


GROUP ENROLLMENT APPLICATION - CHANGE FORM INSTRUCTIONS

Please read thoroughly before completing this form. Use black or blue pen only and print neatly or complete online. If
online, complete the form, print, sign, and return to your Employer. Do not abbreviate. Complete all fislds with accurate

and compiete information,

Ton of
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If known, enter your group, section, and department numbers.

If known, enter your UID. If you have not been assigned a UID, enter your SS#,

Mark appropriate box to indicate if you are a new enrollee, adding a new depsndent (NEW ENROLLMENT), or making a
change to your coverage (NOTICE OF CHANGE)

If you want to decline health coverage, complete SECTIONS 2 AND 9 only and return the form to your Employer.

SECTION 1

Mark all boxes and complete all areas that correspond to your selection. To ADB, complete SECTIONS 1, 2, 3, 4, 5,6, 7,
8, and 10 where applicable.

s i you are enrolling 2 dependent due to court order, you must atiach a copy of the court order or decree AND
a completed Dependent Addition and Change Form for Court-Mandated Health Coverags form.

v For self funded plans, if student dependent coverage is part of your Employer’s plan and you are ewrolling a
dependent child who Is a student, you must attach a copy of a completed Student Certification form.

= i you are applying for coverage for a disabled dependent child over the dependent age limit of your Plan,
please attach a copy of a completed Dependent Child's Statement of Disability form. A disabled dependent
over the dependent age limit of your Plan must be certified by medical underwriting. '

To CANCEL or DROP coverage, complete SECTIONS 1, 2, 4, and 10. In SECTION 4, include the name, gender,
SS#HUID, date of birth, and relation to Employee for each individual canceling coverage.

In each “Indicate Event Date” section, provide the actual date of the marriage, birth, date of adoption, or “other”. Do not
provide an event date if this is for Initial Enrollment or Open Enrollment Period. The effective dafe or termination date of
coverage may be different from the event date. Your employer will inform you of the effective dafe or the ternmination date
of coverage.

SECTION 2 and
3

Mark alt boxes and complete all areas that correspond to your selection in accordance with the insfructions above. If this is
a NOTICE OF CHANGE, mark the CHANGE box. Complete the section for Dental if your Employer is offering group
dental coverage.

SECTION 4

Mark all boxes and complete all areas that apply fo you and each dependent. Only those applying for HMO or POS
coverage (see SECTION 3) are required 1o select a PCP for each individual to be covered. Be sure to indicate if you
or your dependent is a new patient for the selected PCP, Only BCBSTX HMO members that are applying for certain
dental plans are required 1o select a PCD for each individual. The PCP's or PCD's name and provider numbers can
be found in the appropriate directory of participating providers or on the BCBSTX website at www.bcbstx.com.
ATTENTION FEMALE MEMBERS: In selecting your PCP, remember that your PCP's network may affect your choice of
an OB/GYN. You have the right to receive services from an OB/GYN without first obtaining a referral from your PCP.
However, for HMO members, the OB/GYN from whom you receive services must belong to the same physician practice
group oF independent practice association (IPA) as your PCP. This is another reason to make certain that your PCP's
network includes the specialists — particulady the OB/GYN ~ and hospitals that vou prefer. You are not required o
designate an OB/GYN. You may receive OB/GYN services from your PCP.

Child means;

oo o

IMPORTANT NOTICE « DEPENDENT CHILD ELIGIBILITY {Check with your Employer for information specific fo your coverage — some

group health plans may include different eligibility requirements)

m Any unmarried child under the limiting age (for insured plans, the limiting age Is 25) (for self funded plans, student certification may be required for
coveraye past the age of 19) — check with your Employer for information specific to your coverage, or

o Achild of any age who is medically cettified as disabled and dependent on the parent for support and maintenance.

a.  Employee’s natural child; or

Employee’s legally adopted child, including a child for whom the Participant is a party in g suit in which the adoption of the child is sought; or

Stepehild; or

A child of the Employee’s child {grandchild) who is dependent for federal income tax purposes at the time application of coverage is made; or

A child for whom a Participant has received a court order requiring Participant to have financial responsibility for providing health insurance; or

A child not listed above:

For Non-HMO: (1) whose primary residence is Employee's household; (2) to whom Emplovee is legal guardian or related by blood or

marriage; and (3} who is dependent upon Emplovee for more than one-half of his support as defined by the Internal Revenue Code of the

United States.

For HMO: For whom the subscriber or subscriber's spouse is a court-appointed legal guardian. Proof of legal guardianship must be submitted
with the enrollment form.
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SECTION S | Mark all boxes and complete all areas of this section if your Employer is offering Group Term Life, Dependent Life,
Accidental Death and Dismemberment, and/or Disability Insurance Coverage.

SECTION G | Federal faw requires group heaith plans and carriers to reduce the presxisting condifion exclusion period by any period of
creditable coverage that can be proven. In order to receive cradit for any preexisting condition waiting period applicable to
your plan, you must provide information about the last 12 months of coverage (18 months if newlcurrent coverage is self-
funded).
if you have a certificate of prior coverage (Certificate of Creditable Coverage), please attach a copy to this enrollment
appfication. List the names of each individual covered under creditable coverage.

NOTE: If more than one plan was in effect or if information is different for your dependent(s), attach additional pages and
each applicable certification form. if the previous coverage was Medicare, complete SECTION 8.
If you are applying for HMO or In-Hospital Indemnity coverage, you may skip this section.

SECTIONT | If you or any of your family members have OTHER COVERAGE that will not be cancelled when the coverage undear this
application becomes effective, please complete this section. If you have more dependents that will retain the other
coverage, attach additional pages, L

SECTIONB | Mark all boxes and complete all areas of this section if you or any of your dependents are covered by Medicare, If more
than two individuals under your coverage are covered by Medicare, attach additional pages.

SECTION® | Mark all boxes and complete all areas of this section if you and/or any dependent are declining coverage under your
Employer’s group health plan. Anyone declining coverage for any reason should complete this section, not just those
declining because of other coverage. Your signature is required for any declination of coverage. If you are not declining
the health coverage offered by your Emplover, vou may skip this section.

SECTION 10 | Read this section carefully and, if you agree to the conditions set forth, sign your name, date the enroliment application,
and submit to your Employer. f you are completing this form online, print 2 hard copy, sign and date the form and submit
to your Employer. Your form will be submiited to:

Group Accounts Department » P, 0. Box 855730 « Dallas, TX 75265-5730
Abbreviations used In the Enrollment Application / Change Form
# Number

55# Social Security Number

um Unique Identification Number

Ml Middle Initial

OPT Optional

COBRA Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) - Federal law which provides opportunity for a
temporary extension of continued group coverage in certain instances where coverage under the plan would otherwise
end. ’

PPO Preferred Provider medical plan

HMO Health Maintenance Organization

POS Point of Service medical plan
BlueEdge HSA Federally qualified medical benefit plan that accompanies @ Health Savings Accourt
BlueEdge HCA Medical henefit plan that accompanies a Health Care Account

PCP Primary Care Physician

OBIGYN Obstetrician / Gynecologist
PCD Primary Care Dentist
TPA Third Party Administrator
Provider # A unigue identifying number assigned fo each contracting BCBSTX provider which can be found in provider directories
and on the BCBSTX website at www.bebstx com ~ Provider Finder®,

Medicare HIC # Medicare Health Insurance Claim Number

MA Medicare Advantage

If you have any questions, please contact your Marketing Service Representative.
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THIS FORM IS MANDATORY ~ EITHER ENROLL OR DECLINE (SECTIONS 9 & 180)

Enrollment Application / Change Form

ﬁé&&mw&w&:@ﬁ EORT DEARBORY LiFp

: Insuvance Compuny
of s i
Group # O' A @S , Section # Dept#  SSHUID
Group#_(5dTech NCW Section # Dept # Category
LINEW ENROLLMENT [ NOTICE OF CHANGE REFER TO INSTRUCTIONS FOR ASSISTANCE IN CG?ﬁPLﬁTING

IF YOU ARE DECLINING HEALTH COVERAGE, complete SECTION 2 and SECTION § only
SECTHON 1 - ENROLLMENT EVENTS

ADD: [ Employes/Enrolliee [ Dependent {E1 New hire [1 Rehire [ Reinstate date; )

Event: [linitial enrollment 1 Open enroliment period [ Marriage L1 Birth [ Adoption/suit for adoption
£ Court order (see instructions) [ Loss of eligibility for other health coverage (Complete SECTION 6) — Explain:
{3 Other - Explain:

Indicate Event Date: Coverage applied for: [ Health ~43-Bertai—{fesmtife—-enend
Month / Day / Year Er-ShertFemrDieabtib-SFor—Hone-Ferm-Disability-tHB)

CANCEL: [ Emplovee/Enroliee 1 Dependent List name(s) and SS#UID(s) in SECTION 4

Event; i1 Divorce 3 Termination of employment ] Death {21 Child reaching limiting age

{11 Gther ~ Explain;
indicate Event Date:

Month / Day / Year e
SECTION 2 - TELL US ABOUT YOURSELF Complete even if declining coverage
Last Name First Name M {oph) Suffix Date of Birth SSHUID
[ Change
Month / Day / Year ‘
Matling Address — Sireet - Apt # City State ZIP
{3 Change

E-Mail Address {opt) [ Change [ Male [l Female Busingss Phone# [ Change Home Phone#  [L1 Change

Name of Employer Date of Hire/ Rehire Payroll # Do you usually work at least 30 hours a
week for this employer?
Month / Day / Year 1 Yes Ll No
Employment status: I Active Employee [71 Retired Employee ~ Date of retirement; [J COBRA Continuation
L1 Continuation of Group Coverage (insured plans, only) [-1 Dependent Continuation of Group Coverage (insured plans, only)
SECTION 3 — SELECT YOUR COVERAGE AND NETWORK PREFERENCE
Health {select one}): CiChange 1| am not applying for health coverage Coverage {select one):
’ [ Change

{1 PPO Managed Health Care E-BluckdastGh = 3pitaHndematiy—darga-trou -

# } ] BEueEdge HSA %eémre—%t—& [} Employee Only
“E-Refiree-Medieal-Stpplementfeei-furded-plans-onkd- [ Employee/Spouse
+-Retiree-Drug-sopplomont—

AOCoRsHR PN PR [ Employee/Child{ren)
!Z:l PPO ConsumerChmce Plan (smali group, only) E1 Family
PPO Network (select one):
¥ plap #, i{ipoun: HSA = H3S0 ; Pro=ma12 [ BlueChoice® Network
entatselectone): 3 Change [ 1 am not applying for dental coverage Cover, &
— Change
1 Traditional
3 PPO (self-funded plans, only) g §$§;§§ZZ§SKJ%

[1E mloyae/Chtié(ren)

Plan #, if KNOWN. """

1 ZCom)‘“T“t%s?ﬁyﬂFyeasarM{amy for HMO coverage:
Primary language:
Do you have a disability affecting ¥

e

* A Division of Health Care Service Corporation, a Mutual Legal Resarve Company, an Independent Licensee of the Blue Cross and Blue Shielkd Association

Fort Dearborn Life Insurance Company, a Member of the Preferred Financial Group

EE/CHG4 0207 Page 1 of 4 45707.0607







