


MEMBERSHIP APPLICATION
SECTION 1 - GENERAL INFORMATION

Name of Business: ____________________________________________________________

Address: ____________________________________________________________________

___________________________________________________________________________________

Phone Number: ______________________________________________________________

Owner/Manager: ____________________________________________________________

Type of Business: ____________________________________________________________

Number of Full-time Employees (at least 20.0 hours/week): _____________________

Number of Part-time Employees (less than 20.0 hours/week): _____________________

SECTION II - IRBA MEMBERSHIP FEES

o Annual Membership dues*  per business of $57.00 made payable to “IRBA.”  (N.Y.  Only)
o Please circle one. Are you already an existing member of:

Atlantis GHI HIP MDNY PerfectHealth

SECTION III
I hereby apply for membership in the Independent and Retail Business Associates, Inc., “IRBA.”

______________________________________        _________________________________________

              _________________________________________

The information provided above is true and correct to the best of my knowledge. I understand that
 coverage and benefits may be effected by failure to provide complete and accurate information.

*Annual membership dues are non-refundable.

Signature of Owner/Manager

Print Name

Date

2003 Jericho Turnpike • New Hyde Park, NY 11040  • (516) 352-7000 • Fax (516) 352-3135
FNA of NJ  • 26 Hill Road  •  Parsippany, NJ 07054  • (973) 257-5558  • Fax (973) 257-5557

IRBA Headquarters • 4 Airline Drive • Suite 202 • Albany, NY 12205 • (518) 464-3347 • Fax (518) 464-1892 • Toll Free (800) 288-4722
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GROUP APPLICATION
for GHI PPO

Company Name: ______________________________________________________________________
Address: ____________________________________________________________________________
____________________________________________________________________________________
Company Phone # _________________________ Type of Business ______________________________
email address: __________________________________@_____________________________________
Contact: _________________________________________  Title: ______________________________
Total Number of Employees: ____________________________________________________________
Total Number of  EE’s Working 20 hours or more per week: ___________________________________
Total number of eligible employees: ______________________________________________________
Total number of subscribers enrolling: ____________________________________________________
Single:_______    Employee/Spouse: _______    Employee/Child: ______  Family: _______
Present Insurance Carrier: ______________________________________________________________
Dates of Coverage:    From: ________/_______/_________  to  __________/_________/__________
Requested Effective Date: ___________________________

GUIDELINES FOR ALL PLANS
1. The employer must be a member in good standing of IRBA
2. All payments are to be made to National Administrators, Inc. (NAI)  as administrators of  IRBA.  All
    applications that you submit must be accompanied with proof of business (ex: Schedule C, NYS-45, Certificate of
    Business, Etc. )
3. All member groups must be self employed or have employer/employee relationships
4. We cannot accept enrollments if they are not properly completed, and accompanied by premium payment.
5. Enrollments, changes and cancellations must be in the administrators office at least 20 days prior to effective date.
    See Submission Guidelines for exact date.
6. Your premium must be received before the 1st of the month of coverage to avoid termination of coverage.
7. The rates do not include a $10 monthly billing fee. Billing fee will appear on first invoice and all subsequent invoices.

GHI PPO
I understand that I am being offered GHI  PPO Plan One through IRBA*
In Network - $30 Office visit copay, $500 Hospital copayment.  RX - Retail Pharmacy 30 day supply $10
generic/50% preferred/50% non-preferred. $100 deductible per person. $300 family, $3,000 annual
maximum.  Mail Order 90 day supply $10 generic/50% preferred/50% non-preferred. Mandatory mail after
initial fill and one refill.
Out of Network - $1,000 deductible, 25% Hospital coinsurance after $1,000 deductible is met.RX - Retail Phar-
macy 30 day supply $10 generic/50% preferred/50% non-preferred. $100 deductible per person. $300
family, $3,000 annual maximum.  Mail Order 90 day supply $10 generic/50% preferred/50% non-pre-
ferred. Mandatory mail after initial fill and one refill.
*IMPORTANT - Please refer to complete benefit summary for the full details of your plan. Rates
and Benefits are for comparitive purposes only.  Actual rate and benefit information must come
directly from the insurance carrier.

The information provided above is true and correct to the best of my knowledge. I understand that
 coverage and benefits may be effected by failure to provide complete and accurate information.

Signature of Owner/Partner                      Broker’s Name

Date Broker’s Phone Number

GHIIRBAPPOKIT2008 9/23/08

                    Broker’s e-mail Address



TRANSACTION FORM FOR GROUP ACCOUNTS
MEMBERSHIP / P.O. BOX 2820 • NEW YORK, NY 10116-2820

(Please read important information on back before completing this form)

INTERNAL USE ONLY

CONTROL NUMBER

FORM# 6204K 25M 7/07

I.  SUBSCRIBER INFORMATION
LAST NAME FIRST NAME M.I. TELEPHONE NUMBERS

HOME WORK FAX

HOME ADDRESS (Include Apartment Number) SEX
r Male r Female

MARITAL STATUS
r Single r Married r Other __________________________________________________

CITY STATE ZIP CODE EMPLOYMENT STATUS

Employed        Not-Employed        Retired        COBRA       RETIREE/RDS - EFFECTIVE DATE  ______________________________

PRIMARY LANGUAGE SPOKEN

II.  ENROLLMENT INFORMATION
NAME DATE OF BIRTH

MO/DAY/YR
SOCIAL SECURITY

NUMBER SEX
RELATION-

SHIP
MAILING ADDRESS 
(If different from above) EMAIL ADDRESS

FULL TIME
STUDENT (√)

ADD
(√)

DELETE
(√)

RACE/ETHNICITY
(CODES BELOW)LAST FIRST M.I.

SUBSCRIBER SELF
SPOUSE

DEPENDENT

DEPENDENT

DEPENDENT

III. OTHER CARRIER INFORMATION Do you or any of your dependents have other health care coverage?   Yes   Please complete this section    No     GO TO SECTION IV
NAME OF OTHER INSURANCE CARRIER TYPE OF CONTRACT 

r Group r Individual
NAME OF LAST NAME FIRST NAME M.I.
POLICY HOLDER

CARRIER’S ADDRESS CITY STATE ZIP CODE POLICY NUMBER EFFECTIVE DATE

IV. DID YOU HAVE PRIOR HEALTH COVERAGE YES Please provide a 12-month history of all coverage in this section NO GO TO SECTION V
NAME AND 
ADDRESS OF INSURER

TELEPHONE NUMBER 
OF INSURER

NAME OF POLICYHOLDER POLICY I.D. NUMBER EFFECTIVE DATE OF CURRENT 
OR PRIOR POLICY

TERMINATION DATE OF CURRENT 
OR PRIOR POLICY

HOSPITAL

MEDICAL

V.  EMPLOYER INFORMATION
GHI CERTIFICATE NUMBER OR EMPLOYEE SOCIAL SECURITY NUMBER DATE OF HIRE EMPLOYEE WAITING PERIOD

YES NUMBER OF WAITING PERIOD DAYS ___________________________   NOT APPLICABLE NUMBER OF ACTIVE EMPLOYEES IN YOUR GROUP ________________  

Check one: r New Enrollment r Reinstatement r Termination

STATUS CHANGE: r Add Dependent r Remove Dependent r Address Change r Name Change Reason for Change: __________________________________________________________________________________________________________________________

TRANSFER: r To Another Carrier r GHI Group # Change: From  ________________________________  To ________________________________    Is applicant currently working at least 20 hours per week?   r Yes    r No

VI. SUBSCRIBER AUTHORIZATION GROUP AUTHORIZATION
Any person who knowingly and with intent to defraud any insurance company or other person, files an application for insurance or statement of claim concerning any materially false information, or conceals for the purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act which is a
crime, shall be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

___________________________________________________________________________________________________      ______________________________
Subscriber Signature Date

_____________________________________________________________________________________      _____________________    _____________________________
Authorized Signature Date Phone Number

VII.  GROUP NAME AND ADDRESS EFFECTIVE DATE OF TRANSACTION GHI GROUP NUMBER

MEDICAL

HOSPITAL

DENTAL

MEDICAL

HOSPITAL

DENTAL

RACE/ETHNICITY CODES: (Optional) A = ASIAN
I = NATIVE AMERICAN OR ALASKAN NATIVE

B = BLACK OR AFRICAN AMERICAN
P = NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER

C = CAUCASIAN
O = OTHER

H = HISPANIC OR LATINO
SEE INFORMATION/EXPLANATION ON REVERSE SIDE



IMPORTANT INFORMATION

1- The subscriber must complete sections I through IV. The group plan administrator must complete section V.  Both the subscriber and the administrator must complete section VI.

2- All effective dates of transactions may not exceed thirty (30) days retroactive from the next billing date.

3- For group accounts with student dependent coverage: A full-time dependent student is a person who meets all of the following conditions:

He/she is at least 19 years of age, unmarried, receives at least half of his/her support from the employee or member, and is enrolled full-time in an accredited educational institution.
The institution must grant a degree or diploma. The student must be listed as a dependent when you enroll for coverage.

To enroll the dependent as a full-time student, attach a complete Student Dependent Certification Form or attach a copy of the most recent Bursar’s receipt.  See your group plan
administrator for a Dependent Student Certification Form.

4- Failure to complete any part of this form (e.g., group number, reason for submission, certificate number, etc.) will delay the processing of the transaction.

5- Failure to have the proper signatures and authorization will require GHI to return this transaction form to the employer group administror.

Why We Ask You for Race/Ethnicity Information

National studies show that differences in access to health care occur along ethnic lines. In our effort to ensure that everyone we serve receives appropriate care, GHI, along with other
health insurers, is collecting data on ethnicity with the goal of improving access to care and outcomes for groups who often have poorer results. Information will only be used by our
Medical Department to improve access to needed care and will not be available to any other staff. Answering this question is voluntary.

GHI Web Site

For fast, convenient access to the latest claim status, eligibility, and benefits information, visit GHI’s secure Web site at www.ghi.com. Available around the clock, on the site you can
also find provider listings, order ID cards, view an online Explanation of Benefits, access wellness information, and much more.

Translation Services

If English is not your primary language and translation services are needed when calling GHI Customer Service, a representative can help you.



Group Name
IRBA

Rating Structure:

Inpatient hospital *coverage and inpatient medical 1 

services 
Skilled Nursing Facility Care*                                            60 days per calendar year   
Hospice Care * (inpatient/in-home)                                   210 days per lifetime
Inpatient Maternity , routine Nursery Care
Inpatient Admission* for Medical Rehabilitation                
(i.e. PT, Physical Medicine and Rehabilitation)                
Pre-Admission Testing   
Ambulatory Surgery *
Outpatient (hospital) Diagnostic Lab & Radiology Place of Service:  hospital
Home Health Care Services* 200 visits per cal yr

Office visits, including allergy care, Chiropractic Care 
,OB/GYN care, Out of Hospital Specialist Consultation

Maternity Pre-Postnatal Care
Annual Physical Check-up    (Adult)    
Preventive Mammography and Pap Smear & Prostate 
Screening 
Physical Therapy, Osteopathic Manipulation, 
Occupational Therapy  30 visits per calendar year

Speech Therapy  10 visits per calendar year
Well baby and Well Child Care, including 
Immunizations  up to age 19

Diagnostic Lab  and  Radiology  billed by a provider Place of Service:  office

Emergency Care facility ER Copay,  waived if admitted

Emergency Admission  professional charges        

DME:  (*Precert required when the amt is > $2000)

Ground Ambulance          

Air Ambulance

Home Infusion Therapy*                    

 Inpatient Mental Health 30 days per calendar year

Inpatient Chemical Dependency:  Detox & Rehab

 Outpatient Chemical Dependency 60 visits per calendar year, up 
to 20 family visits

Outpatient Mental health
Professional Services $30 Copay

Hospital based facility services

*Pre-certification Required
         Prescription Coverage  Retail                           Prescription Coverage  Mail Order    
___  $10/50%/50%/$100 ded/$3000 annual retail max                $20/50%/50% Mandatory Mail

Available Optional Riders  ( additional cost):   

           Skilled Nursing Facility Care PLH-5005
Nursing Services PLC-1094B

Dependent/Student 19/23
Financial Network Non-Network
Hospital Copay $500 $1,000
Hospital Coinsurance None 25%
Hospital Coinsurance Max None $5,000
Hospital Allowed Charge GHI's  Fee Schedule 150% of Medicare
Office Visit Copay/Coinsurance $30, unless otherwise indicated 25%, unless otherwise indicated
Medical Deductible $1000/$3000
Medical Coinsurance Max $10,000 pp/$30,000 family
Medical Allowed Charge 100% of Medicare
Annual OON Max
Lifetime Max None None

20 days per calendar year Not Covered

None

Non-NetworkNetwork

Covered in Full, after $500  copay 25% Coinsurance after $1,000 copay per 

Not Covered

Covered in Full  25%  Coinsurance

Unlimited

25% Coinsurance after $1,000 copay per 
confinement

25% coinsurance (copay waived)
Covered in-network only 

GHI's Fee scheduled

N/A

None

Covered in Full, after $500  copay

Covered in Full
Covered in Full

Not Covered

 25%  Coinsurance after $100 copay

Covered In-Network Only
Covered in Full after $50 copay  25%  Coinsurance 

Covered in Full

Covered in Full after $100 copay

Covered In-Network Only

Covered In-Network Only
Covered In-Network Only$30 copay

Covered in Full

$30 copay

Covered In-Network Only

Covered In-Network Only

Covered In-Network Only

$30 copay

$30 copay

$30 copay

Covered in Full Covered up  to 100% of HIAA at the 
80th%ile

 25% Coinsurance after deductible Covered in Full

$30 copay Covered In-Network Only

N/A

Covered In-Network Only
Covered up to UCR , subject to  deductible 

and coinsurance

Covered in Full Covered In-Network Only

$100 deductible,  $1,500 annual  max

$30 copay

Covered in Full

25 % Coinsurance

25% coinsurance

Covered in Full, after $500  copay

Not Covered Not Covered

25% Coinsurance after $1,000 copay per 
confinement

$1,000,000

Covered up to $10,000 per occurrence

Covered in Full Covered up  to 100% of HIAA at the 
80th%ile

    Covered in Full after $100 Copay 
charge  (waived if admitted)      

Covered up to allowed charge, after $100 
copay (waived if admitted)

1  Non participating providers (anesthesiologist, radiologist. pathologist, asst surgeon)  in a network Hospital is covered up to 100% of HIAA at the 80th%ile . 

The benefits described here in are only brief highlights of the coverage available.  The terms, limitations, conditions, and exclusions of the insurance contract and certificate will govern.

Alcoholism and Substance Abuse Hospital 
coverage PLH-5008

benefit Summary/SBAP Benefit Summary.xls 2/7/07



- -

STUDENT VERIFICATION PARENT AFFIDAVIT FORM

TO BE COMPLETED BY THE SUBSCRIBER

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of
claim concerning any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto,
commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated
value of the claims for each such violation.

I confirm that the above-named dependent is registered as a: r full-time r part-time   

student at an accredited educational institution for the  r Fall rWinter r Spring r Summer  semester.

The semester begins on and ends .
Month            Year Month            Year

I attest that the information shown above is true and complete. I understand that failure to complete this form may result in a delay,
denial or termination of coverage for the above-named dependent. I understand that GHI reserves the right to ask for more
information as proof of the above-named dependent’s full-time student status.

________________________________________________________________________ ________________________
Subscriber’s Signature Date

6118E    20M     7/07

Mail form to: GHI, P.O. Box 2821, New York, NY 10116-2821

Employer Name

Subscriber Name

Subscriber ID #

Student Name

School Name

School Address

City State Zip Code

School Phone 

DEFINITION OF
DEPENDENT STUDENT:
A full-time dependent student is a
person who meets all the
following conditions: He/She is at
least 19 years of age, unmarried,
receives at least half of his/her
support from the employee or
member, and is enrolled full-time
in an accredited secondary or
preparatory school or college.

X

I certify that my dependent student listed below meets all of the following requirements for
eligibility as a dependent student.

Yes No

A. 19 years of age or older r r

B. Unmarried r r

C. Receives at least half of his/her support from the employee or retired r r
employee.

D. Is a full-time student in an accredited secondary or preparatory school r r
or college.

E. Expected date of graduation _____/____/____.

I agree to advise GHI promptly of any changes in my child's dependent student status.

 




