1 ] Subscriber or Member Enroliment or Change — Employee MUST Complete in Full
pEL=W ndependence P
BV, Biue Cross New Change Life Event Change Other Change Terminate Contract
L4 L—J Open . |:] . l:] [:] COBRA .
Universa! Enroliment Enaiiment [ (] Address  Rehire [ Marriage Other Effective Date £ Terminated Employment
2:0mPlan o N :fe E:fm [] Last Dental ] [ Adda Dependent Effective Date of Coverage [ Full Time to Part Time
ew Hire
specify co-pay or KHPE Name Office (] petete a Dependent [ Deceased. Indicate date.
benefit option): | Non-Group | Primary Care QOffice Life Event Dale
PPO HMO POS RX Vision Dentat [ ]cmm | Employment Status
] Traditional] L1 Active [] Other. Please explain.
] Security 65 ] Retiree .
3 | Subscriber Information — Please complete this entire section, whether you are a new applicant or are making a change to an existing contract.
Sccial Security Number or ID Némber| Last Name First Name M.l [ Gender M/F| Date of Birth
Street Address Apartment or Suite City State ZIP Code
Tetephone Number including Area Code Coverage Information [:] Employee Only Primary Care Primary Care
. Office Number Office Name
Home L ggpfzy:: ::: g:;::ren E E:n;:!;)yee and Spouse Check if current patient.
POy Y Primary Dental Primary Dental
Work D Hi Office Number Office Name
? ate of Hire L. Check if current patient, Ul
4 | DependentInformation - Please provide all information for each person to be covered. Please attach additional sheets if required. _
Spouse Last Name First Name ML Gender Date of Birth Will other health
insurance be in | Dependent
effect? over 197
N y - " if yes, see 5.
Social Security Number Primary Care Office Number Check if Primary Dental Office Number Check if R
Primary Care current current Yes [} F%ovuée
Office Name : : vertiicaton.
patient. patient. No [}
Child Last Name First Name M.l Gender Date of Birth
D j Yes [ | student []
Social Security Number Primary Care Office Number eck if Primary Dental Office Number heck | .
Primary Care g.?rrent ] cCu::::tlf No [ | oisatiea []
Office Name patient, patient,
Child Last Name First Name M.I Gender Date of Birth
D :l Yes D Student L__I
Social Security Number Primary Care Oifice Number ) Check if Primary Dental Office Number Check if No [ |bisabled [J
Primary Care current current
Office Name patient. patient.
Child Last Name First Name M. Gender Date of Birth
D Yes |:| Student D
Social Security Number Primary Care Office Number o Check if Primary Dental Office Number Check if Ne [ Disabled ||
mary Care current current
Office Name patient, patient,
6764 09/03



4A| Dependent Information — If you listed dependents, you MUST answer these questions.

ves [
Yes D

Do any dependents listed five at another address?

Is any dependent’s last name different from yours?

Nolj
NOD

i you answered yes to either question, please explain.

5 | Other Insurance [nformation

5A PIease list healt msurance mfonmation if you or any aependents isted i Section 4 have other Coverage.

["insurance Company
Name

Pclicy Holder

'SB e you ¥ ;
Name

Policy Number

Effective Date

Type of Benefits

: L

Medicare Number

No]

tfyos; pleaseyive Uetais:

Part A Effective Date

Part B Effective Date

Self

Spouse

Child

Chisd

Reason

Check alt that apply.
Age D
Disabiity [ ]
ESRD Il

[ | Group and Employer Information

Group
Name

Group Number

Account Number

Your Group Administrator MUST complete this section. Your application CANNOT be processed unless this section is complete.

PayrollWork
Locafion

Employer or Group Administrator Signature

Date

7 | Signature and Verification

and subjects su_ch person 1o criminal and civil penalties.

Biue Cross and Highmark Blue Shield. -

Association.

AR A

Employee Signature

Please read carefully and sign below. Your application CANNOT be processed without your signature. Any person who knowingly and with intent o defraud any insurance company or other person files an application for
insurance or statement of ctaim eontaining any materially talse information or conceals for the purpose of misteading, information conceming any fact materfal thereto commits a fraudulent insurance act, which is a crime

For PPO and CMM Members - By signing this application, | elect coverage under the plan specified on this form and for the persons listed here and agree to abide by the conditions of the agreement and to pay required
premiums for the selected plan. | authorize my licensed physician, medicat or medicafly refated faciity, insurance company or cther organization or institution that has any records conceming my health or the health ofany
covered family member to forward such information 1o Independencs Blue Cross and its affiliates, QCG Insurance Company, Highmark Blua Shield and ancillary service providers who are responsible for administrating certain
covered services, This application is subject to acceptance and to the walting periods, exclusions, and all other provisions contained in the agreement between my Employer, Association or Welfare board and Independence

For HMO and POS Members - | understand that the provision of services to me and my dependents as Members of Keystone Health Plan {*Keystone”) is govemed by the applicable Master Group Contract, which provides
that: 1) except for emergencies, all medical or dental care must be initiated at the primary care office or primary care dental office we have selected; and, 2) | and my dependents authorize any person or onganization providing
services to fumish Keystone, its affiliates and ancilary service providers who are responsible for administrating certain covered services with medical or dental records or other information conceming such services for pwrposes
incleding, but not limited to, Keystone quality and utilization review. § understand that if | choose a Point of Service Product, | will be subject to applicable deductible, coinsurance and other copayments for ali self referred
senvices, as specified in the contract. | further understand that | can change health plan coverage only at the time my smployer and Keystone specify. Keystone POS program Setf-Referred benefits may be underwiitten by QGCC

Insurance Company. Referred benefits underwritten or administered by Keystone Health Plan East and QCC Insurance Company and with Hishmark Blue Shield. Independent licansees of the Blue Cross and Blue Shield

Date

Subscriber's County of Residence




