Excellus @9

P.O. Box 22999, Rochester, NY 14692
A nonprofit independent licensee of the BlueCross BlueShield Association

Instructions on Back. All Dates = mm/dd/yy QO Check if name change

HealthyBlue
GROUP ENROLLMENT FORM

Q Check if new address PLEASE PRINT CLEARLY

v CHECK DESIRED ACTION | Select the medical or dental plan offered by your employer v CHECK PERSON(S) COVERED
U Add Subscriber (AA) Copay Option Copay & Deductible Option Self, Spouse & | Self& |Self& Self
. choose 1 copay choose 1 deductible and 1 copay - ;
Date of Hire/Event [ [ Q810 PCP /520 Specalit (M) | 0 $250 S / 5750 F 0 $1000S /53,000 F Child(ren) Chid(ren) | Spouse
Coverage EffDate  __ /__ [__ Q815 PCP/ $25 Specwalist (A1) Q$10 PCP / $20 Specialist (D1) 0810 PCP / $20 Specialist (B8) (A) (8) ) | (o)
0 Add Dependent (AB) (1525 PCP /840 Specialist (A2) 0815 PCP / $25 Specialist (D3)  0$15 PCP / $25 Specialist (B2)
D830 PCP /50 Specialist (A3) 0$25 PCP / $40 Specialist (D5) 0$25 PCP / $40 Specialist (B4) | MEDICAL O Qa Q Q
Date of Event Y S Q1$40 PCP / $60 Specialist (A5) 0$30 PCP / $50 Specialist (D7) 0$30 PCP / $50 Specialist (B6)
Coverage EffDate  _ /_ [ __ 'C"hgc')"s': ?r?et(:sgible 0$40 PCP / $60 Specialist (D9) 0$40 PCP / $60 Specialist (E1) | DENTAL O ] a Q
O Change Coverage (AC) g';?/aoczr;ﬁi‘i?(;) Q $500 S/$1,500 F Q $2,000 S/ $6,000 F
CoverageEffDate  ___/__/__ | i, 0 ech 0$10 PCP / $20 Specialist (87) ~ 0$10 PCP / $20 Specialist (D2)
0$15 PCP / $25 Specialist (B1) Q$15 PCP / $25 Specialist (D4)
0$1,800 S/ $3,600 F (C5
U Transfer to COBRA (AD) 052,600 S /85200 F 502; 0$25 PCP / $40 Specialist (B3) %25 PCP / $40 Specialist (D6)
Q (S)ubscriber D$5’500 s/ $1’1 000 F (C3) 0Q$30 PCP / $50 Specialist (B5) Q$30 PCP / $50 Specialist (D8)
Q (M) Dependent ' ' 0$40 PCP / $60 Specialist (B9) Q$40 PCP / $60 Specialist (E2)
O (D)isabled O Dental Blue Classic (DI) O Dental Blue Options (DJ)
Date of Event | /

SUBSCRIBER INFORMATION - Must be completed

Social Security # DDD-DD-DDDD SecQMQOF

U Cancel Subscriber (S) Dateof Bith /[

Q Cancel Dependent (M) Last Name First

Q (M)edical Street

U (D)ental . )
Reason Code (see back) City State Zip
CancellationDate /[ |pay phone: DDD'DDD'DDDD Email Address:

Enrolled with Medicare? QYes U No
Medicare Claim #:
Employment status: O Active O Retired, Provide Retirement date / /

If yes, indicate reason: 1 Age U Disabled U ESRD (first date of dialysis ___ /[ )
Medicare Part B Eff Date: )

Medicare Part A Eff Date: / I

FAMILY MEMBER INFORMATION v Check relationship and indicate dependent name or indicate dependent name and birthdate to be cancelled.

O (S)pouse 1 Domestic (P)artner Social Security # Sex Date of Birth
am (mm/dd/yy)
Last Name: First Name: arF _
O (D)ependent O (H)Disabled Q (F)oster/Adopted (O Student [ Other Sex Date of Birth
am (mm/ddlyy)
Last Name: First Name: aF [
O (D)ependent O (H)Disabled Q (F)oster/Adopted (O Student [ Other Sex Date of Birth
am (mm/dd/yy)
Last Name: First Name: aF .
O (D)ependent U (H)Disabled O (F)oster/Adopted QO Student WOther Sex Date of Birth
am (mm/ddlyy)
Last Name: First Name: arF I

OTHER COVERAGE INFORMATION

In addition, please provide a copy of your "Certificate of Coverage" from your former health insurance carrier or employer.
1. Have you or any member of your family been enrolled in any other insurance policy in the last 63 days (including Medicare or Medicaid)?
O Yes O No v" Check: O Medical and/or O Dental Are you keeping this coverage? OYes 0ONo
Other plan covers: O Self O Spouse O Child(ren) O Entire family

Indicate Other Plan Name: Policy ID number
Effective date: / / Termination date: / /

2. While enrolled in Excellus BCBS will any member of your family be covered by Medicare: O Yes
Name of person with Medicare: O Spouse U Dependent  If yes, indicate reason:
MEDICARE CLAIM # Part A effective date: I

v’ Check: O Medical and/or Q Dental

QO No [f yes, answer the following
O Disability O Retired O ESRD (first date of dialysis ___ / /)
Part B effective date: |

RELEASE - You must sign and date this form to be eligible for insurance.

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 shall also be subject to a civil
penalty not to exceed $5,000 and the stated value of the claim for each such violation. | have thoroughly read, understand and
agree to comply with the terms of the Release on the back.

Subscriber Signature Date

EMPLOYER INFORMATION (Must be completed by Group Administrator/Representative) * Dept. # and Employee # is optional.

Was the employee subject to a waiting period before enrolling in your employer health plan? Q Yes O No
/

If yes, what was the start date / / and end date /
Coverage Group/Sub Group # Check digit| Pkg# | Employer Name:
Medical Employee Status O (A)Active 0 (A)COBRA 0 (A)Cancellation O (R)etired
Dental Department #* | | | | Employee #* | | | | | | | |

Group Rep Signature/Date:

APP-303ra (01/08), Rev. 3 Return Original to Excellus BlueCross BlueShield, at address above - Copy: Employer Group




