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A.  Check and complete the changes that apply and sign below

Subscriber Last Name First Name MI Subscriber Number

  Name Change

Change From Change To Reason For Change

If Married, Spouse’s Name Date of Marriage Date of Divorce

  Phone Number Change      Home           Work         Cell
Change To

  Email Address Change
Change To

  Address Change
Disclaimer: If you move to a  
different county, rates or plan 
offerings may be affected.

Change applies to

  Residence Address
  Mailing Address

Street/Route Apartment Number

City State ZIP Code

B.  Change in Coverage (changes will be processed according to policy)

  Cancel Policy
Reason for Cancellation Requested Cancellation Date

  Change Policy
Plan Name (selection, metal tier, deductible shown on page 2) Effective Date of Change

  Cancel Policy
Qualifying Event

  Birth      Adoption     Marriage     Loss of Coverage     Other:  

Effective Date of Change

  Delete Dependent
Effective Date of Termination Reason for Termination

C.  Dependents

Please list family members to be added/deleted under this policy. Please attach additional form, if needed. Write name as it should appear on ID card. Dependents may 
not be eligible if other medical coverage is available to them through their employer.

 Change
 Add
 Delete

Last Name First Name MI Gender

 M   F 

Date of Birth Social Security # Tobacco Use?

 Y   N

 Change
 Add
 Delete

Last Name First Name MI Gender

 M   F 

Date of Birth Social Security # Tobacco Use?

 Y   N

 Change
 Add
 Delete

Last Name First Name MI Gender

 M   F 

Date of Birth Social Security # Tobacco Use?

 Y   N

 Change
 Add
 Delete

Last Name First Name MI Gender

 M   F 

Date of Birth Social Security # Tobacco Use?

 Y   N

Individual Policy Change Request Form
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D. Type of Coverage and Benefit Plans

Plan ID Plan Name Deductible Coinsurance
Out-of- 
Pocket

Convenient 
Care Clinic 

copay
Office Visit  
Copay****

Prescription Drugs
[Preventive, Tier 1,  

Tier 2, Tier 3, Specialty]

HMO PLANS

86584WI0010011 Bronze 7500 * $7,500 50% $9,200 $50 $50 PCP 
$100 Specialist

$0 / $25 / Ded then $50 /
Ded then $100 / Ded then $500

 86584WI0010001 Silver 6600 $6,600 30% $7,500 $10 $40 PCP 
$80 Specialist

$0 / $20 / $40 / 
Ded then $80 / Ded then $350

 86584WI0010012 Silver 5000 * $5,000 40% $8,000 $40 $40 PCP 
$80 Specialist

$0 / $20 / $40 / 
Ded then $80 / Ded then $350

 86584WI0010007 Gold 2400 $2,400 30% $6,250 $10 $30 PCP 
$60 Specialist $0 / $15 / $30 / $60 / $250

 86584WI0010015 Gold 1500 * $1,500 25% $7,800 $30 $30 PCP 
$60 Specialist $0 / $15 / $30 / $60 / $250

 86584WI0010016
HMO Bronze 0 
Medical Deductible 
***

$0 50% $9,200 $10 $35 PCP 
$200 Specialist

$0 / $35 / $125 
D/C all others

 86584WI0010008
Catastrophic 9200  
With 3 Free PCP  
Visits **

$9,200 0% $9,200 D/C D/C $0 preventive 
 D/C all others

HMO - HSA QUALIFIED PLANS

 86584WI0010009 HDHP Bronze 7200 $7,200 0% $7,200 D/C D/C $0 preventive, D/C all others

86584WI0010013 HDHP Bronze 5400 $5,400 0% $5,400 D/C D/C $0 preventive, D/C all others

POS - COPAY PLANS

86584WI0020005 Bronze 7500 * $7,500 50% $9,200 $50 
$50 PCP 

$100 Specialist
$0 / $25 / Ded then $50 /  

Ded then $100/ Ded then $500

86584WI0020001 Silver 5000 * $5,000 40% $8,000 $40 
$40 PCP 

$80 Specialist
$0 / $20 / $40 / Ded then $80 / Ded then $350

POS - HSA QUALIFIED PLANS

86584WI0020003 Bronze 6250 $6,250 30% $7,250 D/C D/C $0 preventive 
 D/C all others

D/C = Deductible and Coinsurance       Ded = Deductible       PCP = Primary Care Practitioner       HMO = Health Maintenance Plan       POS = Point-of-Service Plan

* Standardized plan option
** Eligibility limited to Persons under age 30 or those with a hardship exemption from the Federally Facilitated Marketplace.
***Separate RX Deductible $1,100
**** The same benefit applies to telemedicine.

E. Certification

CERTIFICATION: I represent and certify all of the following: no answer or information written by myself in this application was provided 
by the agent or anyone else (except for information provided by other family members); such representations are true, accurate, and 
complete to the best of my knowledge.

Subscriber Signature Date

You may email this form to the attention of Aspirus Individual Product Department at IndividualSales@aspirushealthplan.com, or mail to 
Attn: Individual Product Department, PO Box 1890, Southampton, PA 18966. Please call 866.631.4611 Sales Option #2 with any questions.
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Nondiscrimination & Language Access Policy 
Discrimination is Against the Law. Aspirus Health Plan, Inc. complies with applicable Federal civil rights laws and does not discriminate on 
the basis of race, color, national origin, age, disability,  or sex, (including sex characteristics, including intersex traits; pregnancy or related 
conditions; sexual orientation, gender identity and sex stereotypes), consistent with the scope of sex discrimination described at 45 CFR 
§ 92.101(a)(2). Aspirus Health Plan, Inc. does  not exclude people or treat them less favorably because of race, color, national origin, age, 
disability, or sex.

Aspirus Health Plan, Inc.:
Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services 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 assistance services to people whose primary language is not English, which may include:
- Qualified interpreters.
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact the Nondiscrimination 
Grievance Coordinator at the address, phone number, fax number, or email address below.

If you believe that Aspirus Health Plan, Inc. 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:

Nondiscrimination Grievance Coordinator
Aspirus Health Plan, Inc.
PO Box 1890
Southampton, PA 18966-9998
Phone: 1-866-631-5404 (TTY: 711)
Fax: 763-847-4010
Email: customerservice@aspirushealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Nondiscrimination Grievance Coordinator 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, D.C. 20201  
1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. This notice is available at Aspirus Health Plan, Inc.’s website: 
https://aspirushealthplan.com/webdocs/70021-AHP-NonDiscrim_Lang-Assist-Notice.pdf.
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