CARRIER APPLICATION/ CERTIFICATION FORM
Instructions:
This form is required for all Qualified Health Plan (QHP) and Stand-Alone Dental Plan (SADP) applications. The QHP/SADP applicant is required to complete sections 1-2. If additional space is needed to respond to the questions, please add pages as necessary.

Please provide the following information:
Section 1.
	Carrier/Issuer’s Legal Name:
	

	NAIC Number:
	

	Date Maryland Licensure Received:
	

	Expiration Date of Maryland License:
	

	Federal Employer Identification Number:
	

	HIOS Issuer Identification Number:
	

	Accreditation Status:
	

	Address:
	

	City/State/Zip:
	

	Submitter’s Contact Name:
	

	Submitter’s Contact Phone Number:
	

	Submitter’s Contact E-mail:
	

	Do you have a TPA for processing enrollment:
	

	Do you have a TPA for processing claims:
	

	Carrier/Issuer’s address for consumer’s payment submission:
	

	Carrier/Issuer’s payment guideline language for consumers:
	



Section 2.
Proposed Products
· Please indicate if the submitter will offer plans on the ☐Individual Exchange and/or ☐SHOP
	Plan Name(s):
	Sample Plan 1

	Tier(s):
	Bronze

	Product(s):
	Health

	Product Type(s):
	PPO

	Individual Market/SHOP:
	Individual

	Rating Area(s):
	Entire State rating regions 1-4


In lieu of completing this portion an excel (.xls) spreadsheet with the above plan information may be provided.

I hereby certify to the Maryland Health Benefit Exchange (MHBE) that the above organization (doing business as (d/b/a) _____________________________________________ is:
(Check One)
___________ Licensed in the State of Maryland as a risk bearing entity, or
___________ Authorized to operate as a risk bearing entity in the state of Maryland

_______________________________		_____________________________________________ 
Date    	(	Applicant Issuer)
                    ______________________________________________
[bookmark: _GoBack]                                           (Submitter’s Signature)

             ______________________________________________ 
                                                              			                  	      (Title)      					








State Agency Official completes section 3
Section 3. 
State official reviewing the QHP or SADP certification request:
	Reviewer’s Name:
	

	State Oversight/Compliance Officer:
	

	Agency Name:
	

	Address:
	

	City/State:
	

	Telephone:
	

	Email Address:
	



