Enrollment Application and Change Form

Medical - Dental - Vision - Life

Anthem. &9 Anthemlife O, &g ko,

An Anthem Company An Anthem Company

Your Anthem Enrollment Application and Change Form is inside.

This Enrollment Application and Change Form is used for all new and existing enrollees. It
is essential that you read it carefully and complete all the necessary sections.

It is also important that you read and understand the Significant Terms and Conditions
on the last page of this packet.

Signature is required on section 11.

Please Note: You may be required to supply additional information.

Thanks for choosing Anthem Blue Cross and Blue Shield

For more information about Anthem, its products and services visit www.anthem.com
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Social Security Number Must be Completed by Employee

I

Health Group Number Must Be Completed By Employer

]| g i @08 Nevada

Dental/Vision Group Number Must Be Completed By Employer

LI L]

Life Group Number Must Be Completed By Employer

An Anthem Company An Anthem Company

Anthem.®®® Anthemlife

Medical — Dental 0 Vision 0 Life Enroliment Application Change Form

EEEEEEREENEE

Check coverage(s) that apply(ies): [] Medical [] Dental [ ] Vision [] Life

Complete all required information printing legibly. Inaccurate or illegible information will be returned causing a delay in the application process.

[l REASON FOR COMPLETION OF APPLICATION Qualifying Event.

D New Application |:| Reinstate DTermination |_—_| PCP Change I_—_|Addressfl' elephone Change

[:]Other

EFFECTIVE DATE/DATE OF QUALIFYING EVENT (MM/DD/YYYY) /

D Beneficiary Change

[ JRemove Family Member(s) [ JAdd Family Member(s) ~[_JName Change (Previous Name)

QUALIFYING EVENT
)] EMPLOYEE INFORMATION

rked Per Week

LAST NAME Hours

Eamings $

FIRST NAME i

|:| Semimonthly |:| Biweekly

D Hourly D Weekly D Monthly D Annually

MAILING ADDRESS (Address where you will receive member correspondence)

ciTy STATE

HOME TELEPHONE BUSINESS TELEPHONE DATE OF HIRE (MM/DD/YYYY)

( ) - ( ) = /I e

ZIP CODE

FULL TIME EMPLOYMENT (MM/DD/YYYY)

POSITION TITLE

FULL COMPANY NAME

El BENEFITS AND COVERAGE DESIRED See your employer for coverage available

MEDICAL BENEFITS MEDICAL COVERAGE DENTAL BENEFITS DENTAL COVERAGE VISION COVERAGE
DBlueAdvantage HMO* DEmponee DAnthem Dental DEmponee DEmployee
DBlueAdvantage Point-of- |:|Employee and Spouse L__lAnthem Blue Dental PPO DEmployee and Spouse DEmponee and Spouse

Service (POS)*

[CIBiuePreferred (PPO) Plan
Name

Dother (Name of Coverage)

[CJEmployee and Child(ren)
D Family
DDecline and complete waiver
(Section 9)

[JAnthem Biue Dental PPO Plus
D Other (Name of Coverage)

DEmponee and Child(ren)
Cramity

[Cloecline and complete waiver
(Section 9)

|:| Family

Have you had any health plan coverage in the last 90 days in Colorado or 63 d
of ID Card(s) does not quali

Use a separate sheet if needed

LAST NAME GENDER BIRTHDATE

[JabD EMPLOYEE’S FIRST NAME

Y COMPLETE THIS SECTION IF YOU ARE ENROLLING IN A HEALTH PLAN THAT IS NOT AN HMO OR HMO POINT OF SERVICE

ays in Nevada? DYes DNO. If yes, attach a copy of your Certificate of Creditable Coverage,
as evidence). If No, see the pre-existing provision on the reverse side of this form.

DEmponee and Child(ren)

DDecline and complete waiver (Section 9)

(POS) PLAN

RELATIONSHIP

| | CICHANGE (MM/DD/YYYY)
[JrRemOVE /! |/ SELF
PRIMARY CARE PHYSICIAN (PCP) NAME* PCP ID NUMBER" | cURRENT PATIENT?
Oves [Cno
CJAabD FIRST NAME Mi LAST NAME GENDER BIRTHDATE RELATIONSHIP
11| CJCHANGE (MM/DD/YYYY)
CIREMOVE /
Overage Dependent? OYES ONO (if yes Initial Overage Dependent Affidavit Section 6) PRIMARY CARE PHYSICIAN (PCP) NAME* | PCP ID NUMBER* | CURRENT PATIENT?
Court ordered health care coverage? CJYES ONO (i yes Attach copy of court order ) Cves DNO
y/Physically Disabled Dep ? CIYES [CINO (if yes Attach hysically Disabled D form)
[Jabbp FIRST NAME M LAST NAME GENDER BIRTHDATE RELATIONSHIP
11| CICHANGE (MM/DDIYYYY)
[CJREMOVE | |/
Overage Dependent? CIYES CINO (if yes Initial Overage Dependent Affidavit Section 6) PRIMARY CARE PHYSICIAN (PCP) NAME* | PCP ID NUMBER® | CURRENT PATIENT?
Court ordered health care coverage? CYES ONO (if yes Attach copy of court order ) DYES DNO
Mentally/Physically Disabled Dependent? [JYES CINO (if yes Attach hysically Disabled D dent form)
[Jabp FIRST NAME Ml LAST NAME GENDER BIRTHDATE RELATIONSHIP
1v| CICHANGE (MM/DD/YYYY)
[JRemoVE | |/
Overage Dependent? COYES OONO (if yes Initial Overage Dependent Affidavit Section 6) PRIMARY CARE PHYSICIAN (PCP) NAME* | PCP ID NUMBER* CURRENT PATIENT?
Court ordered health care coverage? OYES ONO (if yes Attach copy of court order ) DYE DN
Mentally/Physically Disabled Dependent? [JYES [INO (if yes Attach ysically Disabled Dep form) S o

IF YOU AND YOUR SPOUS ARE USING DIFFERENT LAST NAMES CHECK APPLICABLE BOX

] COMMON-LAW MARRIAGE — AVAILABLE ONLY IN THE STATE OF COLORADO (Attach copy of Affidavit of Common-Law Marriage) [] SPOUSE RETAINING NAME

“A PRIMARY CARE PHYSICIAN MUST BE SELECTED IF CHOOSING AN HMO OR HMO POINT OF SERVICE (POS) PLAN







