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Please complete each section of this application in ink.
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Mailing Address City, Siate, Zip Code Phene Number
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¥ r ¥ 1pl
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Managed-Care-Rlans-Only | Asy
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Dependent's Name ffrst, inilfal, fast) Enpallin Madieal o ans
QMale Enrallin Dental.
QFemale | Eprglin Vision,
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ez Qils Usa (PCP)
Dependent's Name (firsl, fnilial, las!) EsralH-Madicah
g:‘“ ’ Enrallin Dentall. s
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u £0 ars {RORY 52 PORID Mumber {Fortha hishast benefitleval ysu-mustsalact
? SRy iy f + B gie ¥ ExistingRatiartd Office
§ Y S¥seila U
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Dependent’s Name. ({irst, imiliaf, fest) DMale
OFemals
Al t PrimareG ¥ BCRY or PORID Numbor{Fosthe-highast benefitlaval you mustsslost o
i ce
ForManaged-Care-RlansOnly | P2 se (PCP)
Dependent's Name (7irs!, inlifal, last) 2 il
Swmls ..OYes ONo
QOFamale w0 Yes  Ofio
Mama ot Priman:CarsRhy {RCR} o RCRID Mumbar{Easths highast bansitlovel youmustaalesta BCDY Ofiice
Ferdlonngad Soo Rlans Only
Use (PCP)
_Type of Enrollment Change Request
Health Covarage Dental Coverage Vision Coverage Please indicate reason for change in current enroliment below: v
{eheckens) ¢ heck
{ahggk ne) {chedtons) Olnvoluntary loss of group coverage O Marriage O Birth O Adoption
Dseltenly Oselfonly Oselfonly
0 Court order (copy of court order requirad)
SEessdoaann DO 8elf and spouse USelfand spouse
DSalf enouca and danandeate D Self, spouse and dependents O Self, spouse and dependents
Other
D3sltardancgesendsal QO Self and one dependant Q1 self and one dapandent
5| b e O Self and twa ar mere DO Self and two or mara
depandants depandents dependents Date event accurred
mm dd wy
Please read the reverse side and sign and date this application. OVER *
FOR OFFICE USE ONLY
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Do you or any of your family plembers have other madicai andfor dental coverage? (3 Yes 0 No

Is provided for a depengént frem a previeus rarriage or relationship, please attach a copy of the counl documantatio
tepandent{s)’ health

Conrdinating your benefite could reduce the ameunt you awe & provider. For proper coordinatlon of bansfits pleasa compl

re caverage so that the carrler can determine whose coverage Is primary. Use extra paper if necessary.

tha seclion below, If covargge
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Ottier Carvier Infoffnation: Coverage
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Phona Nffmber Policyholder Name Seff amd Dapendent(s) (mmicdiyy)
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Statement of Understanding

By signing this application, | represent that all my answers are complete'and
accurate, and that | understand and agree to the following conditions:

+ | agree lo abide by all of the terms and conditions of the Plan.

No independent producer, agent or employee of Blue Cross of Idaho,
or of my employer can change any pari of this application or waive the
requirement that | answer all questions completely and accurately.

+ Plan Administrator may, at its discretion, request supplemental information
from me, any family member listed on this application or any health care
provider.

Plan Administrator may terminale or rescind an employer' group coverage
for any intentional misrepresentation omission of fact by, conceming, or on
behalf of any applicant by the employer that was or would have been
material to the acceptance of a risk, extension of coverage, provision of
benefits or payment of any claim.

If this application is approved, coverage for myself and any eligible family
members named on this application will begin on the date assigned by Plan
Administrator.

| acknowledge and understand my health plan may raquest or disclose
health information about me ar my dependents (persons who are [isted
for benefits caverage on the enrollment form) from time to time for the
purpose of facilitating health care treatment, payment or for the purpose
of business operations necessary to administer health care benefits: or as
required by law. For more infarmation about such uses and disclosures,
including uses and disclosures required by law, please refer to the Blue

Cross of Idaho Notice of Privacy Practices that is available at beidaho.com.

= My employer's summary plan description is the document that sets
forth all terms of my coverage, and no independent producer, agent or
other person can change the terms of the master group policy, any of
lts amendments, or this application, except with an amendment issued
expressly for that purpose and signed by an authorized officer of Plan
Administrator.

« | agree that a facsimile or phatocopy of my signature will serve the same as
an original,

= | affirm that | have reviewed all answers given on this application
and, regardless of whether an independent producer or other person
has filled out the answers for me, | verify that the answers are
true and complete.

X

Apglicani's Signature

Date
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