
 

                     

 

                      

                    

                        

                                                                  

                          

                        

                                                                                                            

                         
                                                             

              

             

  

Away From Home Care® Guest Membership 
Application
Application UID: AFHC Network: 

Application Status: Application Start Date: Application End Date:
 mm/dd/yyyy  mm/dd/yyyy

Guest Member Information 

Guest Member Name  (mm/dd/yyyy) 
Date of Birth: 

Away From Home Address: Street/Apt.#
 Gender: (Male) (Female)

 City State Zip Code
 Social Security Number:

Away From Home Telephone: ( ) -

Guest Member ID: 

Relationship to Subscriber:

Subscriber Information

 Subscriber Address : Street/Apt.#

 Subscriber Name

 City 

Work Telephone: ( ) 

Primary Telephone: ( ) 

State Zip Code 

-

-

Gender: (Male / Female) 

Date of Birth: 

Subscriber ID:

 Social Security Number:

Company's Name 

Group Number: 

Employer Information:

 Company's Address: Street

 City State Zip Code

Home Information Host Information 

PCP Telephone Number: ( ) -

Plan Primary Contact/s:

 Home Primary Care Physician:

 Plan Address:

 Plan Primary Contact/s Phone Number:

 Plan Code:

 Plan Name: 

Plan Primary Contact/s Phone Number: ( ) -

Plan Primary Contact/s:

 Plan Code:

 Plan Name:

 Plan Address:

Membership Details 

( Student / Long-Term Traveler / Families Apart )
Type of Guest Membership: 

( High / Low ) 
Benefit Level: 

Memo: 

Drug Card Name: Drug Card Telephone: ( ) -

Mental Health Provider Name: Mental Health Provider Telephone: ( ) -

Mental Health Benefits Provided By: 

Medicare Information 
Medicare Enrollee: 

Guardian/Authorized Agent Information 

GST-100

Notes: Telephone: ( ) -
Relationship to Guest: 
Authorized to receive information about Guest? 

Yes/No 



         
            

                 
               

___________________________________________ ____________________________ 

               
   

__________________________________________ ____________________________ 

I hereby certify that all information stated in the Guest Membership Application is truthful and correct to 
the best of my knowledge. I acknowledge that the benefit program providing coverage to myself or eligible 
dependents as Guest Members of the Host HMO may vary from the benefit program at my Home HMO. I 
understand that as a Guest Member of the Host HMO benefit program’s scope and level of coverage apply. 

Subscriber Signature Date 

I hereby authorize my Home HMO and the Host HMO, identified on the front of this application, to 
exchange medical information about me. 

Guest Member Signature (parent/guardian for minor) Date 



  

  

   

 

 

 

 
 

  

 
 

 

    

 

  

  

 

 

  

 

 

   

 

 
 

 

 

 

 

 

 

  

 

 

    

 

  

 

 

 

 

 

 

 

 

 

 

 

 

Notice of Nondiscrimination
'

Our Health Plan complies with federal civil rights laws.  We do not discriminate on the basis of 

race, color, national origin, age, disability, or sex. The Health Plan does not exclude people or 

treat them differently because of race, color, national origin, age, disability, or sex. 

The Health Plan: 

x	 Provides free aids and services to people with disabilities to communicate effectively 

with us, such as: 

o	 Qualified sign language interpreters

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

formats, other formats) 

x	 Provides free language services to people whose primary language is not English, such 

as: 

o	 Qualified interpreters

o	 Information written in other languages

If you need these services and are a Child Health Plus or Managed Medicaid member, please 

call 1-800-650-4359. If you are an Essential Plan member, please call 1-877-626-9298. All 

others please call 1-800-499-1275. 

If you believe that the Health Plan 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: 

Advocacy Department 

Attn: Civil Rights Coordinator 

PO Box 4717 

Syracuse, NY  13221 

Telephone number: 1-800-614-6575 

TTY number: 1-800-421-1220 

Fax: 1-315-671-6656 

You can file a grievance in person or by mail or fax. If you need help filing a grievance, the 

Health Plan’s Civil Rights 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, 1-800-537-7697 (TDD) 

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

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


 

 

  

 

  

  

  

 

    

 
  

 

 

  

 

 

 

 

       

    

     

   

 

   

 

 

 

  
    

     
 

 

              
          
            

    
 

 
  

 
  

 

              
       

  
  

 

Atención: Si habla español, contamos con ayuda gratuita de idiomas disponible para usted. Si 

usted es un asegurado de Child Health Plus o Managed Medicaid, llame al número 1-800-650-

4359. Si usted es un asegurado de Essential Plan, llame al número 1-877-626-9298. Todos los 

demás pueden llamar al número 1-800-499-1275.

注意：如果您说中文，您可免费获得语言协助服务。如果您是 Child Health Plus 或 Managed 

Medicaid 会员，请拨打 1-800-650-4359。如果您是  Essential Plan 会员，请拨打 1-877-626-

9298。如非上述会员，请您拨打 1-800-499-1275。 

Внимание! Если ваш родной язык русский, вам могут быть предоставлены бесплатные 
переводческие услуги. Если вы являетесь участником программы Child Health Plus или 
Managed Medicaid, позвоните по телефону 1-800-650-4359. Если вы являетесь участником 
программы Essential Plan, позвоните по телефону 1-877-626-9298. Всех остальных просим 
звонить по телефону 1-800-499-1275. 

Atansyon: Si ou pa pale Kreyòl Ayisyen, gen èd gratis nan lang ki disponib pou ou. Si ou se yon 

manm Child Health Plus oswa Managed Medicaid, tanpri rele nimewo 1-800-650-4359. Si ou se 

yon manm Essential Plan, tanpri rele nimewo 1-877-626-9298. Tout lòt moun yo, tanpri rele 

nimewo 1-800-499-1275. 

알려드립니다 : 한국어를 사용하시는 경우 , 무료 언어 지원을 받으실 수 있습니다 . Child Health 

Plus 또는 Managed Medicaid 회원이신 경우 , 1-800-650-4359 번으로 전화해 주십시오 . Essential  

Plan  회원이신 경우 , 1-877-626-9298 번으로 전화해 주십시오 . 기타의 경우 1-800-499-

1275번으로 전화해 주십시오 . 

Attenzione: Se la vostra lingua parlata è l’italiano, potete usufruire di assistenza linguistica 

gratuita. Se siete iscritti a un programma Child Health Plus o Managed Medicaid, chiamate il 

numero 1-800-650-4359. Se siete iscritti a un programma Essential Plan, chiamate il numero 1-

877-626-9298. In tutti gli altri casi, chiamate il numero 1-800-499-1275. 

ב ויא .יךפאר איעבל לף אוועיילך הע שפראטסאומזיז אידיש, דט איערר ב איויא :זאםקרעויפמא

1-800-650-4359.פט רוע טביManaged Medicaid,ער דאר עבעממChild Health Plus אענט זירא
ןאטענזראויב אי Essential Planט רופע טע בירעדאנע אל	
1-877-626-9298ופט. רע טביבער, עממ

1-800-499-1275. 

নজর দিন: যদি আপদন বাাংলায় কথা বললন তাহলল আপনার জনয দবনামলূলযর সাহাযয উপলভ্য রলয়লে। আপদন Child 

Health Plus বা Managed Medicaid এর সিসয হলল অনগু্রহ কলর 1-800-650-4359 নম্বলর ফ ান করুন। আপদন
Essential Plan  এর সিসয হলল অনগু্রহ কলর 1-877-626-9298 নম্বলর ফ ান করুন। অনযানয সমস্ত প্রলের জনয, 
অনগু্রহ কলর 1-800-499-1275 নম্বলর কল করুন।

Uwaga: jeśli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Jeśli jesteś 
członkiem ubezpieczenia Health Plus lub Managed Medicaid, zadzwoń pod nr 1-800-650-4359. 

Jeśli jesteś członkiem ubezpieczenia Essential Plan, zadzwoń pod nr 1-877-626-9298. Pozostałe 
osoby powinny dzwonić pod nr 1-800-499-1275. 

Child 
يفا وًضعت نكا ذإ .كلة حاتمة يناجملاة يوغللاة دعاسملان إف، ةيبرعلاة غللاث دحتتت نإذا ك :بيهنت
Health Plusأو  Managed Medicaidيفا وًضعت نكا ذإ .
4359-650-800-1قم رى اللعل اصتى الاجري، 

م قرى اللعل تصاى الاجري، 
رقم ال

1-877-626-9298

Essential Planى لعلاصلاتاىجري،رىخج الأرامبع اليجمل.

.1-800-499-1275
	

 Multi-Language Interpreter Services 



 
 

 

 

 

 

  
     

   
  

 
  

  

 

 

  

  
 

 

 

 

  

 

Remarque : si vous parlez français, une assistance linguistique gratuite vous est proposée. Si 

vous êtes un membre du programme Child Health Plus ou Managed Medicaid, veuillez appeler 

le 1-800-650-4359. Si vous êtes un membre du programme Essential Plan, veuillez appeler le 1-

877-626-9298. Si vous êtes dans une autre situation, veuillez appeler le 1-800-499-1275. 

آپ راگ۔ےہاب يتدسی مدد زبان کيں مفت ميے لےآپ کو تںيہتے ولبوردآپ اگر : انوٹ
Child Health Plusیا  Managed Medicaidآپ گر ۔ اںکریل کاپر  1-800-650-4359
 رم ہ کرابوتيں ہربمم

Essential Plan1- رمہ کرابگلوی ھبسیق۔ باںکریل کاپر  1-877-626-9298
 کریم  اہربتو يں ہربممکے 
۔ںیرل ککاپر  800-499-1275


Paunawa: Kung nagsasalita ka ng Tagalog, may magagamit kang libreng tulong sa wika. Kung 

isa kang miyembro ng Child Health Plus o Managed Medicaid, mangyaring tumawag sa 1-800-

650-4359. Kung isa kang miyembro ng Essential Plan, mangyaring tumawag sa 1-877-626-

9298. Para sa lahat ng iba pa, mangyaring tumawag sa 

1-800-499-1275. 

Προσοχή: Αν μιλάτε Ελληνικά μπορούμε να σας προσφέρουμε βοήθεια στη γλώσσα σας 
δωρεάν. Αν είστε μέλος των προγραμμάτων Child Health Plus ή Managed Medicaid, καλέστε στο 
1-800-650-4359. Αν είστε μέλος του προγράμματος Essential Plan, καλέστε στο 1-877-626-

9298. Διαφορετικά, καλέστε στο 1-800-499-1275. 

Vini re: Nëse flisni shqip, ju ofrohet ndihmë gjuhësore falas. Nëse jeni anëtar i "Child Health 

Plus" ose "Managed Medicaid", ju lutemi të telefononi numrin 1-800-650-4359. Nëse jeni anëtar 

i planit bazë, ju lutemi të telefononi numrin 1-877-626-9298. Të gjithë personave të tjerë iu 

lutemi që të telefonojnë numrin 1-800-499-1275. 
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