Excellus

P.0. Box 22999, Rochesler, NY 14692

GROUP ENROLLMENT FORM

Anonprofit independent licensee of the BlueCross BlueShield Assodiation

Instructions on Back. All Dates = mm/dd/yy 0 Check if name change

DO NOT USE - INTERNAL PURPOSES ONLY

0 Check if new address

Please print clearly.

v CHECK DESIRED ACTION v CHECK DESIRED MEDICAL/DENTAL/VISION COVERAGE v CHECK PERSON(S) COVERED
; Classic Blue T PPO(PN)
D Add SI.jbjénber AN {1 Regionwide (KC}) 03 BluePoint 2 (SF) 0 Excellus BiuePPO (BP) Self, Self & |{Seif & Self
Date of HirelEvent __/___/____ 0 BlueCross (KA) O Excelius BlueEPO (BE) Spouse & | Child{ren) | Spouse
CoverageEffDate ___/___/___ | (OBiueCross BlueShield (KB) 01 Blue Choice 25 (B2) Q FourFront (EF)- Child(ren)
() BCBS and Enhanced Benefits (KC) | 0 Blue Choice 30 (BW) ourron (A) (B) | (C) [(D)
01 Add Dependent (AB) O BlueCross Select (KS) 3 HMOBue 25 (M2) O BluePPOMHSA (HF)
Date of Event / O Comprehensive (KD) 0 HMOBIue 30 (MW) D BluePPO Savings Acoount Plan (DC) I mepicar Of O a )
T 77T .7 | DBCBS Comprehensive (CO)
CoverageEffDate __ /___/___ ac nensive Pius (CP) pENTAL OO 0 0 0
0 Change Coverage (AC) Q1 BCBS Traditional (TR)
Coverage Eff Date  ___/___/__ |01BCBSWraparound (WR) vision O o 0 o
01 Dental (DE) Q Vision (Vi)
0} Transfer to COBRA (AD) SUBSCRIBER INFORMATION - Must be completed

B (S)ubscriber Social Security # [ - - l l [ l Sex: OMQOF Bithdate [/ [

0 (M) Dependent

0 (D)isabled Last Name First
Date of Event Y Y

Street,
Q) Cancel Subscriber (S) City State Zip
O Cancel Dependent (M)

0 (M)edicat DayPhone: [ | [ J-Lf 1 |-l 11 1[} E-Mai Address;

0 (D)entat Blue Choice members must select a Medical Center or Primary Care Physician (PCP). Females may select an Ob/Gyn.

0 (V)ision Check Medical Center: O (W)ilson QO (Fjolsom 0O (Gjreece O3 (P)erinton Current Patient?
Reason Code (see back) Primary Provider (Last) (First), oy N
CancellationDate _/__/__ |0B/GYN Provider (Last) (First) oy OnN
FAMILY MEMBER INFORMATION v Check relationship and indicate dependent name or indicate dependent name and birthdate to be cancelled.

0 (S)pouse 01 (D)ependent 0 Student(T) | Social Security # Sex Birthdate | Medical Center | Primary Care Physician Currentpatient? O YO N
0 (H)disabled 01 (Floster/Grandchild Dependent (mm/ddlyy) 8 89’ ){)j;son Last First
{3 Domestic (P)artner O Other, OM som — -
Last Name (if different) First Name QF |_j_J_ |9(Creece OBIGYN Physician g pllent? OYaw
0 (S)pouse 03 (D)ependent O Student(T) | Social Security # Sex Birthdate | Medical Center | Primary Care Physician Currentpatient? O YON
01 (H)disable 0 (F)oster/Grandchild Dependent {mm/ddlyy) g ?é;)i'lson Last First
(3 Domestic {P)artner {0 Other, oM olsom — -

o - 0 (G)reece OBIGYN Physician Currentpatient? O1YON
Last Name (if different) First Name ar | 1 O (Plerinton Last First
0 (S)pouse 0O (D)ependent 0 Student(T) | Social Security # Sex Birthdate  {Medical Center | Primary Care Physician Currentpatient?? O YON
O (H)disabled O (F)oster/Grandchild Dependent {mmiddlyy) g ?é‘/)()j:son Last First
Q Domestic (P)ariner O Other, OM som o -

b n 0 (G)reece OBIGYN Physician Currentpafient? QI YOIN
Last Name (if different) First Name ar |1 1 Q(Plerinton | Last First
01 (S)pouse 0O (Djependent 0 Student(T) | Social Security # Sex Birthdate | Medical Center | Primary Care Physician Currentpafient? CIYON
O (H)disabled 03 (F)oster/Grandchild Dependent (mm/ddiyy) g gg‘l)z’i:son Last First
0 Domestic {P)artner O Other, aM som e -

i e - O (G)reece OBIGYN Physician Currentpalient? CIYON
Last Name (if different) First Name of |_ [ [ O (Plerinton Last First

OTHER COVERAGE INFORMATION - Must be completed. You may be contacted for additional information.
In addition, please provide a copy of your "Certificate of Coverage” from your former health insurance carrier or employer.
Have you or any member of your family been enrolled in any other insurance policy in the last 63 days (including Dental, Medicare or Medicaid)?

QO Yes U No

0 (B) Excellus BlueCross BlueShield, Rochester Region, Biue Choice.
0 (0) Other - BlueCross BlueShield Plan (outside of Rochester). Indicate Plan Name:
Q{C) Other Carrier - Indicate Plan Name:

¥’ Check: O Medical and/or O Dental
¥ Check previous insurance company from list below and indicate ID #:

Are you keeping this coverage?

OYes UONo

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 aiso 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)

*Deductible Amt., Dept. # and Employee #is oplional.

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

If yes, what was the start date / / and end date /

Coverage | Group/Sub Group# | Chkdigit | Pkg# Deductible Amount* Employer Name
Medical 0| 0 {Employee Status 0 {A)Active [ (AJCOBRA 01 (A)Cancellation O (R)etired
Dental . 1010 |Department # ! l l l l IEmployee # l I ]
Vision 0 | 0 | Group Rep Signature/Date

APP-F30 (06/07) 20120E Return Original to Excellus BlueCross BlueShield, at address above: Copy: Employer Group




