NMSN 05/12/2015

) NATIONAL MEDICAL SUPPORT NOTICE - PART A
NOTICE TO WITHHOLD FOR HEALTH CARE COVERAGE

This Notice is issued under section 466(a)(19) of the Social Security Act, section 609(a)(5)(C) of the Employee
Retirement Income Security Act of 1974 (ERISA), and for State and local government and church plans,
sections 401(e) and (f) of the Child Support Performance and Incentive Act of 1998. Receipt of this Notice from
the Issuing Agency constitutes receipt of a Medical Child Support Order under applicable law. The information
on the Custodial Parent and Child(ren) contained on this page is confidential and should not be si ‘red or
disclosed with the employee. NOTE: For purposes of this form, the Custodial Parent may also be the en: loyee
when the State opts to enforce against the Custodial Parent.

Issuing Agency: Court or Administrative Authority:
Issuing Agency Address:
Medical Support Unit Order Date:
PO Box 15369 Order Identifier:
Albany NY 12212-5369 Document Tracking dentifier:
Notice Date: Employer website: hildsupport. v.gov
CSE Agency Case Identifier: See NMSN Instruct. as:
Telephone Number: 888-208-4485 http://www.acf.hhs.g #orogra¢ .s/css/resource/national-
FAX Number: 518-320-1081 medical-support-notice-i<
RE: [
Employer/Withholder’s Federal EIN Number Empl e« 5 Name¢ “Last, First, MI)
Employer/Withholder’s Name Employet SN Security Number
Employer/Withholder’s Address Employee’s Mailing Address
Custodial Parent’s Name (Last, First, MI) - Substituted Official/Agency Name
Custodial Parent’s Mailing Address Substituted Official/Agency Address

(Required if Custodial Parent’s mailing address is left blank)

Child(ren)’s Mailing # ' fe?(h fara= rom Custodial

Parent’s)
Name and Telé nones a?epl\ entative of the Child(ren) Mailing Address of a Representative of the Child(ren)
«_ ld(rep’ ~Name(s) Gender DOB SSN Rec. No.

The order requires the child(ren) to be enrolled in X all health coverages available; or only the following
coverage(s): [_] Medical; [_] Dental; [_] Vision; [_] Prescription drug; [_] Mental health; [_] Other (specify):

THE PAPERWORK REDUCTION ACT OF 1995 (P.L. 104-13) Public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time
reviewing instructions, gathering and maintaining the data needed, and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond

to, a collection of information unless it displays a currently valid OMB control number. OMB control number: 0970-0222 Expiration Date: 08/31/2016.
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NMSN 05/12/2015
LIMITATIONS ON WITHHOLDING

The total amount withheld for both cash and medical support cannot exceed % of the employee’s
aggregate disposable weekly earnings. The employer may not withhold more under this National Medical
Support Notice than the lesser of:

1. The amounts allowed by the Federal Consumer Credit Protection Act (15 U.S.C., section 1673(b));

2. The amounts allowed by the State of the employee’s principal place of employment; or

3. The amounts allowed for health insurance premiums by the child support order, as* dicate.
here:

The Federal limit applies to the aggregate disposable weekly earnings (ADWE). < YWE is" 2 net income
left after making mandatory deductions such as State, Federal, local« ..c.. Socic »Security taxes; and
Medicare taxes. As required under section 2.b.2 of the Employer Resp/ isibilities” 2 pa. %4, complete item
5 of the Employer Response to notify the Issuing Agency that enrollr; »nt cannot £ .completed because of
prioritization or limitations on withholding.

PRIORITY OF WITHHOLDING

If withholding is required for employee contributions to { 1e ¢ more plans under this notice and for a
support obligation under a separate notice and available finc 2« e insy 'icient for withholding for both cash
and medical support contributions, the employer mus withhc: w222t ants for purposes of cash support and
medical support contributions in accordance with thlaw, if any, of the State of the employee’s principal
place of employment requiring prioritizationshetw »n cas' and medical support as described here:
deductions to satisfy current support obligatig s she \have cuiority over deductions for the employee’s share
of health insurance premiums which shall* ve prior »w over any additional deduction for support arrears
authorized by subdivision (g) of sections5241 ¢ N'Y'S Civil Practice Law and Rules.

As required under section 2.b.2 o th¢ Emp »syer Responsibilities on page 4, complete item 5 of the

Employer Response to notify/ (he = cuing< agency that enrollment cannot be completed because of
prioritization or limitations on._thholdinys.

NMSN - Part A Page 2 of 5



NMSN 05/12/2015

EMPLOYER RESPONSE

If 1, 2, 3, 4 or 5 below applies, check the appropriate box and return this Part A to the Issuing Agency within 20
business days after the date of the Notice, or sooner if reasonable. NO OTHER ACTION IS NECESSARY. If 1
through 5 does not apply, complete item 7 and forward Part B to the appropriate Plan Administrator(s) within 20
business days after the date of the Notice, or sooner if reasonable. This includes any organization or labor union that
provides group health care benefits to the employee. Check number 5 and return this Part A to the Issuing Agency if
the Plan Administrator informs you that the child(ren) would be enrolled in or qualify(ies) for an option ur‘er the plan
for which you have determined that the employee contribution exceeds the amount that max be withher . from the
employee’s income due to State or Federal withholding limitations and/or prioritization. You arc_2qun <3t I spond to
the Issuing Agency by returning this Employer Response regardless of whether you provide groc »yhealth o fits or
the employee named herein is no longer employed by your organization. Information for the B Adri aistrator' ad the
Employer Representative at the bottom of this section is required.

[J1. The employee named in this Notice has never been employed by this emplama=

[J2. We, the employer, do not offer our employees the option of purg asing dep ader. ar family health care
coverage as a benefit of their employment.

[J3  The employee is among a class of employees (for example, part-time. . non-uni n) that are not eligible for
family health coverage under any group health plan maintained by the ¢ %%, er or to which the employer
contributes. Do not check this box if the employee is only temnararily ineligible for health care coverage.

[J4. Health care coverage is not available because the employee/ s no/ nger employed by the employer:

Date of termination:
Last known telephone number:
Last known address:

New employer (if known):
New employer telephone num/'s
New employer address:

[]5. State or Federal withholding [ ‘nita. :ns ar‘ or prioritization prevent the withholding from the employee’s
income of the amount require.. 9 obtairicoverage under the terms of the plan.

[]6. The participant is subjet o wwai 2g period that expires (more than 90 days from the date of receipt
of this Notice or ha notd.ompleted a waiting period, which is determined by some measure other than the
passage of tin' . g ch x.ne cor pletion of a certain number of hours worked (describe here: ).
At the completi . of the' ..y period, the Plan Administrator will process the enrollment.

[17. Employers_ive vdea Part B to Plan Administrator on

MM/DD/YY

CONZ .c "\ FOr " JUESZ .ONS

Plal Admin| trator Ivcie: FAX Number:

Conte. »\Per Telephone Number:

Employc. Name: Telephone Number:

Employer - naresentative Name/Title: Federal EIN:

(if not provided on Page 1 of this Notice)

Employee Name: Date:

| New York Case Ildentifier: County Code: JRE No: Worker Code:
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INSTRUCTIONS TO EMPLOYER

This document serves as legal notice that the employee identified on this National Medical Support Notice is
obligated by a court or administrative child support order to provide health care coverage for the child(ren)
identified on this Notice. This National Medical Support Notice replaces any Medical Support Notice that the
Issuing Agency has previously served on you with respect to the employee and the children listed on this Notice.

The document consists of Part A - Notice to Withhold for Health Care Coverage for the employer ta withhold
any employee contributions required by the group health plan(s) in which the child(ren) is/are enrollec and Part
B - Medical Support Notice to the Plan Administrator, which must be forwarded to thesAdministratc of each
group health plan identified by the employer to enroll the eligible child(ren), or completed by *he €. Mave |\ if the
employer serves as the health Plan Administrator.

An employer receiving this legal Notice is required to complete and return Part A. If ar’ up hec th co. srage is not
available to the employee named herein, or the employee was never or is notanager « aoloyed,  »e employer is
still required to complete Part A — Employer Response and return it to th® issuiriy, \ger w with the appropriate
response checked. If you, the employer, provide the health care benefits t the employ =, fG. vard Part B — Plan
Administrator Response to the health Plan Administrator of your orga zation. If ti = employee’s health care
benefits are administered through another organization, including a labor u. an, forwz 1 Part B of the Notice to
the labor union or other organization acting as the Plan Administrator for comp. 7w it the employee has already
enrolled the child(ren) in health care coverage, the employer must._forward Part B to the Plan Administrator for
completion and submittal to the Issuing Agency.

Keep a copy of Part A as it may be used to notify the Issi™.i\g # =ncy if’ ne employee separates from service for
any reason including retirement or termination.

EMPLOYER RESPONSIBILITIES

1. If the individual named in this Notice¢® not yc . employee, or if family health care coverage is not
available, please complete item 1, 2, 3_4 6. 7, 0f the Lmployer Response as appropriate, and return it to the
Issuing Agency. NO OTHER ACT ON', bNE =SSARY.

2. If family health care coverageds ¢ ai*wle fg »which the child(ren) identified above may be eligible, you are
required to:

a.  Transfer, not latamthan™. 2 business days after the date of this Notice, a copy of Part B - Medical
Suppor®Notic . to * ¢ Plc » Administrator to the Administrator of each appropriate group health
plan f¢ which he<nild(rn) may be eligible, complete item 7, and

b.  Upon nCa cation. =7 the Plan Administrator(s) that the child(ren) is/are enrolled, either

1Y witry sld v the employee’s income any employee contributions required under each group
het.th p'an, in accordance with the applicable law of the employee’s principal place of
mplov .ent and transfer employee contributions to the appropriate plan(s), or

aamplete item 5 of the Employer Response to notify the Issuing Agency that enroliment cannot
be completed because of prioritization or limitations on withholding.

c.  If the Plan Administrator notifies you that the employee is subject to a waiting period that expires
more than 90 days from the date of its receipt of Part B of this Notice, or whose duration is
determined by a measure other than the passage of time (for example, the completion of a certain
number of hours worked), complete item 6 of the Employer Response to notify the Issuing Agency of
the enrollment timeframe and notify the Plan Administrator when the employee is eligible to enroll in
the plan and that this Notice requires the enrollment of the child(ren) named in the Notice in the plan.
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DURATION OF WITHHOLDING

The child(ren) shall be treated as dependents under the terms of the plan. Coverage of a child as a dependent
will end when conditions for eligibility for coverage under the terms of the plan no longer apply. However,
the continuation coverage provisions of ERISA may entitle the child to continuation coverage under the
plan. The employer must continue to withhold employee contributions and may not disenroll (or eliminate
coverage for) the child(ren) unless:

1. The employer is provided satisfactory written evidence that:

a. The court or administrative child support order referred to in this Notice is no longe in efiec
b. The child(ren) is or will be enrolled in comparable coverage which will take effect ric ‘'ater thar
the effective date of disenrollment from the plan; or

2. The employer eliminates family health coverage for all of its employea
POSSIBLE SANCTIONS

An employer may be subject to sanctions or penalties imposed under” “tate lax and/or ERISA for
discharging an employee from employment, refusing to employ, or taking disc....iary action against any
employee because of medical child support withholding, or for fai*aa to withhold income, or transmit such
withheld amounts to the applicable plan(s) as the Notice dire’ . S7 .ctions or penalties may be imposed
under State law against an employer for failure to respond and/t : fa© non-¢ »mpliance with this Notice.

NOTICE OF TERMINATION OF EMPLOYMENT]

In any case in which the above employee’s empl® i at tc wiad.es, the employer must promptly notify the
Issuing Agency listed above of such termingt )n. Thi wrequirement may be satisfied by sending to the
Issuing Agency a copy of Part A with response" »checkea ur any notice the employer is required to provide
under the continuation coverage provisia®.s ur “RIC h0r the Health Insurance Portability and Accountability
Act.

EMPLOYEE LIABILITY FOZ (. ONT 22 1ON TO PLAN

The employee is lighle for .y ¢ »plC. »e contributions that are required under the plan(s) for enroliment of
the child(ren) and s subj :t tatappreoriate enforcement. The employee may contest the withholding under
this Notice based™ 24 mit e of f£ .t (such as the identity of the obligor). Should an employee contest the
withholding under<. » Noticc " employer must proceed to comply with the employer responsibilities in
this Notice untmaatific ', by the Issuing Agency to discontinue withholding. To contest the withholding
under this N cce.« e emy, oyee should contact the Issuing Agency at the address and telephone number
listed.an the' lo*Ce. W h respect to plans subject to ERISA, it is the view of the Department of Labor that
F<serar ourte pave< .risdiction if the employee challenges a determination that the Notice constitutes a
alifier Medicar child Support Order.

CON_ACT FOR QUESTIONS

If you have any questions regarding this Notice, you may contact the Issuing Agency at the address and
telephone number listed on page 1 of this Notice.
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NATIONAL MEDICAL SUPPORT NOTICE - PART B
MEDICAL SUPPORT NOTICE TO PLAN ADMINISTRATOR

This Notice is issued under section 466(a)(19) of the Social Security Act, section 609(a)(5)(C) of the Employee Retirement
Income Security Act of 1974 (ERISA), and for State and local government and church plans, sections 401(e) and (f) of the Child
Support Performance and Incentive Act of 1998 (CSPIA). Receipt of this Notice from the Issuing Agency constitutes receipt of a
Medical Child Support Order under applicable law. The rights of the parties and the duties of the plan administratar under this
Notice are in addition to the existing rights and duties established under such law. The information on the Custodic_Parent and
Child(ren) contained on this page is confidential and should not be shared or disclosed with the emplovae. NOTE: F \ purposes
of this form, the Custodial Parent may also be the employee when the State opts to enforce against the Cu. hdiar. want.

Issuing Agency:
Issuing Agency Address:

Medical Support Unit

PO Box 15369

Albany NY 12212-5369
Notice Date:
CSE Agency Case Identifier:
Telephone Number: 888-208-4485
FAX Number: 518-320-1081

Court or Administrative Authority:

Order Date:

Order Identifier:

Document Tracking Ident® .cr:

Employer web site: chil¢ upport.ny.. v

See NMSN Instructions:

http://www.acf.hhs.gov/|. agrams/csg esource/national-medical-
support-notice-form

Employer/Withholder’s Federal EIN Number

Employer/Withholder’s Name

Employer/Withholder’s Address

Custodial Parent’s Name (Last, First, MI)

Custodial Parent’s Mailing Address

Child(ren)’s Mailing Addrz  4f diffe. wf2". Custodial

Parent’s)

Name and Telepho/ : of a4 Acp@m\ Jdve of the
Child(rer®

Chlld(l\ g dalricy o,

RE: [
Emplaye. 34 ame (L ¢, First, MI)

" nployee’s Suciar Security Number

E. nloyee’s Mailing Address

Substituted Official/Agency Name

Substituted Official/Agency Address
(Required if Custodial Parent’s mailing address is left blank)

Mailing Address of a Representative of the Child(ren)

DOB SSN Rec. No.

The order requires the child(ren) to be enrolled in [X] all health coverages available; or only the following coverage(s):

[] Medical;: [ ] Dental: [] Vision;

Prescription drug; [ ] Mental health; [] Other (specify):

THE PAPERWORK REDUCTION ACT of 1995 (P.L. 104-13) public reporting burden for this collection of information is estimated to average 20 minutes per response,
including the time reviewing instructions, gathering and maintaining the data needed, and reviewing the collection of information. An agency may not conduct or sponsor, and a
person is not required to respond to, a collection of information unless it displays a currently valid OMB control number. OMB control number: 1210-0113 Expiration

Date: 03/31/2016.

NMSN - Part B
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This Notice was received by the plan administrator on

[

[Jo.

[s.

NMSN 05/12/2015

PLAN ADMINISTRATOR RESPONSE
(To be completed and returned to the Issuing Agency within 40 business days
after the date of the Notice, or sooner if reasonable)
Case # (to be completed by the issuing agency)

This Notice was determined to be a “qualified medical child support order,” on . Cont 'ete
Response 2 or 3, and 4, if applicable.

The participant (employee) and alternate recipient(s) (child(ren)) are to be enrolled in the foi wwing .. il
coverage.

[Ja The child(ren) is/are currently enrolled in the plan as a dependent of the participant.

[1b. There is only one type of coverage provided under the plan. The child(ren) isic_  includec as
dependents of the participant under the plan.

[dc. The participant is enrolled in an option that is providing dependent/ overage ari. the ¢ 'd(ren)
will be enrolled in the same option.

[]d. The participant is enrolled in an option that permits dependent coverag. that has no! een elected:
dependent coverage will be provided.

Coverage is effective as of / / (includes waiting periesmnfless than 90 days from date of receipt of
this Notice). The child(ren) has/have been enrolled in the follow’ .g opt .n (if plan is insured, identify provider,
policy and group numbers): ;9 .
Any necessary withholding should commence if the emp'd, cr o rrmines’ .nat it is permitted under State and
Federal withholding and/or prioritization limitations.

There is more than one option available under tha® ™ »a ari the pa* icipant is not enrolled. The Issuing Agency
must select from the available options. Each chi J is t¢_2e Inviuded as a dependent under one of the available
options that provide family coverage. If the Issu. Y Agency. aes not reply within 20 business days of the date this
Response is returned, the child(ren), and thamartic. ant if necessary, will be enrolled in the plan’s default option,
if any:

The participant is subject to a wait” g pc «d that£ pires / / (more than 90 days from the date of
receipt of this Notice), or has no. mpletes = .iting period which is determined by some measure other than the
passage of time, such _as. the  sompletion of a certain number of hours worked (describe here:
). At

the completion ¢ the we ing4 criodthe plan administrator will process the enroliment.
This Notice does¢  constive war jualified medical child support order™ because:

[  Theiame »f the S\ child(ren) or [Jparticipant is unavailable.

—

—_

The ailing 2 dress of the [_child(ren) (or a substituted official) or [_]participant is unavailable.

] The following child(ren) is/are at or above the age at which dependents are no longer eligible for
Cuverade under the plan (insert name(s) of child(ren)).

Plan Adminic_xtor or Representative:

Name: Telephone Number:
Title: Date: / /
Address:
No. Street or PO Box City State Zip
New York Case Identifier: County Code: JRE No: Worker Code:

NMSN - Part B Page 2 of 4
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INSTRUCTIONS TO PLAN ADMINISTRATOR

This Notice has been forwarded from the employer identified above to you as the plan administrator of a group health plan
maintained by the employer (or a group health plan to which the employer contributes) and in which the noncustodial
parent/participant identified above is enrolled or is eligible for enrollment.

This Notice serves to inform you that the noncustodial parent/participant is obligated by an order issued by the court or agency
identified above to provide health care coverage for the child(ren) under the group health plan(s) as described on Pari 2.

(A) If the participant and child(ren) and their mailing addresses (or that of a Substituted Official or Age. W) & ¥identii \d above,
and if coverage for the child(ren) is or will become available, this Notice constitutes a “qualified medic_\chila'sc » ¢ order”
(QMCSO) under ERISA or CSPIA, as applicable. (If any mailing address is not present, but it is reasori. 'v accessi. ‘e, this
Notice will not fail to be a QMCSO on that basis.) You must, within 40 business days of the da** "o\ »is Nt =e, or sC_aer if
reasonable:

(1) Complete Part B - Plan Administrator Response - and send it to the Issuing4 g4ency.
(a) if you checked Response 2:

(i) notify the noncustodial parent/participant named above, each namea hild, a=® "the custodial
parent that coverage of the child(ren) is or will become available (notificauuri of the custodial
parent will be deemed notification of the child(ren) if they @ s'e at the same address);

(ii) furnish the custodial parent a description of the covera( : ax .1able/and the effective date of the
coverage, including, if not already provided, a¢_amrn. v plap{ sescription and any forms,
documents, or information necessary to effe/ uate suchi~Crage, as well as information
necessary to submit claims for benefits;

(b) if you checked Response 3:

(i) if you have not already done so2ravit. to the Issuing Agency copies of applicable summary
plan descriptions or other dog" inenv *hat™ scribe available coverage including the additional
participant contribution nece| arv< s obtain coverage for the child(ren) under each option and
whether there is a limite¢" ervi ¢ area fo' any option;

(ii) if the plan has a default< :tion, you are to enroll the child(ren) in the default option if you have
not received ar icc an 1. ™ the Issuing Agency within 20 business days of the date you
returnd . the [ 2spor.e. If trio plan does not have a default option, you are to enroll the
child(_n)4»th ot aon se’ cted by the Issuing Agency;

(c) if the participa. »is subject 10 a waiting period that expires more than 90 days from the date of receipt of this
Noticsa® o s nc =ompleted a waiting period whose duration is determined by a measure other than the
pass’ je of<.me (foi-example, the completion of a certain number of hours worked), complete Response 4
on th \J7 an Ad' iinistrator Response and return to the employer and the Issuing Agency, and notify the

artici, nt.and (ne custodial parent; and upon satisfaction of the period or requirement, complete enroliment
nder Respunse 2 or 3; and

\ upon completion of the enrollment, transfer the applicable information on Part B - Plan Administrator
2esponse to the employer for a determination that the necessary employee contributions are available.
Inform the employer that the enrollment is pursuant to a National Medical Support Notice.

(B) If within 40 business days of the date of this Notice, or sooner if reasonable, you determine that this Notice does not
constitute a QMCSO, you must complete Response 5 of Part B - Plan Administrator Response and send it to the Issuing
Agency, and inform the noncustodial parent/participant, custodial parent, and child(ren) of the specific reasons for your
determination.
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(C) Any required notification of the custodial parent, child(ren) and/or participant may be satisfied by sending the party a copy
of the Plan Administrator Response, if appropriate. You may choose to furnish these notifications electronically in
accordance with the requirements of the Department of Labor’s electronic disclosure regulation codified at 29 C.F.R.
2520.104b-1(c).

UNLAWFUL REFUSAL TO ENROLL

Enrollment of a child may not be denied on the grounds that: (1) the child was born out of wedlock; (2) the child is n{t claimed as
a dependent on the participant's Federal income tax return; (3) the child does not reside with the participant or in the p. n's service
area; or (4) because the child is receiving benefits or is eligible to receive benefits under the State M »dicaia',nlan. * \ the plan
requires that the participant be enrolled in order for the child(ren) to be enrolled, and the participant is nov_wrrenu, ware ‘ed, you
must enroll both the participant and the child(ren) regardless of whether the participant has applied for enroli. ant in the, an. All
enrollments are to be made without regard to open season restrictions.

PAYMENT OF CLAIMS

A child covered by a QMCSO, or the child’s custodial parent, legal guardian, or the’ ;rovider ov. arvic. »to the child, or a State
agency to the extent assigned the child’s rights, may file claims and the plan sl Il make pay ent 10r covered benefits or
reimbursement directly to such party.

PERIOD OF COVERAGE

The alternate recipient(s) shall be treated as dependents under the term¢ ot u »plan. Coverage of an alternate recipient as a
dependent will end when similarly situated dependents are no longer elig ile f«© coverage under the terms of the plan. However,
the continuation coverage provisions of ERISA or other applicablesmw | ¢ “entitle .ne alternate recipient to continue coverage
under the plan. Once a child is enrolled in the plan as directed aboy , the alte. atas Cipient may not be disenrolled unless:

(1) The plan administrator is provided satisfactory weritten «idence/ at either:
(a) the court or administrative child suppor®< der reic ied to above is no longer in effect, or

(b) the alternate recipient is or will ba™_... *led . 'comparable coverage which will take effect no later
than the effective date of disenr’ /Imertirom ti. >plan.

(2) The employer eliminates famil; neal.. zoverat : for all of its employees; or
(3) Any available continuatamcove ae is not elected, or the period of such coverage expires.
CONTACT FOR QUE TION¢

If you have any questions . marding. it .otice, you may contact the Issuing Agency at the address and telephone number listed
above.

Paperwork Redut ions .ct Neatice

The 2 .ding £/ ency « e the information on this form to carry out the law as specified in the Employee Retirement Income
Secu. ¢ Act ¢ the Child Support Performance and Incentive Act, as applicable. You are required to give the Issuing Agency the
informac 2 ruu w0t required to respond to this collection of information unless it displays a currently valid OMB control
number. T Assuing Agency needs the information to determine whether health care coverage is provided in accordance with the
underlying cti. ¥, support order. The average time needed to complete and file the form is estimated below. These times will vary
depending on the individual circumstances.

Learning about the law or the form  ............ Preparing the form
First Notice lhr.,. 1hr., 45 min.
Subsequent Notices - ... 20 min.
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Date:
MEDICAL SUPPORT UNIT
PO BOX 15369
ALBANY NY 12212-5369

PLAN ADMINISTRATOR
RESPONSE ADDENDUM

New York Case ldentifier:
Worker Code:

Employee Name:
Employee SSN:

Dear Plan Administrator:

Please complete this form to provide specific information to verify the enrollment \_ 2mployee ¢ dren covered under the
group plan. Return this completed form along with PART B - MEDICA »SUPPG T NOTICE TO PLAN
ADMINISTRATOR to:

Medical Support Uni#
PO Box 15369
Albany NY 12212-5% 9

EMPLOYEE INFORMATION: EMPLOY L/ INFORMATION:

Name: Name:

SSN: SIN-

Address: AluicSs:

1. The participant is subject to a waiting £ Zrioe. hat  wires* / / (more than 90 days from the date of

receipt of the Notice), or has not compl’ ed a¢ vaiting p-riod determined by some measure other than the passage of
time, such as the completion of a cefair. v .iber of .ours worked (describe here:

).

*At the end of the waiting period, < > plan aarwustrator must process the enroliment.

2. Indicate by placip®a ¥ / /the. es” « 2 no” box if the employee’s dependent(s) listed is/are enrolled under the
group health cal’ covere e p! ..

Child(ren)’s Namz =0 ¢ of Birth Social Security Number Record No. YES NO
U U
U U
U U
U U
g g
U U
0 0

3. Using u€ list on the reverse side of this form, enter the code for the type of coverage provided under each plan in the
boxes (e.g. MM = Major Medical). Also enter the name(s) and claims address for each group plan carrier in which the
employee dependent(s) listed above is/are now enrolled.
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TYPE OF COVERAGE
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Code(s) | | | | |

Group Ins. Carrier #1:

Claims address:

NYS INS CD

Policyholder ID No. Group No. Effective Date: / /
Coder | [ [ [ | | I [ [ [ [ [ | RN ‘

Group Ins. Carrier #2: NYSINS. D

Claims address: P N

Policyholder ID No. Group No. cffec. e Date: / /
Cdew | [ | [ [ [ [ [ [ [ | | [ 1]

Group Ins. Carrier #3: NYS INS CD

Claims address:

Policyholder ID No. Group No. h N Effective Date: / /

e 1 [ [ |

Group Ins. Carrier #4:

Claims address:

NYS INS CD

Policyholder ID No. N y_ G up No. Effective Date: / /
Code:| | | | g0 | [ [ [ | | | [ [ [ |

Group Ins. Cax’ _r#5: [ NYS INS CD

Claims addres

Policyhg® .er ID Group No. Effective Date: / /

2

COVERAGE CODES

CL | Ci ic ER | Emergency Room PO | Physician in-office
.M | @ =nlement to Medicare HH | Home Health Pl | Psychiatric in-patient
L sental IP | In-Patient PS | Psychiatric out-patient
DM, Yrugs (Major Medical) MM | Major Medical S| | Substance abuse in-patient
DR | L as (no card provided) NH | Nursing Home SO | Substance abuse out-patient
DC | Drugs (with co-pay) OP | Optical TR | Transportation
EQ | Durable medical equipment PH | Physician in-hospital
Completed By: Title:
Phone Number: Date:
[ New York Case Identifier: County Code: JRE No: Worker Code:
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	EMPLOYER RESPONSE
	INSTRUCTIONS TO EMPLOYER
	Keep a copy of Part A as it may be used to notify the Issuing Agency if the employee separates from service for any reason including retirement or termination.
	EMPLOYER RESPONSIBILITIES
	DURATION OF WITHHOLDING

	INSTRUCTIONS TO PLAN ADMINISTRATOR
	This Notice has been forwarded from the employer identified above to you as the plan administrator of a group health plan maintained by the employer (or a group health plan to which the employer contributes) and in which the noncustodial parent/partic...
	This Notice serves to inform you that the noncustodial parent/participant is obligated by an order issued by the court or agency identified above to provide health care coverage for the child(ren) under the group health plan(s) as described on Part B.

	ALBANY NY  12212-5369
	PLAN ADMINISTRATOR

	Medical Support Unit
	PO Box 15369
	Albany NY  12212-5369
	EMPLOYEE INFORMATION:                     EMPLOYER INFORMATION:
	Child(ren)’s Name(s)       Date of Birth  Social Security Number  Record No. YES NO





