Employee Change Form Application Anthem. &€

Anthem provides administrative claims payment services only, and does not assume any financial risk or obligation with respect
to claims.

Please complate this form ONLY when making changes {0 your existing coverage. if you are APPLYING for coverage or ADDING a dependent(s), complete the “Anthem
Enrollment Application” instead of this form. When completing section 2, be sure to include the date of he event causing fhe change(s). If you are canceling coverage for &
dependert, changing 2 PCP, or changing 2 name, please provide a reasan in the designated sections.
Comglete in ink and return o your emplayer, using exira sheets of paper if necessary.

NOTE: Some changes may be made by accessing www.anthem.com. Anthem’s Primary Care Physician {PCP)} lislings, for HMO/POS products can be obtained through
www.anthem.com,

ibgrow?

;| ‘Reques! Effective Date 1 | Applicant #/DepL:aame. 0
f !
] Heallh Effectiva Data® '+ | Dentah Effectiva Dale""~ | Vision Effeclive Data - -.= <PCR: | .con :
i / i / ! / []Yss EiYes [JNo i !
2.-Reasan for Changs ST A Type of CoveragefPlan s
Even! dale i Health Coverage - Dental Coverage i Vision Coverage
7] Address {_] Banefit changs {_JHMC* {not applicable to Ohio) TIPPO . [JIVisien
] Enraliment in Medicare [ Cance! dependant {]ppo POS* [] Blue Tradtional’ * L] Tradliona] i
{"] Cancel / Walving Coverage [_] PCP change [JEPO {Ohic only) i {Indiana and Ohio only} -
{see section B) ["] Name change : s
O Conversion [(lother ] Employee oy ; L] Employze only i [] Employee only
[]&mployee + spouse [] Employee + spouse  : [*] Employee + spouse
[C]Emplayes + child{ran) : [] Employes + child{ren} : [] Employes + child{ren)
[C]Family coverage ¢ [] Family coverage i [] Family caveraga
[CINo coverage i ] No coverage ¢ { ] No coverage
4 Emiployes Information ="Oniy complelé. Primiary. Gare Physician (PCR}formakion il énraling in:HMO 6 POS producls S
Last name Firsl name, M.I. Date of birlh ] Single
PR L Divorced
{1 Married
Home address Cily | Stale I Zip cude Gounty {KY residents inciude Municipality)
Hours worked pat week Anlhern PCP name and address"

| Anthem PCP 1D number* New patlenl?
Yes i hg

IF PCP 15 & change, please indicate lhe reason for the change.

“§5.-Family information Spoisse ahd dependents to be'chengsd/cancelied. {Aftach a saperaie shesl f necessary. ) Ony complele Frimaiy Gare Flysitian (PGP} information forHMO or POS prochicts. - - -

1 [ Change Lasl name Firsl name, M.L. T
[ Cancat
Gate of birth Sex Social Securily 7 Relatianship to employee Reason for change
P Cln - ; g Spouse [D] Daughter
LIF Son Other __
ts dependenl's address difierent than applicant’s address? {ves [} No (If Yes, provide fuli addrass}
Anthem PGP name and address® Anthem PCP 1D numbar* New patienl?
[Cves CONa
If PCP is a change, please Indicale He reason for the change.
2 [ Changa Last name First name, M.1.
[ Caneal
Date of birh Sex Social Security # Relationship to employee Reason for change
[ E M i N E Spouse % Daughler
F Son Cther
Is dependent's address different than applicant's address? FYes [ No {If Yes, provide full address)
Anthem PCP name and address* ) Anthem PCP ID number* New patient?
Yes [l #o
It PCP is a change, please indicate the reason for the change.
3 { i Change Last nams First name, M.L.
] cancet
Date of birth Sex Social Security # Relationship o employes Reasen for change
! ! g M . R Spouse €__g§ Daughtar
F Sor Olher
Is dapendent’s address different than applicant’s address? [ Yes L] No {if Yes, provide {ufl address)
Anthem PCP name end address* Anthem PCP ID numbsr* New palient?
Yes [J Ho

If PCP is & changs, please indicate the reasen for the change.

Signature required on the reverse side of this form,
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6::0ther: Health Coverage -, . Please:

heck one; - I YES [compiete bai)
On the day your coverage begins, bst family members, inc

fuding yaurseX, who will be cave

Provide name, phone number and address of the HMO or insurance company Palicyfcertificats number Efiective date
! f
Policylcertificals holder's name Social secunty number Dale of birh Refationship to applicant
— - ! !
I you andfor your dependents are enroled in Medicare or Medicaid, complete the followin.
Envollee’s name(s) MedicareiMedicaid 1D # Medicare Part A Medicare Part B ESRD onset date
effactive dale elfective data

! ! i ! I i

! / ! i ! !
Medcare Pat D D# Medcare Part D-Canier Medcare Part D effecive dale Medcare Part D fermn date

! l ! !

Reason for Medicare enlitiement;

[ Age [ Disabilty [] ESRD & Disabilly ] End Stage Renal Disease {(ESRD)

i Réii:llﬂ{éé‘é55igj'riiﬁr':ér’if‘T_éﬁi'1"5,-¥C&ﬁ&iﬁéhé'?aﬁd_réﬁuiﬁ&éﬁéﬁs”ftaféfnlly 'befdi'é'ﬁéﬁiiib?Rlez'l's"e'fié\'l‘féiﬁoifréébpfnéitioﬁffﬁﬁﬁm. ; SREREE
1. Imay not assign any paymest under my Anthem Siue Cross and Blue Shisid adminisiered t acknowledge (hat | have read the Skanficant Terms, Condiiens and Asthorizabions, and | aceept such

benefit plan. provisions as & condition of envoliment in the benefit plan. [ represent that the answars given to all
. . _— } guestions on this application are tue and acturate Io the bast of my knowledge and | understand they
2 i::gﬁgf:hﬁcﬁi :zr dgmzzfﬁ::s;zdmsaw for Ihe reqired payment for the ara baing refied on by Anthem in sccepling Lhis apptication. | understand that zny misstalements of failure
' ’ to repart new medical information prict fo my effective date may resut in a materal change lo benefit

3. lam applying for the benefit seiecled on this applcation. If | select 3 coverage, o rales, Any malerial misrepresentation ar significant omission found in s application may result in denial
combination of coverages, nat available to me andior a class for which | am nol efigible, 1 of bensfils or restission of eancellation of my banefits.
egree Lhat my seleclion(s) is hereby autematically amended to be consisient with the
employer's application. Kentucky: Any parson who knawingly and with intent to defraud any insurance company, heahls

4 | understand ihal, bo the extent parmitted by law, Anthem reserves tha right 1o sccept or mainlenance orgatiization, set-insured plan, or alher person, fes an applcation for insurance ar ather
deciine this applicalion and that no Aight whatsoever Is crealed by this appkcation. | also form cf heailh care coverage contairing any malerialy false informalion o conceals, for the purpase of
understand that this coverage, ¥ appraved, may exclude coverage for pre-existing condfions. ~ misteading, infommation concerning eny fact matesial thereto eommils a fraudulent insurante acl, which Is

acrime.

5. Fam respansile o timely notify my emplayer of any ehangs that would make me or any

dependent inedgible for banefils, 1 give this awtharization for and on behaff of any eligible depandents and mysed if covered by the Plan. |

6. By sigring this appEcalion, | agree and consent to the recording andior manitoring of any am acting as their agent and representalive.
telaphong convarsation between Anthem and myself.
Applicant Signalure . Date

 for employe

Check all that apply.  Waiving:  [_] Mealth

Name of person waving Already pmlecied by coversge of
[ Spouse [J Parent ] None

Emplayer name Canier: ] Anthem (give cedlificale/policy #) {1 Qther carrier {give name, ID %

Check all that apply.  Waiving: [ I Heabh I Denmal {J Vision L[] Al

Name of person waiving Already pridecled by coverage of
[ spouse [T Parent [ None

Employer nama Carier. [] Anthem (give cerfiicaieipolicy 3 11 Olher carmier (gve nama, 1D B

Check all that apply.  Waiving:  [J Heath [ Dental [l Vision LAl

Name of person waiving Already prolected by coverage of
(I Spouse [ Parent [ None

Emplayer name Canier: [ Anthem (giva cerificale/poficy # [ Other carsier (give name, ID &

Check all that apply.  Waiving: [ Health [ Dental [ Vision [ Ak

Name of parson waiving Already protecled by coverage of
1 spouse (3 Parent [ None

Emplayes name Camier: [] Anthem (give certiicateipaficy #) [ Other carer (give rame, 1D #

Check alithat apply. Waiving. [JHeath [JDental [IVison L] AN

Neme of person walving Already protecied by coverage of
O spose O3 Parent [ None

Employes name Canier. (] Anthem (give cestfficalelpolicy #) [ Other tarsier (give name, 1D %}

I certify thal ! hiave been given an apporiunity to 2pply for 12 emplayer's haalih benefls plan, and after careful consideration, have decided nol to take advanlage of this ffer. I the event | wish

ta apply for such bensfils hereafier, | may do so, subject 1o estzhlished procedures.

¥ l'am decining enrcliment for myself or my dependents {including my spouse} because of cther heakh insurance coverage, [ may in the future be sble to enrel myself or my dependents in this plan,
providzd that enroliment is requested within 3 days afier ather coveragz ends. My dependent(s) ot Emay e subject to pre-axisting condition restrictions or waiting periods spedified in the group

benefit bocklet, i 3 dependent o | are fate envolless. In addition, ¥ | have a dependent as & result of mariage, binh, edaplion or piacement for adopBion, | may be able to envoll mysell 2nd my dezpendents
provided that | requiest enrofiment within 31 days after the marage, birth, doption or placement of adoplion.

Applicant signature Dale

inh;liam.'Anux:mElmCrmmdBhJeSHeHisthel:adenarredf\nﬂmnﬁmamtumsarﬁes.irnlnkenwmthemﬁmCmssameeShieldisﬁahzdammannﬂanealﬁPhrsd e
hDrﬂ:NﬂmmBMQmarcha&hbbhhMemmdwmmﬂymlepany.Meperﬂeﬁixmesﬂﬁa&ﬁle&msa:dﬁhe%bh%lhn@ﬁegislmﬂnn'}esﬁhec:msmlﬁhesrie Association.
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