Terms and Conditions

To the best of my knowledge, all statements and
answers in this application are complete and true. |
understand that if | provide false or fraudulent information,
misrepresentation or fail to provide complete or timely
information on this application, | may face action, including,
but not limited to, loss of coverage, employment action,
and/or criminal charges/sanctions under Wis. Stat. §
943.395.

| authorize the Department of Employee Trust Funds to
obtain any information from any source necessary to
administer this insurance.

| agree to pay in advance the current premium for this
insurance, and | authorize my employer (the remitting
agent) to deduct from my wages or salary an amount
sufficient to provide for regular premium payments that are
not otherwise contributed. The remitting agent shall send
the premium on my behalf to ETF.

I understand that eligibility for benefits may be conditioned
upon my willingness to provide written authorization
permitting my health plan and/or ETF to obtain medical
records from health care providers who have treated me or
any dependent(s). If medical records are needed, my
health plan and/or ETF will provide me with an
authorization form. | agree to respond to questions from
health plans and ETF, including, but not limited to, audits,
in a timely manner.

I have reviewed and understand the eligibility criteria for
dependents under this coverage and affirm that all listed
dependents are eligible. | understand that children may be
covered through the end of the month they turn 26.
Children may also be covered beyond age 26 if they: have
a disability of long standing duration, are dependent on me
or the other parent for at least 50% of support and
maintenance, and are incapable of self-support; or are full-
time students and were called to federal active duty when
they were under the age of 27 years and while they were
attending, on a full-time basis, an institution of higher
education.

I understand that it is my responsibility to notify the
employer, or if | am a retiree or continuant to notify ETF, if
there is a change affecting my coverage, including but not
limited to, a change in eligibility due to divorce, marriage or
an address change due to a residential move.
Furthermore, failure to provide timely notice may result in
loss of coverage, delay in payment of claims, loss of
continuation rights and/or liability for claims paid in error.
Upon request, | agree to provide any documentation that
ETF deems necessary to substantiate my eligibility or that
of my dependent(s).

| understand that if there is a qualifying event in which a
qualified beneficiary (me or any dependent(s)) ceases to
be covered under this program, the beneficiary(ies) may
elect to continue group coverage as permitted by state or
federal law for a maximum of 18, 29, or 36 months,
depending on the type of qualifying event, from the date of
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the qualifying event or the date of the notice, whichever is
later. | also understand that if continuation coverage is
elected by the affected qualified beneficiary(ies) and there
is a second qualifying event (i.e, loss of eligibility for
coverage due to death, divorce, marriage but not including
non-payment of premium) or a change in disability status
as determined by the Social Security Administration,
continuation coverage, if elected subsequent to the second
qualifying event, will not extend beyond the maximum of
the initial months of continuation coverage. | understand
that timely notification of these qualifying events must be
made to ETF.

I understand that if | am declining enroliment for myself or
my dependent(s) (including spouse) because of other
health insurance coverage, | may be able to enroll myself
and my dependent(s) in this plan if | or my dependent(s)
lose eligibility for that other coverage (or if the employer
stops contributing toward that other coverage). However, |
must request enrollment within 30 days after my or my
dependents’ other coverage ends (or after the employer
stops contributing toward the other coverage). In addition,
if | have (a) new dependent(s) as a result of marriage,
birth, acknowledgement of paternity, adoption, or
placement for adoption, | may be able to enroll myself and
my dependent(s) if | request enrollment within 30 days
after the marriage or within 60 days after the birth,
acknowledgement of paternity, adoption, or placement for
adoption. To request special enrollment or obtain more
information, | should contact my employer (or ETF if | am a
retiree or continuant).

I understand that | am responsible for enrolling in
Medicare Parts A and B when | am first eligible and
required by this coverage, and that as the subscriber | am
responsible for ensuring my spouse and any other eligible
dependents also enroll in Medicare Parts A and B when
they are first eligible, to ensure proper coordination of
benefits with Medicare. In the event | or any eligible
dependent does not enroll in Medicare Parts A and B when
first eligible and required by this group health insurance
program, | understand that | will be financially liable for the
portion of claims Medicare would have paid had proper
Medicare enrollment been attained.

| understand that if | enrolled in [YC Medicare Advantage
with an individual or family contract and subsequently | or
my dependents cancel Medicare coverage, | and all
covered dependents on the contract will be unenrolled
from the IYC Medicare Advantage plan and enrolled in the
Medicare Plus plan effective the date of loss of Medicare
coverage. | understand that | will be financially liable for the
portion of claims Medicare would have paid had proper
Medicare enrollment been attained.

I agree to abide by the terms of my benefit plan, as
explained in any written materials | receive from ETF or my
health plan, including, without limitation, the insurance
materials.



42 U.S. Code § 18116

vet:f Nondiscrimination and Language Access

ETF complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender
identity.

ETF 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 and others). ETF 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, contact ETF at 1-877-533-
5020; TTY: 711.If you believe that ETF 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 file a grievance with:

ETF Office of Policy, Privacy & Compliance
P.O. Box 7931
Madison, WI 53707-7931

1-877-533-5020; TTY: 711

Fax: 608-267-4549
Email: ETFSMBPrivacyOfficer@etf.wi.gov

If you need help filing a grievance, ETF’s Office of Policy,
Privacy & Compliance 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 at ocrportal.hhs.gov/ocr/smartscreen/main.jsf or by
mail or phone:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019; 1-800-537-7697 (TDD)

Compilaint forms are available at
hhs.gov/ocr/complaints/index.html.

The Wisconsin Department of Employee Trust Funds is a
state agency that administers the Wisconsin Retirement
System pension, health insurance and other benefits
offered to eligible government employees, former
employees and retirees.

Spanish — ATENCION: si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1-877-533-5020 (TTY: 711).

Hmong — LUS CEEV: Yog tias koj xav tau kev pab txhais
lus. Peb pab koj tau, peb pab koj dawb xwb, thov hu rau 1-
877-533-5020 (TTY: 711)

Chinese— 175 : QIR AT T LA R EE RS
ih = IR TS - SEECE 1-877-533-5020
(TTY : 711)
German — ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-877-533-5020 (TTY: 711).
Aand lligd Ay yal) dadll Chaai S 1)) ddasda
Bl sl 1y b (g 50 lialy

(711 68415 aaall 4003 1-877-533-5020

Russian — BHUMAHUE: Ecnu BbI TOBOPUTE HA PYCCKOM

A3bIKE, TO BaM JIOCTYITHBI OECIUIaTHBIE YCIYTH IIEpeBOAA.
3Bonute 1-877-533-5020 (teneraiin: 711).

Arabic —

Korean — =2|: St=2=HE AIZ
MNHBIAE 222 0|8otal &= USLIC

Vietnamese — CHU Y: Néu ban néi Tiéng Viét, c6 cac dich
vu ho tro ngdn nglr mién phi danh cho ban. Goi s0
1-877-533-5020 (TTY: 711).

Pennsylvania Dutch — Wann du [Deitsch (Pennsylvania
German / Dutch)] schwetzscht, kannscht du mitaus Koschte
ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf
selli Nummer uff: Call 1-877-533-5020 (TTY: 711).

%

Laotian/Lao — {U0Q90L: 1)209 UIVCOIWITI 999, NIVV
3nangoecindwIzm, Loe0cIya, ccovBwanle
19D, lns 1-877-533-5020 (TTY: 711).

French — ATTENTION : Si vous parlez frangais, des
services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-877-533-5020 (ATS : 711).

Polish — UWAGA: Jezeli méwisz po polsku, mozesz
skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwonpod
numer 1-877-533-5020 (TTY: 711).

Hindi — & &: afq 31 { & sierd a1k forg o 7 W
T TICT YaTE 3USsH | 1-877-533-5020 (TTY: 711) W ahicd
EZ

Albanian — KUJDES: Nése flitni shqip, pér ju ka né
dispozicion shérbime t€ asistencés gjuhésore, papagesé.
Telefononi né 1-877-533-5020 (TTY: 711).

Tagalog — PAUNAWA: Kung nagsasalita ka ng Tagalog,
maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-877-533-5020 (TTY:
711).


https://hhs.gov/ocr/complaints/index.html
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
mailto:ETFSMBPrivacyOfficer@etf.wi.gov



