PPO ENROLLMENT FORM
CUSTOMER SERVICE

Please complete this application In full, inciuding your signature. ui Heal th Nete
PHONE NUMBER . ] ) .
Use blue or biack ink only and be sure all copies are printed legibly.
Toil-free: 1-888-747-7823

ENROLILEE tast Name: First Name: M. 2| Soclal Security Number:
INFORMATION | l I | | E I |
(piease print cleary)
COMPLETE Streat: City: Stata: 2iP Code:
HOME
ADDRESS
Home Phone: Business Phone:
O 8ingle D Marled 0O Widowed £J Separated 1 Divorced O Other, { ) ( )
8 &) w) A [(8)] ()]
EMPLOYMENT | Check box if you are aclively employed O Linton Affillation: Average Number of Hours Worked Per Weel:
INFORMATION
Check box H you are retired 0 23 Under 20 Hours 3 20-24 Hours O 25-29 Hours O 30+ Hours
OTHER HEALTH | Wil you be covered by anather health i yes_ list name and address of other carmler; Spouse's Soclal Security Numbaer:
COVERAGE plan when PHS ICT caverage stans?
INFORMATION S Yes 4 No
I your spouse employad? I yes_ list employer's name and adddress: Spouse's Daytime Phone Number:
O Yes [ No
MO DAY YR
Spouse's Date of Birth: / /
Will your spouse be covered by another Il yes, list name and address of other carrier: Poticy/Gontract #:
health pian when PHS ICT coverage starts?
£l Yes (2 No
Will your dependents be covered by another] i yes, #ist name and address of other carrier: Pollcy/Contract
heallh pfan when PHS |ICT coveraga stanis?
£} Yes Tl No
MEDICARE Are you covered by Medicare? Medicare #: Effective Dates: Part A Part B
INFORMATION
{1 Yes 2 No
Is your spouse covered by Medicare? Medicara #: Effective Dates: Part A Fant B
1 Yes {3 No
Are ather dependents covered by Namne(s): Effective Dates: Part A Part 8
dedicare?
 Yes 0 No Megicare #:
STUDENT # dependent children listed are age 19 or older, | ¥ yes, Hist first name of child and school # no, is the dependen!
INFORMATION do they attend school on a fuli-lime basis? child disablad?
3 Yes 0 Na 0 Yes £ No

List yourself and any elfigible dependents 1o be covered Attach extra sheet if necessary

Sex:| Date of Binh
Last Name First Name MLl Sociat Security # M/E | MO DAY YR
Self
Please attach a copy
Spouse of the ceriificate of
Chilg credible coverage,
if any, for each
Child
person listed.
Child

Any person who knowingly and with intent {o defraud any insurance company or other person files an application for Insurance or stalement of clalm contalning any materally
fale Information, or concéals for the pumpose of misleading formation concerning any fact materal thereto, commits a fraychulent insurance act, which is a crime, and shall
also be subject ta a divil penaity,

AGREEMENT (please sign and date}: | understand the PHS Insurance of Connecticul, Inc_ (PHS ICY) benefits and coverage as summartzed in the PHS ICT plan materals
and that these benefits aré administered strictly as specified in the PHS ICT pian documents,

| authorize any physiclan, hospital, insurer or other organization or person having any recorgs of information concerning the health and treatment (including psychiatric,
substance abuse, and confidentiat HIV related information} of me and m¥ family member(s} to furnish such records as may be requested b?r PHS ICT, or s authorized
reprasentative for purposes relating to coverage. A photocopy or digital imaga of this authodzation shalt be considered as valid as the original This authosdzation shall
renaw upen any subssguent renewal of coverage under this policy

| certify that all dependents listed above are eligible for coverage under the terms of the PFHS ICT plan docurments. | agree 1o notify PHS ICT and my employer within 31
days when such eligibifity ceases. | understand thal PHS ICT s nol flable to provide coverage to ineligible dependents.

1f 1 am required to contribute, | authorlze my employer ta deduct from my wage the amount required for the coverage selected. | cerlify that all the information above is
carrect to the best of my knowledge.

Signature Date

HEALTH INFORMATION # acknowledne thal heaith cite providers may disciose heallh information abou! me o m{ﬁependenl; including information regarding substance ebuse or mental/femationa! conditions, to Health Net. The plans
usa and disclose this infarmalion far pumeses of Irestemd, payment and health plan eparations, including bid not limited 10 wilizzlion management, qualily Improvement, disease or case managerment programs.

TOQ BE Name of emplayer or employing office: | Reason for Enroliment: MO DAY YR | Effective Date | Group #: Subgroup: | Plan
COMPLETED 3 New Hire Date of Hire: / / of Coverage: Cade:
BY EMPLOYER 03 COBARA Enroliment

18 meonths [ 36 months Dale of Elig:
0 Qpen Enrolimant 13 Other,

Gompany Sianature, Datn
PHS Insurance of Connacyout, Inc, » One Far Mil Crassing, PO, Bax 904, Shelton, GT 06484-0944
FPON4-HHIPPA CT You must complets the PPG Pre-existing Cendition Quastionnalre on the reverse of this page.
Please send tha signed original af this form to your empioyer, and retain a copy for your records.




