:NROLLMENT APPLICATION/CHANGE FORM D:[:[:II]

Group #

%I . BlueCross BlueShield of Ollahoma

g1 § BlusLincs HMO

L1] HENNERERE

Account #

Section #

Sacial Security #

Category

Y =toE R0 I ST IO TR ALY SN R A S N S FLEASE CHECK ALL THAT APPLY - IF YOU ARE DECLINING COVERAGE, COMPLETE SECTIONS 2, 8 AND 8 ONLY

O New Enrollee O Add Dependent 13 Open Enrcliment [ Other Changes
Are you applying as a result of a Special Enroliment Event? .

CONo OYes,EventPate: /. [ ____
Event: U1 New Hire [ Marriage®* [1 Birth
O Adoption {provide legal documents)
0O Court Order (provide court order or decree)
O Loss of Other Coverage
O Insure Oklahoma (O-EPIC approval letter req

uired)

[ Cancel Enrollee

[0 Cancel Dependent

Cancel Coverage: [ Heaith [ Dental

List names of those canceling in Section 4 below
Event: (O Divorce**

[ Death
[ Terminated Employment [ Othar

O Other (explain): indicate Event Date: [/
Eﬂectwe Date of Benefits: ___/____/ __ [OCompletion of Other Eliglbihty Hequ;rements
SECTION 2 — PLEASE TELL US ABOUT YOURSELF “COMPLETE EVEN {F DECLINING COVERAGE *
Last Narne First Name Ml {opt) | Suffix Birth Dats iMMoDY YN | Social Security #
Mailing Address - Street - Apt # City State ZIP code
Emali Address O Male Home/Celi Phone #
[ Femmale
Narme of Employer Job Title Business Phone # Employment Date iMMDDAYYY) | On averags, how many

hours a week do you work?
{required)

Eligibility Status: [ Active Employee

[1 Retired Employee - Date of Retfirement:

SECTION 3 — SELECT YOUR COVERAGE  EEENINIRes|3e G- YRR (31 - N2 e e

Small Group Plans {1-60 employees)

Health Coverage {selsct one)
O Biue Advantage PPO™
O Blue Choice PPO™

[ Blue Preferred PPOSM
[ Blue Options PPO™
Plan # {required}

O Other,

Who is covered? {select one})

O Empioyee Only

O Employes /Spouse®***

[ Employee /Child{ren)

O Family

1 am not applying for Health coverage

BlueCare Bental
Coverage
OYes

O No

Plan # {required)

Who Is covered? {select one)

O Employee Oniy

O Employee /Spouse

O Employee /Child{ren}

[ Family

1] am net applying for Dental coverage

Large Group Plans (61 or more employees)

Health Coverage (selact one)

[0 Biue Advantage PPO®* [ Blue Options Select PPO™
[ Blue Choice PPO* O Blue Traditional®

[ Blue Prefesred PPO™ [ Bluelincs HMO

[ Blue Options PPO™ [0 HSA Blug™

O Other
Plan # {required)
Health Deductible Option $

{if more 1han ona is avaitable)

Who is covered? (select cne)

O Employee Only

[0 Employee /Spouse

O Efnpioyee {Childiren}

O Famnily

[ | am not applying for Health coverage

Dental Coverage
[ Yes
ONo .
Plan # (required)

Who is coverad? {select one}
O Ernployee Only

I Employes /Spouse

O Employee /Child{ren)

1 Family

O1 am not applying for Dental coverage

Primary Language:

SECTION 4 — COVEAGE OPTIONS

. “PLEASE COMPLETE ALL AREAS THAT APPLY « oo

New Patient?

Employee/Enrollee’s Name PCP Name PCP #
5 - o LY [
t's Name . -
Clthusband LIWde L Domestis Partner Dependent’s PCP Name PCP # II';].‘erDPztlent?
Birth Date iMMDDAYYY! | Address (if different) - # and Street Address City State  ZiP code

Dependent's Social Security #

Dependent's Name
[ Son ODaughter [JCther Eligible Dependent

Dependent's Sociat Security #

Dependent’s PCP Name

PCP #

New Patient?
Y ON

Birth Date MMDDAYYY

Home Address (If different} Sireet/City/State/ZIP cods

child of foster child?

Is this dependent a natural chilg, stepchild, adopted

Oy ON

I not your efigibie natura! child, stepchild, adopted child o
foster child, are you {or your spouse) responsibla for this
dependent? T3Y OIN

Dependent's Nama
[d8on 03 Daughter ClOther Eligihle Dependent

Dependent's Social Security #

Dependent’'s PCP Nama

FCP #

New Patient?
oYy N

Birth Date (MM/DDNYYYY)

Home Address (If different) Street/City/State/ZiP code

Is this dependent a natural child, stepchild, adopted
child ar foster child? Y ON

I not your eligible natural child, stepchild, adopted child or
foster child, are you {or your spouse) responsible for this
dapendent? D1V ON

Dependent’s Nama
C18en B Daughter [ Other Eligible Dependent

Depandent’s Social Security #

Dependent’s PCP Narna

PCP#

New Patient?
oy ON

Birth Date (MM/DDAYYY)

Home Address {If ditferent} Stree1/City/State/ZIP code

chifd or foster chiid?

Is this dependent a natura! child, stepehild, adopted

Oy [N

I not your ekgible natural child, stepchild, adopted child or
foster child, are you {or your spouse) responsible for this
depandent? Y [T N

s used on the appfication lupless indicated othenviss): These terms may be used in e different vy in other documents.

* The lermn “marmiage " includes fegal martiage and the establishment of a domestic parinership feoverage subject lo your employer’s plan).

"% The tarm “divorca ™ includes legai divorca and tha comparabla femination of a domestic parinership feoverage subject to your smplayer's plan).
* The term “spousa” includes a fegal spouse. it also includas a party {0 @ domsstic partpership {coverage subject to your employer s plan).

§03316.0718
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Last Name: Social Security #: — — Group #{ | [ | T
SECTION 5 — DISABLED DEPENDENT PLEASE COMPLETE IF APPLICABLE. - o

Name of Disabled Dependent Nature of Disability

Narme of Disabled Dependent Nature of Disability

If disabled child is over the dependent age limit of your employer’s plan, please attach a completed Request to Extend Coverage for Disabled Dependent form.

SECTION 6 — OTHER COVERAGE INFORMATION PLEASE COMPLETE ALL AREAS THAT APPLY

Complete this section only if you or any of your dependents have other health andfor dental coverage that will not be cance!ed when the coverage under ‘(hiS B
_application hecomes effective. List names of each individual covered:

Group Coverage |Individual Coverage |Narne and Address of Other Insurance Carrier Effactive Date immmpry Type of Policy
dyes OONo FlYes [ONo £ Employse Only [ Employee/Spouse
£l Empiloyee/Childiren} 1 Family
Narne of Policyholder Birth Date (MDY 1 Male Relationship to Applicant
1 Female 3 Seif [1Spouse [ Dependent

Employer’s Name Employment Date (MMDDM Yy | Health Group # Health ID # Dental Group # Dental 1D #

SECTION 7 — MEDICARE COVERAGE INFORMATION - PLEASE COMPLETE IF APPLICABLE . ...

Name of person covered: Medicare A {Hospitai} Eﬁectwe Date: End Date: __ o ' Mediéare HiC #
Medicare B {Medical} Effective Date; End Date: {(From Medicare Card)
Medicare D (Drug) Effective Date: End Date:

Medicare D {Drug) Carrier:
Please indicate reason for Medicare Eligibility: [ Entitled Age [ Entitled Disability [0 End-Stage Renal Disease [ Disability and Current Renal Disease

Narne of person covered: Medicare A {Hospital) Effective Date: End Date; Medicare HIC #
Medicare B {Medical) Effective Date: End Date: {From Medicare Card)
Medicare D {Drug) Effective Date; End Date:

Medicare D {Drug} Carrier:
Piease indicate reason for Medicare Eligibility: [ Entitled Age [ Entitled Disability []End-Stage Renal Disease [ Disability and Current Renal Dlsease

SECTION 8 — DECLINATION OF COVERAGE . PLEASE COMPLETE IF YOU ARE DECLINING COVERAGE.

This is to certify the avaitable coverage has been explained to me. | have been given the opportunity to apply for the coverage offered to me and my ellglble dapendents and have voluntanl\,r
elected to deciine the coverage as indicated helow. If { desire to spply for coverage at a later date, [ understand there may be a delay in the effective date of the coverage.

Name [Employse Reason for declining Health: [71 Other Group Heaith Coverage — Carrier; 1 Medicare [} Medicsid
21 Other Individual Health Coverage — Carrier: [ Other {exptain)
11 am not enrolted in any health insurance plan, but do not want this coverage
Name [OEmployee Reason for declining Dental: [0 Cther Group Dental Coverage 13 Medicaid [ Individual Dental Coverage
[ Other {explain) 3| am not enrolled in any dental insurance plan, but do not want this coverage
MName [J]Spouse Reason for declining: [ Other Group Health Coverage [ Medicare [ Medicaid ([ Other Individual Health Coverage
' [ Other (exglain} 1 arn not enrolled in any health insurance plan, but do not want this coverage
Name [ Dependent Reason for declining: O Other Group Heailth Coverage I Medicare [0 Medicaid D Other Individual Health Coverage
O Other {explain) 31 am not enrolled in any health insurance plan, but do not want this coverage
Name [ Dependent Reason for declining: 1 Other Group Health Coverage [1Medicare [0 Medicaid [ Other Individual Health Coverage
1 Other {explain) [ am not enrolled in any health insuranca plan, but do not want this coverage

SECHON § — COVERAGE CONDITIONS

* | aman employes or a retires of the employer namead in this erveltment application. | am eligible to participate in 1ha coveragsis} afforded by my employar’s plan, which is undenwitien of edministered by Blue Cross and Bius Shield
of Oklahoma, On behalf of myself and any dependents fisted on this enroliment application, 1 apply for those coveragals) for which | am eligible, [ state that the information given on this enoliment application is trua end cormect.
| understand and agrea that any intentional misrepresentation of & material fact rade by me will invalidate my coveragels).

* Only those covaragelst and amounts for which | am efigible will be available to ma. | understand that if this enrofiment epplication is accepted, the coveragals) will become atfectiva in accordance with the provisions of the
Contrect{siPlan(s).
* | agrea that my employer ects as nmy agant. t aulhorize necessary payro’l deduction by my employer, if any, 1o cover the cost of my caveragels)

* jundesstand that my participation in the coverage(s) is subject to any future amendment. | also understand that all notices given to my employer are applicable 1o me,

VEARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TQ INJURE, DEFRAUD OR DECEIVE ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF AN INSURANCE POLICY CONTAINING ANY FALSE, INCOMPLETE, OR
MISEEADING INFORMATION IS GLILTY OF & FELONY.

Applicant’s Signature ' Date

42 Cross and Blue Shie'd of Okkzhemna, 8 Division of Health Care Senvica Coporation, a Mutual Lega! Resenve Compary, 2 Independent Uivensea of the Blue Cross and Blua Shield Associaton

2 B03316.0718
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