of this exclusion
period by the number of days of your prior “creditable coverage.” Most prior health coverage is creditable coverage
and can be used to reduce the pre-existing condition exclusion if you have not experienced a break in coverage of at
least 63 days. To reduce the 12-month (or 18-month) exclusion period by your creditable coverage, you should give us
a copy of any certificates of creditable coverage you have. If you do not have a certificate, but you do have prior health
coverage, we will help you obtain one from your prior plan or issuer. There are also other ways that you can show you
have creditable coverage. Please contact us if you need help demonstrating creditable coverage.

All questions about the pre-existing condition exclusion and creditable coverage should be directed to Eligibility
Department, Planned Administrators, Incorporated, P.O. Box 6927, Columbia, South Carolina 29260, or call us at:
(800) 768-4375 or (803) 462-0151.



	EMPLOYER: 
	GROUP: 
	LOCATION: 
	EMPLOYEE NAME: 
	SOCIAL SECURITY: 
	DATE OF BIRTH: 
	DATE EMPLOYED: 
	RELATIONSHIP: 
	NAME: 
	NAME_2: 
	RELATIONSHIP_2: 
	NAME_3: 
	RELATIONSHIP_3: 
	SPOUSE DOMESTIC PARTNER: 
	First Name, SPOUSE DOMESTIC PARTNER: 
	Social Security #, SPOUSE DOMESTIC PARTNER: 
	Date of Birth, SPOUSE DOMESTIC PARTNER: 
	Gender M  F, SPOUSE DOMESTIC PARTNER: 
	CHILD: 
	First Name, CHILD: 
	Social Security #, CHILD: 
	Date of Birth, CHILD: 
	Gender M  F, CHILD: 
	CHILD_2: 
	First Name, CHILD_2: 
	Social Security #, CHILD_2: 
	Date of Birth, CHILD_2: 
	Gender M  F, CHILD_2: 
	CHILD_3: 
	First Name, CHILD_3: 
	Social Security #, CHILD_3: 
	Date of Birth, CHILD_3: 
	Gender M  F, CHILD_3: 
	CHILD_4: 
	First Name, CHILD_4: 
	Social Security #, CHILD_4: 
	Date of Birth, CHILD_4: 
	Gender M  F, CHILD_4: 
	EFFECTIVE DATE OF CHANGE: 
	NAME CHANGE FROM: 
	TO: 
	BENEFICIARY CHANGE TO: NAME: 
	RELATIONSHIP_4: 
	CHANGE LIFE VOLUME FROM: 
	TO_2: 
	DATE: 
	If YES: … MEDICARE Effective Date: 
	Health Insurance Claim Number HICN: 
	A  Family Member’s Name: 
	and Social Security: 
	B  Name of Insurance Co: 
	Policy: 
	Effective Date: 
	C  Family Member’s Employer: 
	D  List Names of Covered Persons  1: 
	2: 
	3: 
	4: 
	Date: 
	Date_2: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Address: 
	City: 
	State: 
	Zip: 
	MI: 
	MI2: 
	MI3: 
	MI4: 
	MI5: 
	CovEffDt: 


