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IMPORTANT NOTICE
Your Responsibility under New York Labor Law Section 217

You are responsible 1o notify all cedificate holders of this teminalion. Gerificale holders includes any emplovees and
dependents who currently have Oxford? Soverage, and any fonmer employers and dependents who have COERSA
andiorstate confinuation coverage undersriiben by Oxford,

IMPORTANT: If you are replacing the terminating Oxford coverage with similar coverage for the sams classes
of employess and fommer emplovess (ndividuals who were eligibde will remain eligible), you do pok reed o provide a
nofice of temminaton 1o the cedificate holder

in accomdance with the provisions of Labaor Law, section 217¢4) and the provisions of 11 MY SR R, Part 55, Labor
Law section 217 (3} (requinng notice toempleyees) shall not be deemed to spply If, at least 10 days prior 1o the date of
the imtended termination, as specified in this notics of internt 1o temminste, the policyholder hes;

(1) takan necassary steps whareby the intended terminalion 1@ ondersd aull and weid; or

21 confracted with anothar insumr e replace the exisling Insurer fer the providing ol similar cevesage [or the sarms
certificate holders and filed an affidavit with ihe Carmmissicner of Labor and Supanniendent of Insurancs 1o that effeci.

() Affidawits fed with the Commissionsr of Labor shall refar bo Labor Law, section 217, and be addressed to:

Director of Labor Standards
Departrment of Labor

Agency Building 12

Slate Office Building Campus
Albany, MY 12240

(iy Afficdavits filed with {he Supenntendent of Insurance shall refer to Labor Law, section 217 and 11 MY SRR, Pail
55, and shall be acdressed 1o

Chict, Health Bureau

Mew York State Insumance Depadmertd
Cne Commerce Plaza

Albany, MY 12257

If you are not replacing your ferminated Oxford coverage. you must provide a copy of our temmination rofice and &
letler from you to the cetficate holders sdvising them of the termination of coverage 1o each of your affecied

emplovess a5 follows:

&  Afleast nine days prior (o (he actual leamination date, the notice and lether must be given 1o cerificale holders
elther by nand-delivering them at their place of employment (his includes placing them in an employse’s pay

clreilope). o enaiing them to & certficate hokder's last known residential address; and

& Alleast nine days priar to the actusl temmination date, youw must post cur nofice of terminaton ard the lettar from
you to your certificate holders advising them of the lermination of coverage in conspicuous lecalions where you
beliewe they will be noticed by the cerificate holders.

Rights of cartificate holders under the terminating policy: Oxford will not be liable for claims incurred
past the termination date except when the certificate holder is eligible for extended benefits or
conversion coverage, For more information and the time frames for regquesting extended benefils or
conversion coverage, please soe the Coertificate of Coverage.,
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Late Motice
Dear VERATEX

We haven't received your monthly premium payment. As a reminder. your meninly paymeant is
dut: by the due date, Please send full payment nght away, If full payment is not recelved by the
and of your grace perod, your coverage will be lenminaled effective 0E20/2024.

IF you atready made your payrmant for the amount you owe, please disregard this notice, This
staterment is provided In addition 1o wour moenihly invoice s 8 way to summanze all past-due open
balances, Please chack your account status online &t uhceservices.com.

Vilhat happens if | do not pay the premium balance?

We will not process claims after he contract termination date. You will need 1o 121 your employees
know that their coverage is terminated. & sample letler for your employess is included with this natice.
If you continus to collect premiums from your employees after the date coverage is lemminated, you will
ba résponsible for any benefits. Additionally. if we hawve paid caims dunng the grace penod, we witl
take appmopriate action to recover that amount

,l;_ Piease detach and reiurn with your paymenl *

Payment Due Date [ Statement Mo
Upon Receipt AR0ZZ55201

Customer Mame Customer Mumber
VERATEX 12351166

Sond pa 2t T
paym Amount Due: $4,084.67

LHS Premium Billirg
PO BOR S0 7
Palating, L 80084-4077 Amount Enclesed
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Total Premium Due %

Due Date Invaigs Mumbes Quistanding Balance
QT 2074 A501a5310700 F4 084 57
Tatal Armodint Dlue ¥4 0849 &7

Past Due Aging

0-30 Daya 31-60 Days 61-80 Days 94-120 Days Ower 120 Days
34 Oga 7 FC00 F0.0n0 50.00 50.00

Options for making your premium payment:

I

Qe
Go to uhoesenices com b make a one-time payment or schedule monthly paymenis direcly
from your bank account

Phcome
Call 1-B88-201-4218, TTY711, 24 hours aday, 7 days a week o meke a payment directly
from your bank accounl

Send a check 10 the address listed on the forn. Chacks returned for lack of funds orchecks
that can' be cashed lor any reason ars nod considersd payment.

Questions? Call 1-688-201-4216, TTY 711, B am. - 5 p.m, ET. Monday — Friday. Please hawve your
group policy number, billlng customer number and bill group number availabie when you call,

Sincaraly,

Financial Speratons

Odiord Heslth insurance, INc.
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Sample Form Letter for Distribution to Employees %

Date:
Employes Name:
Employes Address,

Re: VERATEX
Customer Mumber: 13511846

Folicy Cancellation Notice of VERATEX:

You are hensby notitied that the above-referenced coverage for you and all covered employess and
their dependents in your group will be cancelled effective 0B/30/2024 dug to non-payment of pramium.
The carmerwill not be Hable for claims incumred sfter the. cancallation date. You will be responsibie for
any claims for health sendces incumed by you or your dependants effective 08/30/2024. Wik urge you
ta refer to your Cedilicate of Coverage in order to deterning which fgils, Ifany, are avaidable upon
discontinuance of this coverage. [T you have any questions, please refer to e phona number an your
heatth care ientification cand =

If wour group policyhokder collects contibutions for coverage beyond the dale of cancellation, your
group podicyholder may be held solaly lable for any benefits for which it has collected contibulions,

The company does not discriminate on the basis of race, color, national origin, sex, age. or disability in
healih prograrres asd aclivities,

Wi provide free serices to help you cormmunicate with us. Buch as, letters in other languages or larme
print, Or, you can ask Tor an interpreter, To ask for help, please call the foll-free phone number listed on
your |0 card TTY 711, Monday through Friday, 8 am. to 8 p.m ]

ATEMCIOM: Si habla espafol (Spanish), hay servicios d asislenca de idiomas, 5in cargo. 8 su
disposicion. Liame al namern de leléfono gratuto que aparece an su targela de dentificacién

SRR ANREERTOI (Chinese), EFIR B A IEHEE E WM ANERE. BRUTE B FRFIHR
E&BEEENH.




