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INDEPENDENT HEALTH 17
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Chamber of Commerce and Professional Association

independent

Q9 Health.

1. Please check one: [1 GROUP ENROLLMENT APPLICATION 0O CHANGE FORM O COBRA ELECTION

511 Farber Lakes Drive

2. EFFECTIVE DATE ! / GROUP # PLAN #
(A, Change ot Cancellation) {Please Referance Benafit Summary)
Change Orly f Please check alf tfraf apply: Reason codes on reverse Sider

Bufiak, WY 14221 O PLAN CHAMGE B PHYSIGIAN CHANGE O CANCEL PQLICY f Aeason coda
A sttt wde NAME CHAMGE O ADDRESS CHANGE O AEMOVE DEPENDENT / Héason code
wiwncepentenfiealieom oy snp DEPENDENT f QUALIFYING EVENT (birth, marviage, etc.) DEPENDENDT ID # 5
3. PLEASE PRINT AND RETURN TO ¥YOUR EMPLOYER UPON COMPLETION. 8. EMPLOYER ATTESTATION (employer aust complete this sectiony
THANK YOU FOR CHOOSING INDEPENDENT HEALTH. CHAMBER GR ASSOCIATION ploger o :
APPLICANTS LOST HATAE FRAST HAME ]
EHPLOYES, MAIE
ADDHESS (MUMBER, 5TREET, APARTTAENT] EMIPLOYER ADDAESS
Ty GOUNTY STATE aF +4
Ty COURTY STATE I
EMPLOYER TELEPHONME EMPLYER TAX 1D
TELEPHOWNE ORTE JOINED CHANBEFIASSOCIRTION DATE 0¥ EMPLOYEIENT
HOME: | ! - WORK [ ) - EnuL i i IS APPLICANT CLRRERTLY WORKING \WAS APPLICANTGIVEN A CHOIGE
HAVE YOUEYER BEEN A MEMBER OF INDZPENDENT HEALTH? PRIOA HEAL TH INSURANCE: Fricr coverags ATLEAST {75 HOURSINEEK? OVes 0O Mz OF HEALTH FLANS? O¥es COMo
O YES IMyes, list your Id2nidication numbsar Tor prewioms 12 moais: —
0 e COVERKGE DATES) EWPLOVER SIGNATURE DATE
WHAT IS YOUR PRILSAFY LANGUAGE? GENDER
FROM- To:
CMALE OFEMALE  |pisase prouids defall on ravaE Sita)
4. Member Information;
SOCIAL SECURITY | DATE [RELATION ATEAT
d
LAST HAME FIRST HAME n.L NUMBER OF E . SHIP 1H PHYSICIAN HUMBER [or full name and address) e
ARELICANT SELF Frimtew
cads* [ |ommve
SPCUSE O HLISBAND|__
LIWAFE Petmany
coter [1 posmre
CHILD O Daugheer |__
D Son aithaty
codes [ ke
CHILD O Caghte |
O Son FE g
coder [ |ommns
cHILD O Dawghder |
O:Son EREHeb
code+ [ kreseens -
* Plaaca ienfiy pareat f child rdationship (I applizablsy: At - Adopted fwithin last 18 months) Pt - Adoption in Prosess S - Stepchid H- Hamdizzpped D -Dkabled 1 - Legal Guandinshp G-Grandzhid 1 Plessa attach AdolionAdoption [n Process papers
5. While enrolled in Independent Health, will yow or your dependenifs) be covered by any of the following: If addifonal space is requiied, please attach a seperate sheet.
CHECK ¥ES OR NO: LAST HAME FIRST 71
* MEDICARS O Yes [Pleaselist all covered members} 1OF M.
Do PART A EFF. DATE PAFT B EFF, ATE
* OTHER HERLTH INSUSANGE LAST MAME CF POLICY HOLDER ARST 13 INSURAMCE
O a5 (Please list al' covared membecs) MalE
O Mo
*Inciuding no 13ult GnCfor workers" compensaticn PHOME NO.
{in tha event ol an njury). -
6. Is your chilg {or chilcren) a miF-ame college student? T Yes [ Mo 7. AUTHORHZATION: | have fead and agree to fhe authorization on the reverse side of this form.
 ves, please complete section on back of application.
ALL SECTIGNS MUST BE COMPLETED BEFORE PROCESSING. SUBSCHIBER'S SIGNATURE:

Eltective Dale Pra Ex

OA-B432-45030 /EWDE]I
PROBDZ
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REASON CODES: ELIGIBILITY FOR STUDENT COVERAGE
(applias only to those membare whose contract ineludes an age extenslon rider)
B. Dependent Reachad Age 23/24/25 Your contract may require that a dependent age 19 ar above malntain full-time student
C. Group Cancel - Cpen Enroliment statug (2 minimum of 12 eredt hours) at an accradited collogs of university to ramain
D. Decaasad eligible as a depencsnt on your coniragct,
G. Group Cancel - Mid-comtract Please check the statemant that bast describes your child's studant statue:
. O Yes, my child 1= a full-time ¢ollege student as defined above,
. Transferring to Ancther Group Following is Information that may be verfiied;
L. Layoft
::I' m::s:y?:;:: Arez Ghid Tollege of Univaraily Student 10 Mo,
0. Membe - Open Enro
P. Potson ;Icl::laen::;ns P nraliment Addraas City, Blate, Zlp Coda Expected Date of Graduation
R. Retired
T. Terminated Employment Child College or Unlvarshy Studenl ID No.
U. Dependent Age Gut-off (age 19)
V. Madicare Addrese Cily, Btate, Ziy Code Expecte Date of Graduation
) (Piease altach eeparate sheat if you have additional children who ars eligible full-time
W. Now Undar E’,pf’”“ s Plan shidents)
X N‘F‘ L°':'9‘3r I.E"Q'b[a [ Yes, my child is a full-time college student hut is eurrantiy on medical leave.
Y. Digsatisfaction with the Plan Please attach a nete from your physician verlylng your chiles sondition,
Z. Dapendent Age Cut-off - Waiver Required O Ne, my ehildl is not a full-time college student. Plsase send me Information oh a
direct pay policy.

PRIOR HEALTH INSURANCE (CONTINUED)

HEALTH INSURANCE COMPANY D# - COVERAGE FROM| COVERAGE TO
(include address and phone number of previous carrier) MONTH/YEAR MONTH/YEAR

CERTIFICATION & CONSENT

I certify that the information given on this application is current, true and correct to the best of my knowledge and | have
read and agree to this statement. This application cannot be processed if birth date(s) and Social Security Number(s) are
not completed. | understand that any person who knowingly and with intent to defraud any insurange company ot other
person fites an application for insurance or statement of clait containing any materially false information, or conceals for the
pumpose of misleading, Information concemning any fact material thereto, commits a fraudulent insurance act, which is a
crime, and shall be subject to a civil penalty not to exceed $5,000 and the stated value of the claim for each such violation.

Funderstand that this application and my, my spouse or eligible dependent's subsequent receipt of health care services are
subject to the terms of the applicable coverage document, | understand that if | enroll in a heakh coverage product through
my employer, my employer is responsible for remitting premium payments on my behalf, or in the case of self-insured
employers, my employer is responsibie for remitting ¢laims payments to us.’

| consent to any person or ingtitution who shall have rendered health services to me or to any member of my family under
the applicable coverage document to make available any photographe, records or information regarding such services to us.
Any information received or generated by us shall be kept confidential and secure as required by applicable law. | also
consent to you disclosing my health information or the health information of any member of my family, as permitted by
applicable law, for your own or another provider, haalth plan, health care clearinghouse or other covered entity's treatment,
payment or health care operations. This consent shall remain in effect until revoked by me in writing,

| acknowledge that if | am presently without coverage for longer than sixty-three (83) days, then a pre-existing condition
waiting petiod may apply. Pre-existing condition waiting periods apply to individuals with conditions diagnosed or
recommended for treatment within six (6) monthe prior 1o the enroliment date of new coverage and shall not exceed twelve
(12) months following this date.

' The terms “You® and/or "Us" means Indapendent Health Agsociation, Ine, or Independent Healih Beneflts Corporation for mambars who enroll In 2 hagith
cavarage product through thelr employers of individually, For members whoss smployats self-insure thelr health covarage, the terms "You” andfor “Us”
means Ingepandant Haalth Sorporation, a third-party administration eomoany.
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