E%‘ﬁ%ﬁzzstem Pennsyhani ENROLLMENT APPLICATIONIGHANGE FORM

Must complete all information before enroliment will be processed. Form will be returned if not complete.

Group Administrator
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MEDICAL COVERAGE _ For Administration Use Only
@ ' ,,,,,,, Cl BlueCare PPO

g BiueCare° Trad:honat [ BiueCare QHD PPO

0 BlueCare Comprehensive [ BlueCare EPO

O DAVIS VISION  vision producls ara offered by HM Life Insurance Gompany,!

@ @ __"EQJ_““H [XBlueCare HMO administered by Davis Vislon, Inc. This is not a Blue Cross preduct.
& BlueCare HMO Plus® ] UNITED CONCORDIA DENTAL Dents! praducts are offered by Urited

“Signalure required on the Stalement of Understanding of Financial Responsibility on back. Coneordia Life and Health Insutance. ¥  This Is not a Blue Cross product.
@' g‘,gg’nfg;;%ﬁgglﬂgamm Pennsylvante (] BiusCare Senior 00 Enrolfing in an HSA
EMPLOYMENT TYPE COBRA QUALIFYING EVENT/TERMINATION REASON O COBRA even! date
01 New O Rehire 0 Divorce/legal separation 0 Daath of covered employee BEGIN DATE (MM/DD/YY)
Date rehired (MMIDD/YY) [ Voluntary termination of coverage 1 Dependent child reached limiting age 1 / ‘ / 1
l I / I i [J Involuntary termination of coverage 1 Layoff

- |—|——| Gross misconduct? (Yes CINo O Disability leave expired END DATE (MMADDIYY)
L) Relirge 0 Reduction of hours O Non-disability leave of absence expired | | /[ [ |/| | |

O Open enroliment/qualifying life event

REASON  fyou sre making s change, ploase chek (e appropite Lor o o e Sopmioment infornaion for  OATEOF EVENT (MMIODIYY)
Dopendent Enroliment form, If applicable. ED l ED,D]

[1 Changes lo coverage O Reinstalement [J Delete dependent/spouse
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O Group transfer [J Add spouse O Other (Specify): ( ] ! | t | l I l l l i ‘ I i { | I l ! J

be returned if not comple!e.'“

Section 1. Applicant Information  Must complete all information before enroliment will be processed. Forn will

GENDER MARITAL STATUS SOCIAL SECURITY NUMBER DATE OF BIRTH (MM/DDfYY)  DAYTIME PHONE
ow or J s || [ J-[ [ LI 1) CLCC)C [ LOC-CTO-CTT T
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* Dental produtls are ofierad by United Concordia Life and Health Insurar rance, an indopendent company and not &ffizted wit: Blus Cross of Nertheastom Pennsybranta or s foensed afffisles.



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

OADD [ DELETE PRIMARY LANGUAGE

0 MEDICAL O DENTAL [0 VISION H I | | | | | ! | | | ] i lJ
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If you are enrolling in BlueGare HMO or BluaCare HMO Flus, you must selecta PCP. O Current Patient

GENDER DATE OF BIRTH (MM/DD/YY) PCP or NPI {office #) PRIMARY CARE PHYSICIAN LOCATIONICITY

owor L Ly COE Ty (et ey r i i rr il

{JADD O DELETE PRIMARY LANGUAGE
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It you are enroliing In BluaCare HMO or BlueCare HMO Plus, you must select a PGP ] Current Patient

GENDER DATE OF BIRTH (MM/DR/YY) PCP or NPI (office #) PRIMARY CARE PHYSICIAN LOCATION/CITY
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[JADD [ DELETE PRIMARY LANGUAGE '
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SOCIAL SECURITY NUMBER LAST NAME FIRST NAME M
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If you are enroliing In BlueCare HMO or BlueCare HMO Plus, you must select a PCP. ] Current Patient

GENDER DATE OF BIRTH {MM/DD/YY} PCP or NPI {office #) PRIMARY CARE PHYSICIAN LOCATIONICITY
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If you answer “Yes” to any of these questions, you must complete and retum the Supplementat Information for Dependent Enrollment form with this application.

Is the address for any dependents different from Do any dependents have other group health

your residence address? [Yes O No insurance/Medicare? OYes ONo

Do any dependents have a custodial parent who is Are any listed dependents over the dependenl age and

responsible for their care? OYes O No continuing as full-time students? OYes [ONo

Do you have other health insurance that will be in Are any listed dependents on this appfication disabled? CYes LINo

effect at the same time as this coverage? OYes [ No

Section 3. General Applicant Information

Are you covered by Medicare? [ Yes U1 No J*ESRD," date of dialysis (MMADIDYY)
{f yes, reason for Medicare coverage (check all that apply): [JAge (O Disability f1ESRD / / [ ‘

Do you have Medicare PartA? OYes [1No Do you have Medicare Part B? OYes O No
MEDICAREMIC # If “Yes,” effective (MM/DD/YY} If “Yes," effective (MM/DD/YY)

(TTT Ty ce el CT0 L]

Provide a copy of your Medicare card with this application.

Section 4. Statement of Understanding of Financial Responsibility for BlueCare HMO Plus

I understand that treatment rendered by a provider in the First Priority Health (FPH) provider network will be pald at the highest level of benefits. 1 also understand that if here is no provider in the FPH
network that can perform the service, and the service is medically necessary and appropriale, | can request prior aulhorization {o Use a BlueCard® of non-participating provider and receive care at the
highest level of benefits. 1 also understand that if | directly access care from a provider In the BlueCard network, my oul-of-pocket expenses may be significantly higher than if | receive care from &
provider within the FPH network and | will be responsible for the applicable deductible and cofnsurance. [ understand that my plan does not provide coverage for benefils recelved from a non-participating
provider without prior approval fram FPH. | understand hat if directly access care from a nen-participating provider, | wilk be sotely responsible for 2lk costs incurred,

Applicant Signature Date
Section 5. Conditions of Enrcliment

| hereby apply for enrollment as checked hereon, made available to me through the groups with which | am affitated. | understand that if this application is accepted, you will provide me with an
idenlification card and group literature Indicating the benefits and conditions of enrollment. | acknowledge that  will be bound by the terms and conditions ef the group contracl. fam authorized by my
dependants, listed above, to envoll them in a Blue Cross of Northeaster Pennsytvanla/Highmark Blug Shield! First Priority Health®/First Peiorily Life Insurance Company® heaith care plan. | authorize
the Social Security Administration to fumish Blue Cross of Northeastem Pennsyivania/Highmark Blue Shield/First Priority Healh, First Priority Life Insurance Co. medicaf or any other infermation
acquired by it vader Title XVIll of the Social Security Act (Medicare) to the extent necessary to process any clalm under my agreement. If enrolled i a First Priority Heaith produet, | understand that
treatment rendered by a provider in the First Priority Health provider network will be pald at the highest fevel of benefits. | also understand that if§ directly access care from a provider in the BlueCard
network, my out-of-pocke! expenses may be significantly higher than i [ receive care from a provider within the First Priority Health network and | will be responsible for the applicable deductible and
coinsarance. § understand thalif | directly access care from a non-pasticipating provider, | will be solely responsible for all costs incurred.

Any person who knowingly and with intent to defraud any insurance company of oiher person files an application for insurance or statement of claim contalning any materially false information or
conceals for the purpose of misleading, information conceming any fact material therelo commits a fraudulent insurance act, which is a crime and subjects stch person fo criminat and civil penalties.

Please sign this section of the form. The form will not be pracessed without your signature.

Applicant Signature Date

Any petson who knowingly and with intent to gefraud any insurance company or other person files an application for Insurance or statement of claim containing any materially false information or cor-
caals for the purpose of misteading, information conceming any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to ¢riminal and civit penaties.

Group Administrator Signature (apples to all changes) Date




