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MEDICAL COVERAGE For Administration Use Only
. FIRST PRIORITY LY L1BlueCare PPO
I BlueCare® Traditional {3 BlueCare QHD PPO

{7) BlueCare Comprehensive  {J BlueCare EPO

(1 DAVIS VISION vision products are offered by HM Life Insurance Company,t
' E ““’[ El H{)!H] Y IH Li {1 BlueCare HMO agnvinistered by Davis Vistor, Inc.  This is not a Blue Cross product.
A

L.l BlueCare HMO Plus™ 71 UNITED CONCORDIA DENTAL Dental products are offered by United

“Signature required on the Stafement of Understanding of Financial Responsibility on back. Concordia Life and Health insurance.¥  This s not a Blue Cross product.

:&ﬁ‘;ﬁi;ﬁfﬁ?ﬁé&lﬁf o Pennsylvain L1 BlueCare Senior (} Enrolling in an HSA

EMPLOYMENT TYPE COBRA QUALIFYING EVENT/TERMINATION REASON {1 COBRA event date

(1 New {1 Rehire L Divorceflegat separation [ Death of covered employee BEGIN DATE (MM/DD/YY)
Date rehired (MM/DD/YY) LI Voluntary termination of coverage [ Dependent child reached limiting age J | [/‘ l l” ‘ l
J ]/L[ J/l ] } (3 involuntary termination of coverage 3 Layoff

---------------- Gross misconduct?  [1Yes [INo [ Disability leave expired E’}!_‘?_EATE (MM’DD” M
L] Retiree {3 Reduction of hours 1 Non-disability leave of absence expired [ l/[ /IT l

(1 Open enroliment/qualifying life avent

REASON If you are making a change, please check the appropriate hox and complete “Section 1. Applicant Information.” If the

change refers to a dependent, please complete “Section 2. Dependent Information” and the Supplementat Information for DATE OF EVENT (MMDD/YY)

Dependent Enroliment form, if applicable, } ‘ ]/l I/' I ‘
(1 Changes to coverage [ fReinstatement [} Delete dependent/spouse L
{1 New enrollment (] Add dependent ] New address
Tl Group transfer [ Add spouse [ Other (Specify): 1 [ [ ] I { | [ l [ ! ‘ E | i I | E l | |

GENDER MARITAL STATUS SOCIAL SECURITY NUMBER DATE OF BIRTH (MM/DDIYY)  DAYTIME PHONE

[[::a M 1F || [ Single | }__ 1.._ l F / ‘/ ]m H \ l
""""""""""""""""""""""" [-1 Married

7 Divorced If you are enrolling in BlueCare HMO or BlueCare HMO Plus, you must select a PCR. 1 Current Patient
égﬁgg\y}zgﬁ {7 Separated PCP or NPI (office #) PRIMARY CARE PHYSICIAN LOCATION/CITY
e oo |FWowed T T T [T LI LT
LAST NAME [1MR. [JMRS. (O MISS [ MS. FIRST NAME Ml
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STATE  ZIP COUNTY COUNTRY PRIMARY LANGUAGE
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EMAIL ADDRESS
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DIFFERENT MAILING ADDRESS? Yes [INo If “Yes,” all communications will be mailed to this address.
STREET NUMBER STREET NAME CItyY
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STATE ZIP COUNTY COUNTRY
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f Vislon products are offered by HM Life nsurance Gompany, administered by Davis Vision Inc. Davis Vision is an independant company and nat affilialed with Blue Cross of Northeastern 03-B0044 11410
Pennsyivania or its kcensed afffates, )

+ peatal producis are offored by Unitod Concordia Life and Health Insurance, an independent company and nol affifated with Blue Cross of Norheaster Pennsyvania of its fcensed alfifiales. © Blue Cross of Notheaslem Penasyivania. 2010,
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tf you are enrolling In BlueCare HMO or BlusCare HMO Plus, you must select a PCPR, 'l Current Patient

GENDER DATE OF BIRTH {MM/DDAYY ) PCP or NPI (office #) PRIMARY CARE PHYSICIAN LOCATION/CITY
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SOCIAL SECURITY NUMBER LAST NAME FIRST NAME M
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If you are enroliing in BlueCare HMO or BlueCare HMO Pius, you must seiect a PCP, 1 Current Patient

GENDER DATE OF BIRTH (MM/DDAYY) PCP or NPI (office #) PRIMARY CARE PHYSICIAN LOCATION/CITY
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SOCIAL SECURITY NUMBER LAST NAME FIRST NAME M
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If you are enroliing in BlueGare HMO or BiueCare HMO Plus, you must select a PGP, 1 Current Patient

GENDER DATE OF BIRTH (MM/DR/YY) PCP or NP (office #) PRIMARY CARE PHYSICIAN LOCATION/CITY
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If you answer “Yes” to any of these questions, you must complete and return the Supplemental Information for Dependent Enroliment form with this application.

is the address for any dependents different from Do any dependents have other group health _
your residence address? {1Yes [ No insurance/Medicare? DYes INo
Do any dependents have a custodial parent who is Are any listed dependents over the dependent age and

responsiblte for their care? [OYes [INo continuing as full-time students? M Yes DNo
Do you have other health insurance that will be in Are any listed dependents on this application disabled? OYes DNo
effect af the same time as this coverage? (1Yes {INo

Are you covered by Medicare? [ Yes [ No H"ESRD,” date of dialysis (MM/D/YY)

If yes, reason for Medicare coverage (check ali that apply): Tl Age Cl Disability £ ESRD { l 1 / i l ] / ‘ I i
Do you have Medicare Part A? {1 Yes [l No  Da you have Medicare Part B? [J Yes [ Na
MEDICARE/MIC # If “Yes,” effective (MM/DD/YY) If “Yes," effective (MM/DDYY}
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Provide a copy of your Medicare card with this application.

highest leve! of benefits. | also understand that if { directly access care from a provider in the BlugCard network, my oub-of-pockel expenses may be significantly higher than if | receive care from a
provider withi the FPH netwark and | will be responsible for the applicable deductible and coinsurance. § understand that my plan does not provide coverage for benefits received from a non-participaing
provider without prior approval from FPH. | understand that if | directly access cara from a non-participating provider, | will be sofely respensible for all cosls incurred.

Applicant Signature

§ hereby apply for enrollment as checied hereon, made available to me through the groups with which 1 am affiiiated. I understand that If this application is accepted, you will pravide me wilh an
identification carc and group literature indicafing the benefits and conditions of enollmant. | asknowledge thai | will be hound by the terms and conditions of the group condract. t am authorized bymy
dependents, fisted above, to envoll them in a Blue Cross of Northeastern Pennsylvania/Highmark Blie Shieldf First Priority Health®fFirst Priority Life insurance Company® health care plan. | authsize
the Social Security Administration fo furnish Blue Cross of Northeastern PennsylvaniafHighmark Blue Shield/First Prority Health, First Priority 1ife insurance Co. medical or any ofher informaion
acquired by it under Tile XVIil of the Social Security Act (Medicare) to the extent necassary to process any claim under ry agreement. If enrolled in a First Priority Health product, 1 understandthat
treatment rendered by a provider in the Fiest Priority Health provider network wilf be paid at the highest level of banefits, | also understand that if | directly acosss care froma provider in the BlueCard
network, my out-of-pocket expenses may be significanily higher than if | receive care from & provider within the First Priority Hesith network and | will be responsible for the applicable deductiblsand
coinsurance. | understand that if | directly access care from a non-participating provider, § will be solely responsible for all costs incurred.

ir signatur

Any person who knowingly and with intent to defraud any insurance company or other person fiies an application for insurance or statement of claim containing any materialiy false informafie or
congeals for the purpose of misleading, information corcerning any fact material thereto commits a fraudulent insurance act, which is & orime and subjects such person o crimina! and civil penaliss.

Applicant Signature Date . .

Any persor who knowingly and with infent to defraud any insurance company or alher person files an application for insurance or slatement of claim containing any materially false information oron-
ceals for the purpose of misteading, informalion concerning any fact material thereto commits a fraudulent insurance acl, which is & crime and subjects such person to criminal and civil penalties,

Group Administrator Signature {applies to afl changes) Date . .




