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Group #

Group #

New Enrollee

ENROLLMENT APPLICATION/CHANGE FORM

Section # Dept #  Social Security Number - BlueCross BlueShield fOR,T DEARBORN LIFE
nsurance Company
Section # Dept # Category S S g

SECTION 1 — ENROLLMENT EVENTS

[ [0 Add Dependent
Are you applying as a result of a Special Enrollment
Event? [J Yes X No If yes, select
Event: [J Marriage [J Birth, Adoption, Suit for Adoption

[J Court Order (see instructions)

[ Loss of Other Coverage (provide Certification of Coverage)

[ Other (Explain):

@ Health Dental

J Term Life  [J Dependent Life
[ Short Term Disability (STD)
O Long Term Disability (LTD)

] Change Primary Care Physician (PCP)

Add Coverage: Cancel Enrollee [ Cancel Dependent
List names of those canceling in Section 4 below
Event: U Divorce [J Death

[J Terminated Employment

0 Other

Indicate Event Date: ____ /___/

SECTION 2 — PLEASE TELL US ABOUT YOURSELF e

Last Name First Name

Andrews

Reason: Indicate Event Date: / /
[J Change Primary Care Dentist (PCD)
Reason: Cancel Coverage: [ Health []Dental [ Term Life
El = -
03 Change Addeoss/Name 0 Dependent Life O STD O LTD

A

[ Date of Birth
0€ 0219 L

"MI (opt)

B

Social Security Number

RossS Y&z 51 YVEe

Mailing Address - Street - Apr=

4§ oo

40/@.

H

State Zip
X 7P75 1

Cith 3 ff/,\/

E-Mail Address (opt)

X Male

Home Phone #

S92 C

Business Phone #

Siy-Ylo-o022E

[J Female

Name of Employer

Squ ki

ck

e,

Do you usually work at least 30 hours a week for this employer?

X Yes

Date of Employment

01/ [P |volo

ONo

Elig

SE
H

A PPO
[ BlueEdge HCA
0 HMO Consumer Choice Plan (small group only)
0 PPO Consumer Choice Plan (small group, only)
[0 Orher:

Plan #, if known:

ibility Status:

th (select one)

OB

A Active Employee

] Continuation of Group Coverage (insured plans only)

CTION 3 — SELECT YOUR COVERAGE

0 HMO

lueEdge HSA

[J Retired Employee - Date of Retirement: 0 COBRA Continuation

LI Dependent Continuation of Group Coverage (insured plans, only)

CK
Enrollees (select one) Dental Enrollees (select one)
X Employee Only [0 Yes [ Employee Only
[J Employee /Spouse O No [J Employee /Spouse
[ Employee /Child{ren) [0 Employee /Child(ren)

[ Family
[J I'am not applying for

Plan #, if known: [J Family

[0 I am not applying

health coverage for dental coverage

Prir

nary Language;

Complete only if you are applying for HMO coverage:

[J Check here to request a Spanish Member Handbook

Do you have a disability affecting your ability to communicare or read? [ Yes
If “Yes”, describe special communication materials n

SECTION 4 — COVERAGE OPTIONS

CONo

eded:

Employee/Enrollee’s Name PCP Name PCP No. New Patient? PCD Name PCD No. New Patient?
EY EIN ERGEIN
Dependent’s Name [J Husband [ Wife Dependent’s PCP Name | PCP No. New Patient? Dependent’s PCD Name | PCD No. New Patient?
Y N et BN
Dependent’s Social Security No. DOB (Mo Day Yr)  |Home Address, if different — No. and Street Name City State Zip
= = / /
Dependent’s Name [J Son [ Daughter Dependent’s PCP Name | PCP No. New Patient? Dependent’s PCD Name | PCD No. New Patient?
CI¥ N EIY-CIN
Dependent’s Social Security No. DOB (Mo Day Yr) |Home Address, if different — No. and Strect Name City State Zip
= = xs il
Dependent’s Name [J Son [J Daughrer Dependent’s PCP Name | PCP No. New Patient? Dependent’s PCD Name | PCD No. New Patient?
C1Y EEN BN
Dependent’s Social Security No. DOB (Mo Day Yr) |Home Address, if different — No. and Street Name City State Zip
= = / /
Dependent’s Name [J Son [J Daughrer Dependent’s PCP Name | PCP No. New Patient? Dependent’s PCD Name |PCD No. New Patient?
BlY-EN ELY FIN
Dependent’s Social Security No. DOB (Mo Day Yr) |Home Address, if different — No. and Street Name City State Zip
— / /

SECTION 5 — GROUP TERM LIFE, ACCI
Employee Occupation/Job title: _Peve 0pel”

DENTAL DEATH AND DISMEMBERMENT (AD&D), AND DISABILITY INSURANCE COVERAGES
Wagerate$S__ )7 9202 per [J hour (J week [J month X year

Group Basic Term Life & AD&D 0 I do nor apply X1do apply Amount $

Group Dependenrs’ Life & I do not apply 0 1 do apply

Group Supplemental Life O I do not apply O 1do apply

Employee election: $ Spouse election: $ Child election: $

Short Term Disability (STD) J I do not apply O I do apply

Long Term Disability (LTD) O I do not apply 1 do apply

Primary First Name Initial Last Name Relationship Date of Birch Social Security No.

Beneficiary

Contingent First Name Initial Last Name Relationship Date of Birth Social Security No.

Beneficiary

A Dwision of Heallh Care Service Corporation, o Muluol Legol Reserve Company, an Inde Blue Cross and Blue Shield Association Furt Dearbor Lie Insurance Compony, o Member of the Prefenred Financiol Groun
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