Excellus @9

P.O. Box 22999, Rochester, NY 14692
A nonprofit independent licensee of the BlueCross BlueShiekd Association

Instructlons on last page. All Dates = mm/dd!yy

1 —Group Employer Information |

SimplyBlue

GROUP ENROLLMENT FORM

PLEASE PRINT CLEARLY

This section should be completed by the Group Benefits Administrator.

| This application cannot be processed without this information and a signatu

Please use blue or black ink, print one character per box

Group #

Subgroup #

Subscriber Status

Class#

D Active D Retired D COBRA D Cancelled

DDDDDDDD DDDD DDDD Please indicate reason for COBRA:

D Left Employ/Retirement D Death of Spouse

Employer Name

|

Association/Chamber Name (if applicable)

Group Administrator Signature/Date

X

Dental Group # DDDDDD Subgroup # DD

Was the employee subject to a waiting period before enrolling in your employer health plan?

If yes what was the start date

- .
Copay Opbons
choose 1 copay

3 $30 PCP/$50 Specialist
L)

] $40 PCP/$60 Specialist
(L2)

D Open Enrolliment D Address/Phone Number D Last Name
D Medicare Eligible / Please indicate reason for Medicare eligibility:
D Add Dependent / Please indicate reason for addrng dependent:

. Copay & Deductible Option

| D Divorce/Legal Separation D Dependent Reached Max Age
D Loss of Student Status D Other

Effective Date COBRA Effective Date
OO0 OO
Hire/Rehire Date Retired Effective Date

L] e
ol Jves

No Yes

choose 1 deductible and 1copay
] $2,000 Single / $6,000 Family
[C] $30 PCP/$50 Specialist (L3)
[ $40 PCP/$60 Specialist (L4)
] $2,500 Single / $7,500 Family
] $30 PCP/$50 Specialist (L5)
[7] $40 PCP/$60 Specialist (L6)
[[7 $3,000 Single / $9,000 Family
[[] $30 PCP/$50 Specialist (L7)
)

O $40 PCP/$60 Spectalrst (LB
— i v

HDHP Opttons
choose 1 deductible

[ $1,300 Singte / $2,600 Family (LH)
[T] $1,800 Single / $3,600 Family (LI)
] $2,600 Single / $5,200 Family (LJ)
[ $5,500 Single/ $11,000 Family (LK)

Please check coverage Itype-and péréanzh) to b-e-cover;d -.
[ Medical [7] single [ sub & spouse[] sub & dependent(s) ] family
[J Dental [ single (7 sub & spouse("] sub & dependent(s) [ family

Dental
Q Dental Blue Classic (D1) Q Dental Blue Options (DJ)

Sufncrihr Infonmt!on

. Loss of Coverage
D Remove Dependent D Change in Student Status

[ Jagess+ [ ] pisabiity
D Newbomn D Marriage

D End Stage Renal Disease
D Loss of Coverage

lete bc “ﬁldzof

Subscriber’s Last Name

D Adoptron D Domestrc Partner

Subscnber s First Name

DDDDDDDDDDDDDDDDD DDDDDDDDDDDDDD

Middle Initial Title

E-mail Address

L 0 OO OO0 OO0 OO00

Mailing Address

Apt or Suite

DDDDDDDDDDDDDDDDDDDDD DDDDDD

State

DDDDDDDDDDDDDDDDDD OO G000

Home Phone Number

OO OO OO OO OO OO OO OO

Work Phone Number

FAP-100E (6/09)

Cell Phone Nurnber

Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group




Date of Birth Gender Social Security Number

OO Oee DO
Marital Status: D Single D Married D Legally Separated D Divorced/ Marital Status Event Date DDDDDD

Medicare Number (if appli Part A Effective Date Part B Effective Date

ST T 00 OO0 00 LD
i e to ESRD pteasecheck type of dialysis: D Self administered D Facilitated Date started DDDDDD

Have you, your spouse or any enrolled dependent had other coverage within the last 63 days? Health? . No Yes | Dental?
If answering “Yes", are you keeping the additional health and/or dental coverage? Health? D No D Yes /Dental? D No D Yes

Who did the other plan cover? D Self D Spouse D Children

Other insurance carrier name:
Other insurance name of policyholder:
Policy ID Number:

Effective Date Termination Date

DDDDDD DDDDDD

Dental / Reason Date

. Medica!D Dental / Reason Date DDDDDD

ir TN R SR
Partner Las ame pouse/Domestic Partner First Name

DDDDDDDDDDDDDDDDDDDDDDDDDDDEDD

Date of Birth Male Social Security Number Are you enrolling as a Domestic Partner?

(L) Cremae LI EIEIL] [ es[ o

Medicare Number (if applicable) Part A Effective Date Part B Effective Date

oo oo boooe e Cooee e

Dependent's Last Name pendent's First Name

5 O

Male Date of Birth Social Security Number Is your over-age dependent handicapped? D Yes

D Female DDDDDD DDD-DD-DDDD (See last page for additional information) D No

Is Dependent a full time student? D No D Yes |If yes, please indicate college/university name:
College/University Name Expected Graduation Date  Credit hours

| IO e

8 —F ’q"“;_.{_l' gna L.__J. , ORISR BN,

' (‘t scriber signature requirt :i}'ﬁ‘f"‘ir 1‘j_' t sign and date this form to be eligible for insur Raas A
Any person who knowmgly and with intent to defraud any insurance company or other person files an apphcatlon fori lnsurance or statement of clalm
containing any materially false information, or conceals for the purpose of misleading, information conceming any fact material thereto, commits a
fraudulent insurance act, which is a crime, and shall also 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

FAP-100E (6/09) Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group



