PLEASE USE BLACK INK ONLY. For address changes and/or primary care physician changes simply call (518) 641-3700 or 1-800-777-2273 or visit www.cdphp.com. There is no need to complete this form.
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ué School Name and Address: Policyholder name: Relationship:
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(=] g Social Security Number: Date of Birth:
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best of my knowledge and that | have read the imp: nt information on the reverse side of this form. E
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IMPORTANT

Failure to complete any sections will result in a processing delay of your application, member ID cards and claims
payment. Failure by your employer to complete the employer section will also result in a delay.

If you should have any questions about this Enrollment Application/Change Form, please call the CDPHP Marketing
Department at (518) 641-5000 or 1-800-993-7299. Thank you for choosing CDPHP for your health care coverage.

Your signature on the reverse of this application hereby affirms the following:

On behalf of myself and any dependents listed, I hereby apply for coverage under the Master Group Contract issued
to my employer by Capital District Physicians’ Health Plan, Inc. and/or CDPHP Universal Benefits, Inc.

I understand that the benefits for which I (we) will be eligible are in accordance with those described in the Master
Group Contract and any attached riders. I further understand that for HMO benefits provided by Capital District
Physicians’ Health Plan, Inc., except for emergencies, covered services must be obtained through a participating
physician (unless otherwise noted in rider) or in a participating hospital (unless otherwise noted in rider) when admitted
or referred by a participating physician (unless otherwise noted in rider), and also that certain services may require a
copayment (unless otherwise noted in rider) by me (or my dependents) directly to the provider of such services.

T hereby permit my employer to deduct the necessary Health Services Fees, if any, from my wages or salary, with the
understanding that the employer acts as my agent in all dealings with CDPHP, and that all acts performed by the employer
and all notices given to the employer in such dealings are binding upon me, as not prohibited by statute or regulation.

I understand that unresolved grievances are subject to the procedure specified in the Master Group Contract.

CDPHP COMPANIES
Capital District Physicians’ Health Plan, Inc.; CDPHP Universal Benefits, Inc.



