1 _ Subscriber or Member Enroliment or Change — Employee MUST Complete in Full

1A

_m_ ._n:mmumn_.n_.omma.am New Change Life Event Change [ Other Change Terminate Contract
en . COBRA
Universal Enrollment n ms_.Oo“_..vama L] Address  Rehia (][ [ Maniage [ other Effective Date: O Terminated Empioyment
Form D Life Event D Last Dental D Adda Uwﬁm—._ﬂma Effective Date of OQE&N@O D Full Time to Pait Time
2A] Plan (please [ NewHire Name  Ofice {1 Detete a Dependent :
specify co-pay or KHPE pe {1 peceased. indicate date.
benefit option): [ Non-Group | [ Primary Care Office | Life Event Date :
PPO HMO POS RX Vision Dental []cwmm | Employment Status
] Traditionan| (L] Active [_] Other. Please explain.
: [7] security 65| (] Retiree
3 | Subscriber information  Please complete this entire section, whether you are a new applicant or are making a change to an existing contract.
Soclal Security Number or ID Number| Last Name First Name M.l. | Gender M/F| Date of Birth
Street Address Apariment or Suite City State  ZIPCode
Telephone Number including Area Code Coverage Information _H_ Employee Only Primary Care Primary Care
; Office Number Offica Name
ome ) vttt o ™ sl L]
y Primary Dentat Prirary Dental
Work Dats of Hire Office Number Ofiice Name
i Check if curment patient. Dull
4 _ Dependentinformation — Please provide all Information for each person to be covered. Piease attach additional sheets if required.
Spouse Last Name First Name M.i. Gender Date of Birth Will other health
insurance bein | Dependent
_H_ H_ effect? over 197
Social Security Numbar Primary Care Office Number o Check i Primary Dental Office Number Checkif l§ yes, mmmm. o
oﬂ_r._ﬂ._wﬂ Care current 7] current [} Yes verification.
ame patiei.. patient. No [
Child Last Name First Name ML Gender Date of Bith
D H_ Yes (1 |swdem []
Social Security Number + Primary Care Office Number Pty Care Check if Primary Dental Office Number Check f No [ |Disabled []
mary curent  [7] curent  []
: Office Name pafiont. patlent.
Child Last Name Hirst Name M.1. Gender Date of Birth
D H_ Yes [ |swdent []
Social Securily Number Primary Care Office Number Primary Cara Check if Primary Dental Office Number Check if No [ |Disabled []
Smﬂm_.:m curent [7] current [ .
Office patient. patient.
Child Last Nams First Name ML Gender Date of Birth
_|||_ H_ _ Yes [ |stgent [J
Social Securily Number Primnary Care Office Number Primary Care Check i Primary Dental Office Number Check if Noe [ Disabled [_]
m__«_m cument []| | curent [T
Office Name patient, patient,
PA36012
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| Dependent Information - if you listed dependents, you MUST answer these questions.

Do any dependents fisted live at another address? Yes [ ] . No [_]

Is any dependent's last name different from yours? Yes _H_ No _H_

If you answered yes to either question, please explain.

5 | Other Insurance Information

|5A| Pleasé fist healifi insurance informalion It you oF ary deperidents Stad it Saction 4 have Gier coverage.

[ insurance Company
Name

Policy Number

Palicy Holder

Type of Benelits

Effective Date

5G| Aré you of any of yaur

Name , Medicars Number Part A Eiffeclive Date

No ] fFyes, please give Jetails.

Part B Effactive Date

Reason

Check all that apply.

Self

Age (]
Disabilty  [_]
Chila ESAD 0O
Child

Spouse

6 | Group and Employer Information

Your Group Administrator MUST complete this section. Your application CANNOT be processed unless this seclion is complete.

Group ] PayroliWoric
Name Giroup Number Location

Account Number

Employer or Group Administrator Signature Date

7 | Slgnature and Verification

Plaase read carefully and sign below. Your application CANNOT be processed without your signature. Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claitm containing any materially false information or coneeals for ihe pumpase of misleading, information conceming any fact material thereto commits a fraudulent insurancs act, which is a crime
and subjects such person to criminal and civil penalties,

For PPO and CMM Members - By signing this application, | elect coverage ::mn_.sm plen spacified on this form and for the persons listed here and agree to abida by the condiiions of the agreement and o pay requirad
premiums for the selected plan. | authorize my licensed physician, medicat or medically related faclity, insurance company or other organization or EE__S that has any records conceming my health or the heath of any

Employee Signature 1 Date

Subseriber's County of Residence



