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 PAPER APP-11/20 

Enclosed is the application for your Health Alliance Plan of Michigan and Alliance Health and Life 
Insurance Company HMO, PPO or HSA health plan. In order to avoid delays in the application process, 
please fill out the form completely and write clearly.  

Apply during open enrollment – November 1, 2020 through December 15, 2020 – and your effective 
date of coverage will be January 1, 2021. 

Please make sure you include information for each person that will be covered on your plan 
before sending it back. This information is required of all applicants, including those who have 
experienced a qualifying life event and are applying during a special enrollment period. 

You can choose from these health plan options: 

• HMO: A primary care physician within the network that coordinates all of your health care needs.

• Choice HMO: You’ll receive care from a select range of doctors who participate in the same network.

o Genesys Choice network: This network is available to residents of Genesee County.

o Henry Ford Choice network: This network is available to residents of Macomb, Wayne and
Oakland counties.

• PPO: Your care is provided by doctors who are in and out of the network, without referrals.

• High Deductible Health Plan with health savings account: A high deductible HMO or PPO plan that is
paired with an individually owned bank account to help pay for medical expenses.

To compare plans and apply online, visit hap.org/plans. To find out if your doctor is part of our network, 
visit hap.org/doctors.  

How to apply: 

1. Complete all fields on the attached application. Write “N/A” in fields that do not apply to you.

2. Select one health plan.

3. Select the pediatric dental benefit (unless you’ve already purchased pediatric dental coverage).

4. Select the optional adult dental benefit (if desired).

5. Complete all details for each person you would like to include on your plan.

If you are applying due to a qualifying event, you must apply within 60 days of when the life event 
occurs. Proof of the qualifying life event must also be sent to us, along with your application, by mail, 
email or fax within 60 days. Refer to the application to see which documents are required. Your effective 
date will be assigned upon review. 

When finished, please print the application, sign and return with any supporting documentation1 
to: 

Mail:  HAP 
Attention: HAP Sales 
26877 Northwestern Highway, Suite 420 
Southfield, MI 48033-9903 

Fax:  (248) 552-0228 

Or you can email your application by scanning the completed document and sending an encrypted copy 
to hap@personalalliance.org. The application must be encrypted when emailed because it contains 
personal and confidential information. If you cannot encrypt it, do not email the application.  

2021 Health Alliance Plan of Michigan 
Alliance Health and Life Insurance Company 

Application Cover Letter 

mailto:hap@personalalliance.org


 
1Additional documentation is only required for applicants who are applying during a qualifying life event.   
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If you have questions, please contact your agent or call us at (855) WITH-HAP (948-4427) or TTY: 711. 
We’re available Monday through Friday from 8 a.m. to 6 p.m.  
 

We look forward to working for you! 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HAP Personal Alliance HMO is offered through HAP, a state-certified health maintenance organization. 

HAP’s Personal Alliance PPO plan is offered through Alliance Health and Life Insurance Company, a wholly owned subsidiary 
of HAP. 
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Health Alliance Plan of Michigan                                                        
Alliance Health and Life Insurance Company 
2021 Individual and Family Medical Coverage  
Application Form for HMO, PPO and HSA Products 
 
This application may be used for 2021 HMO and PPO individual and family coverage. HMO plans are 
offered through Health Alliance Plan of Michigan (HAP) and PPO plans are offered through Alliance Health 
and Life Insurance Company (Alliance). Unless otherwise indicated in this application, HAP refers to both 
HAP and Alliance. 
 
Health Alliance Plan of Michigan (HAP) is a state-certified health maintenance organization. 
Alliance Health and Life Insurance Company (Alliance) is a wholly owned subsidiary of Health Alliance 
Plan of Michigan.  
 
Application date: ____________  Primary applicant’s legal name: ________________________________ 

(mm/dd/yyyy) 

• Apply during the Open Enrollment Period Nov. 1, 2020 through Dec.15, 2020 and your effective date of 
coverage will be Jan. 1, 2021 

• Apply during the Special Enrollment Period due to a qualifying life event and your health care coverage 
will be confirmed upon review  

   
How did you hear about HAP? Please select all that apply.   

☐ Agent  

☐ Chamber of Commerce 

☐ Email  

☐ Event  

☐ Family or Friend  
 

☐ Magazine or Print Ad  

☐ Personal Experience  

☐ Radio  

☐ Referral 
 

☐ Social (e.g., Facebook, Twitter,  

     LinkedIn, etc.)   

☐ TV  

☐ Web Search  

☐ Other: __________________________  

 
Why did you select a HAP health plan? Select only one. 

☐ Company Reputation  

☐ Customer Experience  

☐ Network of Doctors and Hospitals  

☐ Plan Benefits  

 

☐ Previous HAP Member  

☐ Price  

☐ Recommendation 

 

If you are applying through an agent, what is his or her name? ____________________________________ 

Agent phone number: ____________ Agency name:  ___________________________________________ 

 

 

 

 

 



APP-Paper- (11/2020)   2 

Why are you applying? Select one. 

☐ Applying for coverage during annual open enrollment 

☐ Applying due to a qualifying life event 

If you qualify for a special enrollment period, you must apply for a new health plan within 60 days of the 
life event. Documentation supporting the qualifying life event must be included with your application.  

NOTE: Voluntarily canceling other health coverage or being terminated for not paying premiums are not 
considered loss of coverage. Neither is losing a plan that does not carry minimum essential coverage. 

Please check the box below that represents the qualifying life event. Select only one. 

☐ Marriage (proof of prior coverage within 60 days for at least one spouse and copy of marriage certificate 

     required)  
Date of event: ________________  

☐ Birth of child (copy of birth certificate or hospital documentation required) 

Date of event: ________________ 

☐ Adoption or placement for adoption of child (copy of adoption certificate or placement papers required) 

Date of event: ________________ 

☐ Divorce, legal separation or death (copy of divorce decree, legal separation papers or death certificate  

    required)  
    Date of event: ________________ 

☐ Noncalendar year policy renewal (copy of renewal letter required) 

Date of event: ________________ 

☐ Permanently moving to a new area that offers new qualified health plan options (proof of prior coverage 

within 60 days, prior address and new or current address required) 
Date of event: ________________ 
 

☐ Newly gaining access to an Individual Coverage Health Reimbursement Account (ICHRA) or newly provided 

a Qualified Small Employer Health Reimbursement Account (QSEHRA)  (copy of document from Employer 
offering an ICHRA/QSEHRA with start date required) 
Date of event: ________________ 

Loss of other coverage: Please check the box below that shows why you lost your health coverage.  

Select only one. 

☐ Job loss (proof of loss of coverage required)  

Date of event: ________________ 

☐ Loss of group health coverage (proof of loss of coverage required)  

Date of event: ________________ 

☐ Divorce (copy of divorce decree and proof of loss of coverage required)  

Date of event: ________________ 

☐ Death (copy of death certificate and proof of loss of coverage required)  

Date of event: ________________ 

☐ Aging off a parent’s plan (proof of loss of coverage required)  

Date of event: ________________ 

☐ Losing Medicaid or Children's Health Insurance Program coverage (copy of Medicaid or  

    CHIP letter required) 
Date of event: ________________  

☐ COBRA coverage ending (proof of loss of coverage required)  

Date of event: ________________ 
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☐ Other (give details and provide supporting documentation) _________________________________  

Date of event: ________________ 

Your effective date will be assigned after we review your completed application. 
                                                  

Select Plan     Plan Marketing Name 

 SILVER 

☐ 
 

HAP Personal Alliance HMO 3200 

☐ 
 

HAP Personal Alliance HMO Henry Ford Choice 3200 

☐ 
 

HAP Personal Alliance HMO Genesys Choice 3200 

☐ 

 

HAP Personal Alliance PPO 3200 

☐ 

 

HAP Personal Alliance HMO 5500 

☐ 

 

HAP Personal Alliance HMO Henry Ford Choice 5500 

☐ 

 

HAP Personal Alliance HMO Genesys Choice 5500 

☐ 

 

HAP Personal Alliance PPO 5500 

☐ 

 

HAP Personal Alliance HMO VCP 3500 

 BRONZE 

☐ 
 

HAP Personal Alliance HMO 6900 HSA 

☐ 
 

HAP Personal Alliance HMO Henry Ford Choice 6900 HSA 

☐ 

 

HAP Personal Alliance HMO Genesys Choice 6900 HSA 

☐ 
 

HAP Personal Alliance PPO 6900 HSA 

☐ 
 

HAP Personal Alliance HMO 7000  

☐ 
 

HAP Personal Alliance HMO Henry Ford Choice 7000  

☐ 
 

HAP Personal Alliance HMO Genesys Choice 7000  

☐ 
 

HAP Personal Alliance PPO 7000  

☐ 
 

HAP Personal Alliance HMO 8550 

☐ 
 

HAP Personal Alliance HMO Henry Ford Choice 8550 

☐ 
 

HAP Personal Alliance HMO Genesys Choice 8550 

☐ 
 

HAP Personal Alliance PPO 8550 

[ 
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☐ 

 

HAP Personal Alliance HMO VCP 7500 

 CATASTROPHIC 

☐ 
 

HAP Personal Alliance HMO Catastrophic 8550 

☐ 
 

HAP Personal Alliance HMO Henry Ford Choice Catastrophic 8550 

☐ 
 

HAP Personal Alliance HMO Genesys Choice Catastrophic 8550 

☐ 
 

HAP Personal Alliance PPO Catastrophic 8550 

 
HAP HMO plans are offered through Health Alliance Plan of Michigan (HAP) 

Alliance PPO plans are offered through Alliance Health and Life Insurance Company 
 

 
On Jan. 1 of each year, plan offerings will be re-determined and all cost sharing (including deductibles  
and out-of-pocket limits) will start over.  
 

 

Select one Delta Dental option 

If you have not already purchased pediatric dental coverage through a certified stand-alone dental carrier,  

you must purchase that coverage in order to get a medical plan from HAP. In order to simplify this process,  

HAP has partnered with Delta Dental, a certified stand-alone dental carrier, who will be responsible for  

providing your dental benefits while HAP will be responsible for providing your medical benefits. 

 

Based on the above, have you purchased pediatric dental from a certified stand-alone dental carrier? 

 ☐ Yes ☐ No 

 

Select option Options 

☐ Delta Dental – pediatric and adult  
Check this box if you are purchasing dental coverage for all applicants 
listed on this application. 

☐ Delta Dental – pediatric only  
Check this box if you are purchasing dental coverage only for applicants 
listed on this application age 18 and under. 

 

 

Please tell us about each person to be covered under this plan. 

Primary applicant information  
 
 
 
 
 
 
 
 

 
 

First name, MI, 
Last name 
(Full legal 
name) 

Gender 
M/F 

Relationship 
code  

(See codes 
below) 

Date of Birth 
mm/dd/yyyy 

Social 
Security 
number 
xxx-xx-

xxxx 

Marital 
status 

M/S 

Tobacco 
use* 
(over 

last six 
months) 

Are you eligible for 
or enrolled in 

Medicare? 

      ☐Y 

☐N 

☐Y  

☐N 
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Dependent information (Spouse and other family members under age 26 – unless permanently disabled) 

 

 

*Applies to any applicant age 21 and over who uses tobacco products regularly (four or more times per week), 

excluding those for religious or ceremonial use. If yes, please explain: 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

 

 

Relationship codes: 
 
M - Subscriber  
S - Son (dependent) 

 

 
 
W – Wife/Spouse  
D - Daughter (dependent) 
 

 
 
H – Husband/Spouse 
HD - Permanently disabled (dependent) 

 
**A permanently disabled child of the applicant (or applicant’s spouse) can be enrolled even if over the age of 26. 
However, the permanently disabled child over the age of 26 cannot be married. He or she must have been 
permanently disabled before reaching the age of 26 and must rely upon the applicant (or applicant’s spouse) for 
more than half of their support. We require proof of permanent disability within 30 days of enrollment. 

 

 

Primary applicant’s information (Please provide primary address P.O. boxes not accepted.) 

Street address: _________________________________________________ Apt. #: ________  

City: ________________________  State: ______ ZIP code: ________ County: _____________________ 

Home phone number: ____________ Cellphone: ____________ 

Email address: _________________________________________________ 

 
The primary applicant, along with their spouse and any dependents identified above are all considered 
applicants for purposes of this application.   

 

 

 

 

 

 

First name, MI, 
Last name 
(Full legal 
name) 

Gender 
M/F 

Relationship 
code  

(See codes 
below) 

Date of 
Birth** 

mm/dd/yyyy 

Social 
Security 
number 
xxx-xx-

xxxx 

Marital 
status 

M/S 

Tobacco 
use* 

(over last 
six 

months) 

Are you eligible for or 
enrolled in Medicare? 

      ☐Y 

☐N 

☐Y  

☐N 
      ☐Y  

☐N 

☐Y 

☐N 
      ☐Y  

☐N 

☐Y 

☐N 
      ☐Y  

☐N 

☐Y 

☐N 
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Other medical coverage 

Do any of the applicants have major medical coverage through another company?  ☐ Y ☐ N  

Do you plan to keep any coverage other than the plan you are purchasing now?      ☐ Y ☐ N  

If so, please complete the information below. 
 
Subscriber name: _____________________________   Subscriber date of birth: _____________ 
             mm/dd/yyyy 

Name of medical coverage carrier: ________________________________________________________ 

Contract number: __________________ 

 

Additional information 

Please provide any information below that you would like included with your application. 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

Billing information 

You are personally responsible for your premium payment. HAP does not accept premium payment from third 
parties, except that HAP will accept payment of your premium from your spouse, or when appropriate, from a 
parent, legal guardian, agent or other person or entity that is specifically allowed by law to pay premium on your 
behalf. If payment for coverage is made by a third party other than the primary applicant, the following shall all 
result: 

1. The primary applicant shall remain financially responsible for payment if an account transfer or credit card 
is declined. 

2. By making payment, the third party shall have no formal rights recognized by HAP concerning coverage. 

3. Any legal refund or adjustment of premiums or other financial settlement will be delivered to the primary 
applicant and not to the third party. 

 

Payment options (Please select one of the payment options below.) 

☐ Payment option 1: Credit card authorization 

I authorize HAP to charge or debit my credit card account for the payment of my premium bill, including any taxes 
and fees. HAP will deduct the net balance due on the account each month based on the premium amount 
communicated to me. If the payment date falls on a weekend or holiday, I understand that the payments may be 
executed on the next business day. I also understand that I am solely responsible for ensuring that adequate funds 
are available. I agree to permit HAP to debit and credit my account as appropriate for payments and error 
resolution and to hold HAP harmless for any fees or penalties that may arise due to not having sufficient funds in 
my account. I certify that I am an authorized user of this credit card account. I understand that this authorization 
will remain in effect until I notify HAP to cancel. I can cancel this authorization and stop payment by notifying 
Customer Service 30 days before my account is charged. 
 
Paper applications must only be sent to the mailing address on the application cover sheet. If sending 
electronically only use the email address provided on the cover sheet.  
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Card type:    ☐ Visa  ☐ MasterCard  ☐American Express  ☐Discover    

Cardholder name (as printed on card): _____________________________ 

Card number: _____________________________________      

Expiration date: ________________ 

Security code number: ______   

(located on back or front of card depending on type of card used)  

ZIP code: __________ 

Signature of authorized user: 

 X______________________________________________ 

 

 

 

☐ Payment option 2:  Electronic funds transfer (or EFT) authorization 

I authorize HAP to withdraw funds from the bank account listed below for the payment of my premium bill, 
including any taxes and fees. HAP will deduct the net balance due on the account each month based on the 
premium amount communicated to me. If the payment date falls on a weekend or holiday, I understand that the 
payment may be executed on the next business day. I also understand that I am solely responsible for ensuring 
that adequate funds are available. I agree to permit HAP to debit and credit my account as appropriate for 
payments and error resolution and to hold HAP harmless for any fees or penalties that may arise due to not having 
sufficient funds in my account. I certify that I am an authorized user of this bank account. I understand that this 
authorization will remain in effect until I notify HAP to cancel. I can cancel this authorization and stop payment by 
notifying Customer Service 30 days before my account is charged. 
 
 
Account type:  Checking            

Name on account:  ____________________________  

Bank name:   ____________________________  

Bank routing number:  ____________________________  

Account number:  ____________________________  

Optional: bank city and state:  ______________________ 
 
 

☐ Payment option 3: Bill me 

The invoice will be sent to the primary applicant’s address listed on this application.  
 
 
 
 
 
 
 
If you selected a plan with a health savings account, or HSA, please fill out the authorization form on the 
following page. Otherwise, do not fill out this form. 
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Request for a health savings account 
(For HAP Personal Alliance HMO 6900 HSA and HAP Personal Alliance PPO 6900 HSA) 

Authorization form 

HAP recommends that you consider establishing a health savings account, or HSA, to maximize the benefits of your HAP 
high deductible health plan. While you may open an HSA with any institution of your choice, we have arranged for you to be 
able to establish your high deductible health plan and initiate the process of opening an HSA with BenefitWalletTM* – all in one 
easy step. 

Please complete this form to let us know if you intend to open an HSA with BenefitWallet by providing the authorization as 
noted below. HAP will notify BenefitWallet once your high deductible health plan is activated to let them know to initiate the 
process of opening an HSA for you.  

BenefitWallet will then send you a welcome kit which includes: information about the HSA, account terms and conditions and 
a signature card that you will need to sign and return to BenefitWallet. 

Eligibility for an HSA is determined by federal law. It is your responsibility to ensure that you are eligible. 

To be eligible for an HSA account, you must meet the following criteria: 

• You must not be covered by any other health insurance (other than another qualified high deductible health plan), 
including coverage through the Canada Health Act 

• You must not be eligible or claimed on another person’s tax return 

• You must not be enrolled in Medicare 

Note: Other health insurance generally disqualifies you from HSA eligibility but special rules apply if you’ve received health 
care from Veteran’s Affairs or Indian Health Services. 

This form is not required as part of your application for a high deductible health plan. 

☐ Yes, I am interested in setting up a health savings account (HSA). Please have BenefitWallet send me an HSA welcome kit 

and initiate the process of opening an HSA for me.** 

I authorize HAP to provide BenefitWallet with information required to establish my HSA, including my name, address and 
Social Security number once my high deductible health plan is activated. 

I understand that: 

• The information described above is required by BenefitWallet to establish an HSA and is considered protected health 

information, or PHI, pursuant to the Health Insurance Portability and Accountability Act of 1996 (known as HIPAA). 

• In the event that a high deductible health plan is not activated in my name, HAP will not provide BenefitWallet with this 

information and this authorization will expire. 

• This authorization is voluntary. 

• Payment, enrollment or eligibility for my health care coverage will not be affected if I do not sign this form or open an 

HSA. 

• I may revoke this authorization at any time before a BenefitWallet HSA is established for me by notifying HAP by 

email at yourhap@hap.org. If I do revoke this authorization, it will not have any effect on any information received or 

actions HAP or BenefitWallet took before they received the revocation. 

• Information disclosed as a result of this authorization may no longer be protected by federal privacy laws and may be 

disclosed by the company or individual receiving the information. 

• I should retain a copy of this authorization. 

☐ I do not plan on establishing an HSA at this time. 

*The choice of an institution that offers HSAs is solely your choice and HAP will honor your relationship with the institution you 
choose. HAP does not provide financial services, but solely to arrange for the provision of offering health care services and to 
make payments to providers for covered services received by you under your health plan. HAP is not in any event liable for 
any act or omission of the institution providing your HSA or the agent or employee of such institution, including, but not limited 
to, the failure or refusal to render services to you. 

HAP is not affiliated with or related to BenefitWallet. The relationship between HAP and BenefitWallet is that of independent 
contractors and BenefitWallet has no responsibility for the high deductible health plan or other insurance benefits provided by 
HAP. 

**A BenefitWallet welcome kit will be sent once your high deductible health plan is activated. If this health plan is not approved 

and activated by HAP, you will not receive an HSA welcome kit. 

mailto:yourhap@hap.org
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Agreement and signature 

By executing this application, all applicants understand, agree and represent all of the following without limitation: 

1. We have read this application or it has been read to us and we understand its terms and conditions. 
2. The answers are, to the best of our knowledge, true and complete. 
3. In some instances, a follow-up telephone call or email may be required to verify information provided in this 

application. 
4. We may be required to provide proof of eligibility (marriage, divorce, birth, adoption, loss or addition of other 

coverage) satisfactory to HAP as a condition of acceptance of this application and the issuance of coverage.  
HAP must be notified of any of these events that might change an applicant’s eligibility for coverage.  Notice 
must be received within 30 days of the event in order to provide coverage, terminate coverage and/or adjust 
premiums. HAP must be notified within 30 days of any change in name, address, email address or telephone 
number, eligibility or entitlement to Medicare or Medicaid, or the addition or change in any source of coverage 
or reimbursement for services related to an accident or injury to which we may be entitled. Failure to provide 
timely and complete notice of changes as noted above may result in a lapse in coverage and nonpayment of 
services. HAP is not responsible for a lapse in coverage when notice is not provided.  

5. We have received and reviewed any state or federal required disclosures. 
6. We do not have the authority to waive a complete answer to any question, determine coverage or insurability, 

alter any contract or waive any HAP requirement. 
7. The coverage applied for is not an employer-sponsored group health plan and it does not comply with state 

and federal small employer or other contract laws. 
8. We represent that no one applying for coverage is receiving any form of reimbursement or compensation for 

this coverage from any employer, other than a small employer, as allowed under federal law. 
9. We are personally responsible for the premium payment associated with this coverage. We understand and 

agree that HAP does not accept premium payment from third parties, except from a spouse, or when 
appropriate, from a parent, legal guardian, agent or other person or entity that is specifically allowed by law to 
pay premium on our behalf. 

10. If we currently have medical coverage through another company, we understand the benefits provided under 
this coverage may be reduced in accordance with the coordination of benefits provision in the coverage 
documents.  

11. If this application for coverage is accepted, coverage will be effective on the date specified by HAP. We 
understand that acceptance of premium and fees do not ensure coverage. 

12. If selected, we have provided authorization for automatic withdrawal from a specified bank account or credit 
card for premium payment and administrative fees. 

13. Premiums already paid will be refunded if coverage is not issued. 
14. Our answers to questions posed by this application are intentional representations of material facts and we 

understand that should those answers contain fraudulent or false information, coverage may be denied or 
subject to rescission if initially issued. 

15. If coverage is rescinded, we understand and agree that we will be financially responsible for any medical 
claims expense incurred on our behalf and that HAP may offset any premiums to be returned to us by an 
amount not to exceed incurred claims expense. 

16. Each applicant waives his or her right to receive a hard copy of their coverage documents and this application, 
but understand that he or she will be given a right to specifically request a hard copy of such documents if 
accepted for coverage. The applicants further waive any right they may have to claim that HAP may not raise 
issues concerning the accuracy of the statement contained in this application if he or she is not given a hard 
copy of this application. 

17. We understand and agree that required legal notices and communication (including coverage documents, 
renewal notifications and other documents concerning coverage or rights under the contract or policy) may be 
delivered electronically to the email address designated and not through U.S. mail. We understand that we 
have the right to paper copies of any and all documents concerning this coverage at no cost and that this 
consent to electronic communication may be canceled at any time without charge. Cancellation of this consent 
can be exercised and requests for paper copies can be sent to: Customer Service at 2850 W. Grand Blvd., 
Detroit, MI  48202. Updates to the email address can be sent to Customer Service. In order to obtain electronic 
documents from HAP’s website, we recommend the use of commercially available web browsers. HAP’s 
website contains documents in PDF format that may require Adobe Reader or other commercially available 
software to access.   
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18. Any applicants that do not meet the definition of spouse will be split into two contracts or policies. Dependents 
will remain with the primary applicant unless otherwise directed. 

19. We attest that if not purchasing pediatric dental benefits from Delta Dental (through HAP), we will purchase (or 
have purchased) benefits from a certified, stand-alone dental carrier. HAP will rely upon my attestation in order 
to be reasonably assured that pediatric dental coverage will be purchased. Without this assurance, medical 
coverage will not be provided. 

20. We can confirm that no one applying for medical coverage on this application is incarcerated, detained or 
jailed.  

21. We understand that any person currently eligible for or enrolled in Medicare or any person currently 
incarcerated will not be covered under this contract/policy. 

22. We understand that if accepted, the primary applicant will be set up as the subscriber. In the future, should the 
subscriber request to terminate their coverage, the spouse and/or dependent(s) can request to retain coverage 
under the existing contract or policy.  HAP must be notified of this request at the time the subscriber’s 
coverage is cancelled. We also understand that all agreements, signatures, and obligations agreed to in this 
application are binding and transfer to the subscriber listed on the adjusted contract or policy. 

23. If coverage is issued, we understand and agree that the subscriber has the authority to cancel coverage and 
make coverage changes under the contract/policy with regards to adult dependents. HAP will notify adult 
dependents of any changes made. 

24. If coverage is issued, we understand and agree that any adult dependent covered under the contract/policy 
has the authority to cancel their own coverage. HAP will notify the subscriber of any changes made by an adult 
dependent.  

25. If coverage is issued, we understand and agree that the licensed agent of record on the contract/policy can 
request the following changes on behalf of the individuals named in this application if these changes are 
requested in writing or via email.  
a. Change the plan selected on this application to another plan offered by HAP. 

b. Cancel coverage under the plan selected on this application for one or more of the individuals covered 

under the contract/policy. 

c. Add or remove adult and/or pediatric dental coverage for all individuals covered under the contract/policy. 

d. HAP will notify the subscriber and all applicable adult dependents covered under the contract/policy of the 

requested changes.  

This document, together with any supplements or amendments, will form part of and be the basis for any coverage 
issued.  
 
 

In order for your paper application to be processed, the HAP Sales team will enter the fully completed and signed 

paper application into our system. We will electronically sign the application and if applicable process payment on 

your behalf, but the paper application containing your signature will be the controlling legal document. By signing 

below, you consent to this process. You may revoke your consent at any time through written notice delivered 

through U.S. mail, fax or email to HAP, Attention: HAP Customer Service, 2850 W. Grand Blvd, Detroit, MI 48202. 

 

Authorization 
 I authorize any physician, medical or health care practitioner, hospital, clinic, veterans administration facility, other 
medical or medically related facility, third-party administrator, pharmacy, pharmacy benefit manager, pharmacy 
related facility, insurance company, HMO or reinsuring company, the Medical Information Bureau, Inc., agent, 
employer or a consumer reporting agency  to share any and all information regarding myself and my dependents, 
including information concerning, advice, diagnosis, treatment and care of the physical, psychiatric, mental or 
emotional conditions, drug, substance or alcohol abuse, illness and copies of all hospital or medical records, 
prescription drug records, nonpublic personal health information and any other nonmedical information to share 
any and all such information with HAP, its reinsurer, its legal representatives and its affiliates in order to process 
my application for coverage.   
 
This authorization will not be used by HAP to conduct a medical underwriting function for the purpose of 
establishing eligibility or premiums associated with the coverage being applied for. 
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HAP, or its reinsurers, may release information in its file to other companies to whom you may apply for life or 
health coverage, or to whom a claim for benefits may be submitted. We understand and agree to the following: 

1. The information obtained by use of this authorization may be used by HAP to determine eligibility for 
coverage, eligibility for benefits under existing coverage, plan administration and to make claim 
determinations. 

2. If the decision is made not to sign this authorization, HAP will decline to enroll us in a medical plan or to 
give us medical benefits. 

3. Any information obtained will not be released by HAP to any person or organization except reinsuring 
companies, the Medical Information Bureau, Inc. or other persons or organizations performing health 
care operations or business or legal services in connection with any application, claim or as may be 
otherwise lawfully required, or as we may further authorize. 

4. Once personal and health information (including medical, dental and pharmacy) information is 
disclosed pursuant to this authorization it may be re-disclosed by the recipient and the information may 
not be protected by federal and state privacy requirements. 

5. A copy of this authorization is available to us or our legal representative upon written request. 
6. A photographic copy of this authorization shall be as valid as the original. 
7. This authorization shall be valid until revoked.  
8. We have the right to revoke this authorization at any time. 
9. To revoke this authorization, we must do so in writing and send written revocation to HAP Customer 

Service, 2850 W. Grand Blvd, Detroit, MI 48202 or email to Yourhap@hap.org.  
10. The revocation will not apply to information that has already been released in response to this 

authorization. 
11. The revocation may adversely affect our application, a claim or a pending action. 
12. The revocation will become effective after it is received by HAP Customer Service. 

 
Disclosure 
HAP and its subsidiaries do not discriminate on the basis of race, color, national origin, disability, age, sex, gender 
identity, sexual orientation or health status in the administration of the plan, including enrollment and benefit 
determinations.  
 
Please, sign, date and mail to: 

HAP 
26877 Northwestern Hwy, Suite 420 
Southfield, MI  48033-9903 
Attention: HAP Sales Team  
 
Or scan the completed application and email to hap@personalalliance.org 
 

If you are an agent completing this application on behalf of the primary applicant, please read the 
following attestation, check the box to indicate your agreement, sign below as legal representative and 
indicate your name and relationship to the primary applicant. 
Agent attestation 

☐ As a licensed and qualified agent authorized to do business with HAP, I attest to the following: 

1. I have been given full legal authority through a valid power of attorney to file an application, make premium 
payment (if applicable) and make coverage changes on behalf of the individuals named in the application. 

2. I shall notify HAP if my authority to act on their behalf were to change. 
3. HAP is entitled to rely upon this attestation. 
4. I have complied with all pertinent provisions of state and federal law in establishing and exercising my agent 

responsibilities. 
5. I shall be legally responsible for errors and omissions in the application that result from my own negligence 

or intentional misrepresentation. 
 
 
If you are the parent or legal guardian completing this application on behalf of a minor child or children, 
please read the following attestation, check the box to indicate your agreement, sign below as legal 
representative and indicate your name and relationship to the primary applicant.  
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Parent or legal guardian attestation (for child only policies) 

☐ By signing, the parent or legal guardian agrees to be responsible for paying all premiums, copays, coinsurance 

and deductibles for all the applicants listed in this form. 
 

On behalf of all the applicant(s), I attest to the following:   
1. I have been given full legal authority to file an application on behalf of, and as a legal representative for, the 

individuals noted in the application, including the Agreement and Signature, Authorization and Disclosure 
sections. 

2. I shall document my authorization, and upon request, will provide this documentation to HAP.  
3. I shall notify HAP if my authority to act on their behalf were to change.  
4. HAP is entitled to rely upon this attestation.  
5. I shall be legally responsible for errors and omissions in the application that result from my own negligence 

or intentional misrepresentation. 
 
           Parent/Legal guardian’s date of birth ________________ 

       mm/dd/yyyy 
 
Last four digits of Parent/Legal guardian’s social security number ___________ 
 
 

Any person who submits an application containing a false, incomplete or deceptive statement may be 
guilty of insurance fraud. 
 
 
 
Primary applicant or legal representative signature: _________________________________ Date__________ 
 mm/dd/yyyy 
 
Primary applicant or legal representative printed name: ______________________________ Date__________ 
 mm/dd/yyyy 
 
Relationship of legal representative: _____________________________________________ Date__________ 
 mm/dd/yyyy 
 
Spouse signature: ___________________________________________________________ Date__________ 
 (If applying for coverage) mm/dd/yyyy 
 
Child signature: _____________________________________________________________ Date__________ 
 (If applying and 18 years of age or older) mm/dd/yyyy 

 
Child signature: _____________________________________________________________ Date__________ 
 (If applying and 18 years of age or older) mm/dd/yyyy 
 
Child signature: _____________________________________________________________ Date__________ 
 (If applying and 18 years of age or older) mm/dd/yyyy 
 
Child signature: _____________________________________________________________ Date__________ 
 (If applying and 18 years of age or older) mm/dd/yyyy 



Nondiscrimination Notice 

Health Alliance Plan of Michigan (HAP) complies with applicable federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability or sex. HAP does not exclude people or treat 
them differently because of race, color, national origin, age, disability or sex. 

HAP provides: 

• Free aids and services to help people communicate effectively with us

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, others)

• Free language services to people whose primary language is not English

o Qualified interpreters

o Information written in other languages

If you need these services, contact HAP’s customer service manager: 

General - (800) 422-4641  Medicare - (800) 801-1770  

If you believe that HAP has failed to provide these services or discriminated on the basis of race, color, 
national origin, age, disability or sex, you can file a grievance with HAP’s Associate Vice President 
Performance Improvement & Management. Use the information below: 

• Mail: 2850 West Grand Boulevard, Detroit, Michigan 48202 
• Phone: General - (800) 422-4641 Medicare - (800) 801-1770 

TTY: 711 
• Fax: (313) 664-5866 
• Email: msweb1@hap.org 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil 
Rights.  

• Online: Use the Office for Civil Rights’ Complaint Portal Assistant at:
ocrportal.hhs.gov/ocr/portal/lobby.jsf.

• Mail: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH
Building, Washington, DC 20201.

• Phone: (800) 368-1019 or TTY: (800) 537-7697.

Complaint forms are also available at www.hhs.gov/ocr/filing-with-ocr/ 
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VINI RE: Nëse flisni shqip, ju ofrohen shërbime ndihme gjuhësore falas. Për ndihmë të përgjithshme, telefononi 
numrin (800) 422-4641 (TTY: 711). Për ndihmë nga "Medicare", telefononi numrin (800) 801-1770 (TTY: 711). 

 بالرقم اتصل العامة المساعدة على للحصول. مجانًا اللغوية المساعدة خدمات لك نوفر فإننا العربية، اللغة تتحدث كنت إذا: تنبيه
بالرقم اتصل ،Medicare بتغطية المتعلقة المساعدة على للحصول). 711:النصي الھاتف خدمة( 422-4641 (800)

).711: النصي الھاتف خدمة( 801-1770 (800) 

নজর িদন: আপিন বাংলা ভাষায় কথা বলেল, ভাষা সহায়তার পিরেষবা িবনামূেলয্ আপনার জনয্ uপলb। সধারণ সহায়তার জনয্  
(800) 422-4641(TTY: 711) নmের েফান ক˙ন। Medicare সহায়তার জনয্ (800) 801-1770 (TTY: 711) নmের েফান ক˙ন। 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。如需一般援助，請致電 (800) 422-4641 或 
TTY 用户請致電 711。如需 Medicare 援助，請致電 (800) 801-1770 或 TTY 用户請致電 711。 

HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos Sprachassistenzdienste zur Verfügung. Allgemeine 
Hilfe erhalten Sie unter der Rufnummer (800) 422-4641 (TTY: 711). Für Medicare-Unterstützung wenden Sie sich 
bitte an folgende Rufnummer: (800) 801-1770 (TTY : 711). 

ATTENZIONE: In caso la lingua parlata sia l’italiano, sono disponibili servizi di assistenza linguistica gratuiti. Per 
assistenza generica, chiamare il numero (800) 422-4641 (TTY: 711). Per assistenza Medicare, chiamare il numero 
(800) 801-1770 (TTY: 711). 

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。一般支援については、 

(800) 422-4641 まで（TTY ユーザーは 711 まで）、お電話にてご連絡ください。Medicare 支援については、

(800) 801-1770 まで（TTY ユーザーは 711 まで）、お電話にてご連絡ください。

주의: 한국어를 사용하시는 경우, 무료 언어 지원 서비스를 이용하실 수 있습니다. 일반 지원은  
(800) 422-4641(TTY: 711)번으로 전화해 주십시오. Medicare 지원은 (800) 801-1770(TTY: 711)번으로 전화해 
주십시오. 

UWAGA: jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer  
(800) 422-4641 (TTY: 711) w celu uzyskania pomocy w sprawach ogólnych. W celu uzyskania wsparcia Medicare 
zadzwoń pod nr (800) 801-1770 (TTY: 711). 

ВНИМАНИЕ! Если ваш родной язык русский, вам могут быть предоставлены бесплатные переводческие 
услуги. По вопросам получения общей помощи обращайтесь по номеру (800) 422-4641 (телетайп: 711). 
Обращайтесь в Medicare по номеру (800) 801-1770 (телетайп: 711). 

NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrška na Vašem jeziku. Za opću podršku 
nazovite na broj (800) 422-4641 (tekstualni telefon za osobe oštećena sluha: 711). Za podršku vezano za program 
Medicare nazovite na broj (800) 801-1770 (tekstualni telefon za osobe oštećena sluha: 711). 

ATENCIÓN: si habla español, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para 
usted. Para obtener ayuda general, llame al (800) 422-4641 (los usuarios TTY deben llamar al 711). Para obtener 
ayuda de Medicare, llame al (800) 801-1770 (los usuarios TTY deben llamar al 711). 

ܚܬܘܢܿ ܐܢܹ: ܙܘܼܗܵܪܵܐ ܡܙܸܡܝܼܬܘܢܿ ܟܹܐ ܐܼܿ ܒܠܝܼܬܘܢܿ ܡܵܨܝܼܬܘܢܿ ،ܐܵܬܘܿܪܵܝܵܐ\ܐ݇ܣܘܼܪܝܵܝܵܐ ܠܸܫܵܢܵܐ ܠܹܗ ܗܼܿ ܪܬܵܐ ܕܩܼܿ ܝܼܿ ܓܵܢܵܝܬܵܐ ܗܼܿ ܒܘ݂ܠܹܐ . ܒܠܸܫܵܢܵܐ ܡܼܿ ܪܬܵܐ ܠܩܼܿ ܝܼܿ  ܗܼܿ
ܠ ܩܪܘܢܿ ،ܓܵܘܵܢܵܝܬܵܐ ܒܘ݂ܠܹܐ ). TTY 711:( 4641-422 (800) ܡܸܢܝܵܢܵܐ ܥܼܿ ܪܬܵܐ ܠܩܼܿ ܝܼܿ ܠ ܩܪܘܢܿ ،Medicare ܒܘ݂ܬ ܗܼܿ  ܡܸܢܝܵܢܵܐ ܥܼܿ

(800) 801-1770 ):TTY 711.(

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong 
tulong sa wika na walang bayad. Para sa pangkalahatang tulong, tumawag sa (800) 422-4641 (TTY: 711). Para sa 
tulong sa Medicare, tumawag sa (800) 801-1770 (TTY: 711). 

CHÚ Ý: Nếu quý vị nói tiếng Việt, chúng tôi có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho quý vị. Để được trợ 
giúp chung, hãy gọi (800) 422-4641 (TTY: 711). Để được trợ giúp về y tế (Medicare), hãy gọi (800) 801-1770 
(TTY: 711).  


