Employee Enroliment / Change Form

(For Selt-insured Groups Only)
{PLEASE USE BALL POINT PEN)

[ New Enrollee [C] Re-hira [J Coverage Change
Date of Hire Date Date
GROUP NO.: SECTION NO.: LEVEL OF BENEFITS: []Sirgle [ Famiy EMPLOYMENT STATUS:
[ Active [T Retirad (] COBRA
CHANGES:  [71Add Dependents due fo: [ New Name [J Othes =
ClMartage [1Bith [ Adopton CNewAddress DATE OF EVENT COV. CR CHANGE EFF. DATE
[ Drop Dependents Sue To: (O Change to Medicare Elig. ke M0, e DAY =———YR. ={ [= MO, ——— DAYwme YA,
CIDiorce {)Death {JCther [ Chango Coverage | ] |
iast Name First Mama M irutia) E-mai Address
g Street Address City State Zip Phone No.
g |
E Empleyes Date of Bith Sex Employeo Sodal Secusity Number Marital Stalus: Date Married !
E 0. DAY YA, W CIF CSngle DOuaried [ Widowed MO DAY YA,
z M 3 Divorced [ Legal Separation
(28 Employer or Group Name Ozate of Hire-Full Tima Job Title
i YR,
- |
MEDICARE | Are you covered by Medicare? [ YES [JNO If YES, Medicare No. Effective Data: {1 Hemodialysis
INFORMATION | Is your spouse covered by Medicare? [ YES [TINO  [f YES, Madicare No. Effective Dale; {5 Hemodialysis
DO YOU OR ANY OF YOUR DEPENDENTS HAVE ANY OTHER HEALTH OR DENTAL COVERAGE? [~ YES ~INO  IF YES, COMPLETE THE SECTION BELOW,
OTHER NAME OF POLICY HOLDER | NAME AND ADDRESS OF OTHER INSURANCE COMPANY | POLICY NUMBER |EFFECTIVE DATE| COVERAGE TYPES |WORK STATUS | POLICY TYRE
INSURANCE Wi Conal 4y | (soge
INFORMATION | HouplOsty CVissol Cpgg | DFamy
I " Praserpton Org
Vadeal © Dol Oactw Dsnga
’ f HJ‘CWWDVNH‘H ) Rwtad CFamby
mmmo-,
What date dd ycur mast recent health insurance prozram become ellectiva (check bax if na priaricurrent coverage)? ! __ — Mo covarage
What date did'vall Iris health inzurance program lemminate {ched bow il no priodcumrent coveragel? /.
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e LAST NAME

"g" RELATIONSHIP BIATHDATE | SEX {ONLY IF DIFFERENT} FIRST NAME SOC, SEC. NO. OVER AGE DEPENDENT STATUS
4 Spouse s B

E PG W F  FTme Stadert | LvAb Feallh, [ Dsebird
E_} [1Stepekdd [ Crher! | | Medcaro Elig.: "] Hematiahss 1] Disabiity
8 (jChid [0 Adepied W F FiTume Stucers Ly Ab Heallh [} Disabled
Wl [ Stecenid (3 Omer | | Vedears Eig; [ Hemadiahyss [ Disabiity
ol 00 [ Adoptad W F TIFiTrma Stygent ) LwAb Health () Drsabled
f=f [ Steochid |1Ctor! | | Nedcare Elg; [ Hemodiates [ Disablisy
il CICud [ Adepted M oF = FiTime Stugent ) Lwab Healh ] Disabled
% [ Stepchid [ Other! I l Medicara E83; ) Hemodialyss [0 Disablity
‘0

1. Legal Jocumentation {court decree, quardianship papers, etc.) must be attached to this application if refalionship Is marked other,

PINK-Group



| hereby requast enroliment in the coverage indicated ¢n this enrollment fomm.

1 autherize; (1) payrof deduclion{s) and remittance of any required contnbution for my coverage to tha spansor of my group health plan; (2) release of information, without Emitation,
from any medicabmedically-related tacifity, prior health carrier, the Madical Information Bureau {MIB), govemment agency or person 1o Medical Midual Services (Medical
Mutual): (a) to avaluata this enrolimant form; (b) to adjudicata claims submitted on behalf of me or my dependents; (c) for utikzatlon review programs to monitor health sarvices
ar quality improvemani activifles; and/or {d) for credentialing pumposes. | authorize Medical Mutual and/or tha spenser of my group health plan to provide a photocopy of this
release 1o any physician or medical instifulion to obtain records for the purposes statad above, This aulhorization will ba valid for a period of two and one-hall yaars for the
purpasa of collecting infarmation regarding this anrliment form.

My dependents and ) understand and agrea that any information obtained wil nol be refeased by Medical Mutual and/or sponsor of my group health plan to any person or organi
zalion, except to reinsuring companies. the MIB, or ciher persons er organizations parfoming health care cporations of business or legal senvices in connection with any enrck
ment form, claim, or as may be olhervisa |awiully raquired, or as we may further authorize. It a Consumer Reporting Agency Is used, | {wa) may requas! lo ba intorviewed in
cannection wilh the preparation of the report. Onca personal and health information is disclosed pursuant to this authorization, it may be re-disclosed by the recipient, and Ike
information may not be protected by federal and state privacy requiterents. A copy of this authorization raquest is available to me or my legal representative upon written
request. A photograghic copy of this autharization shall be as valid ag the original. This aulhorizatton shall be valid for a perted of two and one-halt years. | have the right lo
revoke this autharizatien at any tima. My revocation must be in wiiting, Tha revacation will nat apply to infermation thal has already been released in response 1o this authoriza-
tion. The ravocation may adversely attect my enrofment or & daim,

| understand and ackrowledge that this authasization extends to alt medical records, including records that may contain information regarding treatment for physical and mental
Iiness, alcoholdrug abuse and/or HIV = AIDS tas! results or dlagnosis, | expressly consent o tha retease of such information,

It enrolling in either a health maintanance organization (HMO} or pofnt ¢! service (POS) plan, | understand ihat; {1) Enrollea access is restricted to network health care
providers; (2} | am raquired o have a netwark physiclan provido or arrange lor alt medical services (excapt matemity or [ife-threatening emergencies) to receive any benefils, in the
case of an HMO plan, or the highest level of benelts, in the case of a POS plan; and (3) | will racelve a Iist of plan physicians and plan faciitles upon enrolimant and/or raquest.
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| have read afl of the statements conlained In this enrcliment form and declaro by signing this enroliment form that | am a0 active, eligible, compensated, full-time employes or
member of the group and that the information | have provided is true and complete fo the best of my knosedge,

SIGHATURE

Emgloyes Signature Date
DA = ==
COMPLETE THE WAIVER SECTION BELOW ONLY if you do not want any coverage or wani to waive same of the coverage oplions.

A, Waived coverages: | da not wani (Check all that apply)
[ Selt: {1 Heahh [ Drug (C] Dental [7] Vision through Medical Mutuat®
[ ] Dapendant [l Heatth [F Drug (] Dental {1 Vision through Medical Mutual for the foliowing spouse and/or dependeni(s) orly

4 2 3 4 5

Fleasa indicala reason lor waiving coverage:

[7] Mo coverage
[0 Employse/dependent has existing coverage. Insurance company name:

B. Torms and Declarations;

I understand that | | chack any box .n Quastion A of this Waiver, | am choasing nol to hava those persons covered under the health coverage dasignaled, and any later
request for enrcliment and accaplance wilt ba sublact to all undenyriting requitoments,

It you are declining enrollment for yoursell or your dependents (including your spouse) because of other insuranca covarage, you may be able to enroll
yourselt or your dependants i Ihis plan if- {1) you or your dependents lose efigibilty for that other coverage or reach the plar's i'etime benefit maxmum; or {2) lhe
employer stops ccntributing towards you or your dependents' cihar covarage. Howaver, you must request enrcliment within 31 days alter the applicable event ocours l
{athes coverage ends, lifetime maxmum is mat, or employer's contribution ends), f you or your dependent either becoma eligible for premium assistanco, or lose cligibikly
lcr covernge under the State Chidran’s Health insurance Program {SCHIP}, you will also be atie to enroll in this plan. However you musi requast enralirent within 60
tays after such an evenl. n addilien, if you have a new dapendant as a result of marnage, birth, adoption or placement for adoption, you wil be able to enroll yourssti and
your depandents, provided thal you request enroliment within 3t days afler the mamage, binh_adoption or placement for adaption,

Current Empiayer:

| have read and understand the above lams; J

Piint Employsa Name

Piint Spause Name:

Employee Signature: Dala:
e Py S T e T e — T T
WARNING: If you or your family members are covered by more than one healthcare plan, you may not be able to collect benelits
from both plans. Each plan may require you to follow its rules or use specific doctors and hospitals, and it may be impossible to
comply with both plans at the same time. Befare you enroll in this plan, read all of the rules very carefully and compare them
with the rules of any other plan that covers you or your family.




