Group Administrator - Must complete all information before enrollment will b

Department/Agency number: Medical group number: Medical .. ";Far Adrministration Use Only
Dental group number: Vision group number: 6’3 gﬁ;ﬁ:ﬁ%&gg&?ﬁtem Pennsylvania
Company name: LUZERNE COUNTY Date hired: (nmiddiyyyy) Effective date: (mmiddiyyyy) a l;:wncws;SJMw
: ueCare” Senior
Employment status . | Employmenttype - .| COBRAqualifying event "= - il oo s
Q Full-time active employee 1 New O Divorcellegal separation . FRETEIRERICAL
0 Leave of absence 0 Rehire 3 Voluntary termination of coverage
O Retired Date rehired: O Involuntary termination of coverage U BiueCare HMO
O Terminated 0 Retiree Gross misconduct? O Yes g No O BlueCare HMO Plus
{1 Active Military 0 Open enroliment U Reduction of hours Sionat red in the Stat ¢ of
Q Overseas O USA 0 COBRA Q Death of covered employee Understanding of Financial Responsibil
Q Other Begin date: 0 Dependent child reached limiting age on back g P ;.
End date: Q Layoff ’
Q1 Disability leave expired
‘ QO Non-disability leave of absence expired » '@::a-w, JORILY LIEE ci o
Reasori . ou'are,makmg a change, please chieck-the appropnate ‘box and complete “Section 1. Apphcant Information.” If the charige refersto'a United Concordia Dental a
=dependent vplea complete "Secuon 2! Dependentlnfonﬂat:on" and the’ “Supplemental triformiation for Dependent Enroliment” form, if apphcab!e U O BilueCare Traditional Dental products are offered by United Concordia
" Life and Health Insurance.” This is not a Blue
J Changes {o coverage 0 Add dependent Date of event: O BlueCare Comprehensive Cross product,
O New enroliment 0O Add spouse Date of marriage: 01 BiueCare PPO Davis Vision a
u Grqup transfer 0 Delete dependent/spouse Date of event: 1 BiueCare QHD PPO Vision products are offered by HM Life Insurance
O Reinstatement O New address Q Other 0 BlueC EPO Company, administered by Davis Vision, Inc.
Q Other (Specify) uetare This is not a Blue Cross product.

Section 1. Apphcant Information

Q Male Marital status O Single D Married O Divorced Daytlme phone
0 Female O Separated QO Widowed

Social Security Number: Date of birth: (mm/ddryyyy)

Must complete all mformatlon before enrollment wm be processed Form will be returned |f not complete. 3

i you are enrollmg in Primary Care Physician:

Current &8
Patient

: PCP or NPl number: Office location:

(]

Are you the employes? Q1Ves: O PNo” tell Us your relationship to the employee: = o P _ .
Last name: 1 Mr. U Mrs. U MISS D Ms First name: i : Email:

Street address: City: State: | ZIP: County: Country:
PA- -

Diffarent maillng address? T Ves BiNo.. I Nes; &l cormmunications wil be maledto thie address. - o0 w7 oo e

Mailing address: City: State: | ZIP: County:

‘Section 2. Dependent Information Please list all family members to be covered. For changes, check “Add” or “Delete.”

Date of Birth
{mim/ddfyyyy)

Gender
Middle
Initial

Social Security Number Last Name First Name “PCP or NPI anary Care Physiéian “Location

g10{0 0 Ad
D100 | O [pelete

C0 00| 0 Medical
00100 | [0 pental
O, 0|00 | 3 vision
0|0 |0 |00 |patient

aQ

* Dental products are offered by United Concordia Life and Health Insurance, an independent corpany, and not affifiated with Blue Cross of Northeastern Pennsylvania or its licensed affiiates.
* Vision products are offered by HM Life Insurance Company, administered by Davis Vision Inc. Davis Vision is an independent company rot affiliated with Blue Cross of Northeastern Pennsylvania or its licensed affifiates.
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- Gontinued on back -




If you answer “Yes” to any of these questions, you must complete and return the “Supplemental Information for Dependent Enroliment” form with this application.

e |s the address for any dependents different from your residence address? JYes J No o |s there someone else who is financially responsible for a dependent age 19 or older? {JYes [(JNo

¢ Do any dependents have a custodial parent who is responsible for their care? (1 VYes 1 No e Are any listed dependents covered on this application disabled? IYes [No

» Do any dependents have other group health insurance/Medicare? 1Yes I No o Are any dependents age 19 or over and continuing as full-time students? dYes [INo

if any listed dependents are over the dependent age and continuing as full-time students, please complete for each student:

Dependent name: Social Security Number: Date of birth: (mmiddiyyyy)
S / /

Dependent marital status: Dependent employment status:| Gender: Dependent student status: |Expected date of graduation (mmiddiyyyy): / /

UMarried /[ Q0 Single O Divorced O Separated |Q Full-time O Part-time OM OF |OFull-time O Part-time |Name of schook:

Dependent name: Social Security Number: Date of birth: (mm/ddiyyyy)
- / /

Dependent marital status: Dependent employment status:| Gender: Dependent student status: |Expected date of graduation (mmiddiyyyy): / /

C Married ) E] Smgle D Dlvorced DSeparated Q Full-time U Part-time aM OF | O Full-time O Part-time | Name of school:

Do you have other health insurance that will be in effect at the same time as this coverage? [ Yes Are you covered by Medicare? [3Yes  [1No

If yes, insurance company: If yes, reason for Medicare coverage (check all that apply): [JAge {3 Disability [JESRD [JDual

Policy ID#: Medicare/HIC Provide a copy of
i ?

Effective date: Termination date: /[\)Z:afi)lkijtjlbsea;fzats Yes Mo End date 3,,?;,:%22;2:22:&; :

Is your primary language English? | Do you have End Stage Renal Disease? [1Yes [1No Do you have Medicare part A? Q1Yes No  Dates from to

QYes [ No Ifno, your language: If yes, date of first dialysis: Do you have Medicare part B? QYes INo  Dates from to

Do you have a custodial parent who is responsible | If yes, responsible parent’s last name: First name: Middle initial: Daytime phone:

for your care? QYes INo

Ertt;ize?someone who is ﬂnancuallyure(sezonsg)l’\leo Streot address: Country:

A copy of court mmated documents must be attached to this form

l understand that treatment rendered by a provuder in the Flrst Pnorlty Hea[th (FPH) prowder network will be pald at the highest level of beneflts | also understand that if there is no prowder in the FPH network that
can perform the service, and the service is medically necessary and appropriate, | can request prior authorization to a BlueCard® or non-participating provider and receive care at the highest level of benefits. | also
understand that if | directly access care from a provider in the BlueCard network, my out-of-pocket expenses may be significantly higher than if | receive care from a provider within the FPH network and | will be
responsible for the applicable deductible and coinsurance. | understand that my plan does not provide coverage for benefits received from a non-participating provider without prior approval from FPH. | understand
that if | directly access care from a non-participating provider, | will be solely responsible for all costs incurred.

Date:

Applicant Signature

| hereby apply for enroliment as checked hereon, made available to me through the groups with which | am affiliated. | understand that if this application is accepted, you will provide me with an identification card

and group literature indicating the benefits and conditions of enroliment. | acknowledge that | will be bound by the terms and conditions of the group contract. | am authorized by my dependents, listed above, to
enroll them in a Blue Cross of Northeastern Pennsylvania/Highmark Blue Shield/ First Priority Health®First Priority Life Insurance Company® health care plan. | authorize the Social Security Administration to furnish
Blue Cross of Northeastern Pennsylvania/Highmark Blue Shield/First Priority Health, First Priority Life Insurance Co. medical or any other information acquired by it under Title XVIII of the Social Security Act
(Medicare) to the extent necessary to process any claim under my agreement. If enrolled in a First Priority Health product, | understand that treatment rendered by a provider in the First Priority Health provider
network will be paid at the highest level of benefits. | also understand that if | directly access care from a provider in the BlueCard network, my out-of-pocket expenses may be significantly higher than if | receive
care from a provider within the First Priority Health network and | will be responsible for the applicable deductible and coinsurance, | understand that if | directly access care from a non-participating provider, | will
be solely responsible for all costs incurred.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the
purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

Date:

Applicant Signature

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the
purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

Group Administrator Signature (applies to all changes) Date:
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