... DEDUCTIBLE CARRY OVER
' CREDIT REPORT 1 probuCT

(For Current Calendar Year Only) Ambetter EPO

Please complete the required form, provide prior carriers statement, and mail to:
Ambetter from WellCare of New Jersey

Attention: Accumulator Department

480 Crosspoint Parkway

Getzville, NY 14068

SUBSCRIBER INFORMATION (FORMER INSURER INFORMATION) I:l Family Plan I:l Employer Plan
SUBSCRIBER'S LAST NAME FIRST NAME MIDDLE NAME
ADDRESS STREET CITY STATE ZIP PHONE #
SUBSCRIBER'S ID NUMBER SS# DATE OF BIRTH |MONTH DAY YEAR
INSURER CARRIER NAME  GROUP NAME (EMPLOYER)  POLICY NUMBER GROUP NUMBER INSURER PHONE #

SUBSCRIBER'’S ISSUED AMBETTER ID NUMBER
AMOUNT APPLIED TO DEDUCTIBLE WITH PRIOR CARRIER

INCLUDE A COPY OF PRIOR CARRIER’S STATEMENT OF PAYMENT FORM (See instructions for details)

What is the effective date and end date of your previous policy?

List any former names you or a dependent were listed under on your previous policy, if applicable:

DEPENDENT(S) INFORMATION
LAST NAME FIRST NAME SS# DATE OF BIRTH MONTH DAY YEAR

CHECK DEPENDENT’S RELATIONSHIP TO SUBSCRIBER (if other, list relationship)

[CJHUSBAND ] soN ] OTHER,
Cwire ] bAUGHTER

MEMBER'’S ISSUED AMBETTER ID NUMBER
AMOUNT APPLIED TO DEDUCTIBLE WITH PRIOR CARRIER

INCLUDE A COPY OF PRIOR CARRIER’S STATEMENT OF PAYMENT FORM (See instructions for details)

DEPENDENT(S) INFORMATION
LAST NAME FIRST NAME SS# DATE OF BIRTH MONTH DAY YEAR

CHECK DEPENDENT’'S RELATIONSHIP TO SUBSCRIBER (if other, list relationship)

CJHUSBAND ] soN [] OTHER,
CwirFe [C] DAUGHTER

MEMBER’S ISSUED AMBETTER ID NUMBER
AMOUNT APPLIED TO DEDUCTIBLE WITH PRIOR CARRIER

INCLUDE A COPY OF PRIOR CARRIER’S STATEMENT OF PAYMENT FORM (See instructions for details)




DEPENDENT(S) INFORMATION (Continued)
LAST NAME FIRST NAME SS# DATE OF BIRTH MONTH DAY YEAR

CHECK DEPENDENT’'S RELATIONSHIP TO SUBSCRIBER (if other, list relationship)

[CJHuUsSBAND [] sonN [] OTHER,
ClwiFe [C] DAUGHTER

MEMBER’S ISSUED AMBETTER ID NUMBER
AMOUNT APPLIED TO DEDUCTIBLE WITH PRIOR CARRIER

INCLUDE A COPY OF PRIOR CARRIER’S STATEMENT OF PAYMENT FORM (See instructions for details)

DEPENDENT(S) INFORMATION
LAST NAME FIRST NAME SS# DATE OF BIRTH MONTH DAY YEAR

CHECK DEPENDENT’S RELATIONSHIP TO SUBSCRIBER (if other, list relationship)

[CJHuUSBAND ] sonN [] OTHER,
CwirFe [C] DAUGHTER

MEMBER’S ISSUED AMBETTER ID NUMBER
AMOUNT APPLIED TO DEDUCTIBLE WITH PRIOR CARRIER

INCLUDE A COPY OF PRIOR CARRIER’S STATEMENT OF PAYMENT FORM (See instructions for details)

DEPENDENT(S) INFORMATION
LAST NAME FIRST NAME SS# DATE OF BIRTH MONTH DAY YEAR

CHECK DEPENDENT’'S RELATIONSHIP TO SUBSCRIBER (if other, list relationship)

[CJHUSBAND ] soN ] OTHER,
Cwire ] bAUGHTER

MEMBER’S ISSUED AMBETTER ID NUMBER
AMOUNT APPLIED TO DEDUCTIBLE WITH PRIOR CARRIER

INCLUDE A COPY OF PRIOR CARRIER’S STATEMENT OF PAYMENT FORM (See instructions for details)

DEPENDENT(S) INFORMATION
LAST NAME FIRST NAME SS# DATE OF BIRTH MONTH DAY YEAR

CHECK DEPENDENT’S RELATIONSHIP TO SUBSCRIBER (if other, list relationship)

[CJHUSBAND [] sonN [] OTHER,
Clwire [C] DAUGHTER

MEMBER’S ISSUED AMBETTER ID NUMBER
AMOUNT APPLIED TO DEDUCTIBLE WITH PRIOR CARRIER

INCLUDE A COPY OF PRIOR CARRIER’S STATEMENT OF PAYMENT FORM (See instructions for details)

For Ambetter from WellCare of New Jersey Members: Deductible carry over applies only to those services which are covered benefits under
the medical portion of your contract.



mroriant | READ INSTRUCTIONS AND CARRY FORWARD REQUIREMENTS PRIOR TO

COMPLETING ATTACHED FORM

NOTE TO SUBSCRIBER

Deductible Credit: For the first Calendar Year of this Policy, a Covered Person will receive credit for any Deductible amounts satisfied
under previous coverage within the same Calendar Year that your first Calendar Year starts under this Policy provided there has been no
lapse in coverage between the previous coverage and this Policy.

This credit will be applied whether your previous coverage was under a plan with us or with another carrier. You will be required to
provide us with adequate documentation of the amounts satisfied.

Note: There is no Coinsurance credit from previous coverage [unless the Covered Person is entitled to a cost sharing reduction under
Federal law and as a result of an eligibility change replaces a prior policy issued by Us with this Policy where both policies have the same
classification of coverage and provided there has been no lapse in coverage between the previous policy and this Policy.] In addition,
there is no Deductible or Coinsurance carryover into the next Calendar Year.

INSTRUCTIONS TO SUBSCRIBER

In order to promptly facilitate your request please ensure that all fields of this form are completed and all supporting documentation are
supplied at the time of form submission.

1. You must provide proof of cost share information from previous insurance carrier, including any Deductibles and Maximum Out
of Pocket incurred during the effective and end date of your former policy. Please note that cost share information from former
carrier must be supplied in the form of an EOB or official letter on former carrier letterhead.

Please check box to indicate if this is an Individual Family Plan or Employer Plan.
3. Provide full name; First Last and Middle full address, city, state, zip code and phone number.

»

If you were on a family plan policy please enter your policy number under the subscriber’s ID number. Note: if your policy was
held under an employer plan please fill out Group (Employer) details.

Please include your Ambetter Issued ID number.

Please indicate the total in deductible that is shown on the proof of cost share information.

Provide the effective and end date of your policy.

® N o o

List any former names used on any policies

INSTRUCTIONS FOR DEPENDANTS

In order to promptly facilitate your request please ensure that all fields of this form are completed and all supporting documentation are
supplied at the time of form submission.

1. You must provide proof of cost share information from previous insurance carrier, including any Deductibles and Maximum Out
of Pocket incurred during the effective and end date of your former policy. Please note that cost share information from former
carrier must be supplied in the form of an EOB or official letter on former carrier letterhead.

Provide full name; First Last and Middle, Date of Birth

Please provide relationship of dependent to subscriber.

Please include Ambetter Issued ID number for dependent.

Please indicate the total in deductible that is shown on the proof of cost share information.

o ok WD

Once completed mail the request form and proof of cost share information to:

Ambetter from WellCare of New Jersey
Attention: Accumulator Department
480 Crosspoint Parkway

Getzville, NY 14068



Statement of Non-Discrimination

Ambetter from WellCare of New Jersey complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Ambetter from WellCare of
New Jersey does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Ambetter from WellCare of New Jersey:

* Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
= Qualified sign language interpreters
= Written information in other formats (large print, audio, accessible electronic formats,
other formats)
« Provides free language services to people whose primary language is not English, such as:
= Qualified interpreters
= Information written in other languages

If you need these services, contact Ambetter from WellCare of New Jersey at 1-844-606-1926 (TTY 711).

If you believe that Ambetter from WellCare of New Jersey 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: Ambetter from WellCare of New Jersey, Attn: Appeals and Grievances, PO Box 10341
Van Nuys, CA, 91410, 1-844-606-1926 (TTY 711), Fax 1-833-886-7956.

You can file a grievance by mail, fax, or email. If you need help filing a grievance, Ambetter from
WellCare of New Jersey 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, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http.//www.hhs.gov/ocr/office/file/index.html.

AMB21-NJ-C-00598


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

ambetter. FROM

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from WellCare of New Jersey, tiene derecho a obtener

Spanish: ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-606-1926 (TTY 711).
Chinese: MRE > SGEEIEAERBINES - BRI Ambetter from WellCare of New Jersey A EKIME, AR EE UECHIRESEIEBIAE
) B o RSB B B 0 SRR ERE 1-844-606-1926 (TTY 711),
Korean: ghek 8t = ASk7H 1 Ue O AFEHO| Ambetter from WellCare of New Jersey off 2siA ZE20| QCHH 23t =210 §=E F5t2| 2loj=2
’ H8 £Eelo] g = = He[7t ASLICH I-A SHAR 0)71547] I8 M= 1-844-606-1926 (TTY 711) Ho 2 H3ISHUA| 2.
Portuguese: Se vocé ou alguém que estiver a ajudar tiver duvidas sobre a Ambetter from WellCare of New Jersey, tem o direito de obter ajuda e
9 ’ informagdes no seu idioma gratuitamente. Para falar com um intérprete, ligue para 1-844-606-1926 (TTY 711).
o % dHa, AUl dN 5l8ell HeE 53 6l lal AUA, Ambetter from WellCare of New Jersey (A3l 5l¢5 Ul dlal dl, dHal 51¢5 W (Aot
Gujarati: ARl e Hl HEE AR HURAL Ut sRclloll wBsR B, el WA cld sl HI2, 1-844-606-1926 (TTY 711) GUR Sl 53,
Jezeli ty lub osoba, ktérej pomagasz, macie pytania na temat planéw oferowanych za posrednictwem Ambetter from WellCare of New
Polish: Jersey, to macie prawo poprosi¢ o bezptatng pomoc i informacje w jezyku ojczystym. Aby skorzysta¢ z pomocy ttumacza, zadzwon
pod numer 1-844-606-1926 (TTY 711).
Nel caso in cui Lei, o una persona che Lei sta aiutando, dovesse avere domande su Ambetter from WellCare of New Jersey, ha diritto
Italian: a usufruire gratuitamente di assistenza e informazioni nella sua lingua. Per parlare con un interprete, chiamare il I'1-844-606-1926
(TTY 711).
Arabic: Sialy &y 55 pall e gladll g sreliaall e Jsanll 3 3all cbal ¢ Ambetter from WellCare of New Jerseyd s~ diuf saclui pad s sl al s 1y
) .1-844-606-1926 (TTY 711) = Jusil an jie g Gaaaill QKA G50 e
Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Ambetter from WellCare of New Jersey, may karapatan ka na
Tagalog: makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-844-606-
1926 (TTY 711).
B crnyyae BO3HVKHOBEHUS y BaC Unu y nvua, KOTOPOMy Bbl MOMOraeTe, Kakux-nmbo BONpocoB O nporpaMmmMe cTpaxoBaHus Ambetter
Russian: from WellCare of New Jersey Bbl uMeeTe npaBo nonyyuTb 6ecnnaTHyto NoMOLLb 1 MHOPMAaLMIO Ha CBOEM POAHOM A3blke. YUToObI
NoroBopuTbL C NEPEBOAYNKOM, NO3BOHUTE MO TenedoHy 1-844-606-1926 (TTY 711).
French Si oumenm, oubyen yon moun w ap ede, gen kesyon nou ta renmen poze sou Ambetter from WellCare of New Jersey, ou gen tout
Creole: dwa pou w jwenn éd ak enfomasyon nan lang manman w san sa pa koute w anyen. Pou w pale avék yon entéprét, sonnen nimewo 1-
844-606-1926 (TTY 711).
3T 7 fSRI®! 3T AGg PR I8 & 3P, Ambetter from WellCare of New Jersey & IR T Blg ward @i, al Ad! o1 st @
Hindi: & U UV H Tge SR TR U IxA &1 SR g1 ol Uit § a1d 37 & AT 1-844-606-1926 (TTY 711) R &id
Eayl
Vietnamese: Néu quy vi, hay ngudi ma quy vi dang giup do, co cau r]()i vé& Ambetter from WellCare of New Jersey, quy vi s& cé quyén duoc gidp va
' c6 thém thong tin bang ngdn ng cdia minh mién phi. D& no6i chuyén vé&i mét thong dich vién, xin goi 1-844-606-1926 (TTY 711).
Si vous-méme ou une personne que vous aidez avez des questions a propos d’Ambetter from WellCare of New Jersey, vous avez le
French: droit de bénéficier gratuitement d’aide et d’'informations dans votre langue. Pour parler a un interpréte, appelez-le 1-844-606-1926
(TTY 711).
Urdu: 281300 G e O3 (1 95 T 695 Ugp g S Ol e ) S 3 QT § o2 b8 OT (e 0L S Ambetter from WellCare of New Jersey 3|

S IS ) 1-844-606-1926 (TTY 711) I & 3,5 b o e (oS -8 35 6 358 ol Olaglan

AMB21-NJ-C-00599
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