“IGHMARK.

HEALTH INSURANCE COMPANY

An Independent Licensee of the Blue Cross and Blue Shield Association

Enroliment/Waiver Application

and Change Form

Complete this application in its entirety in blue or black ink.
: Do not use pencil or highlighter.

Product Name:

Check Type of Coverage MEDICAL
Employee Only ........... e

Two Person® .........coveunnd O s
Family .. ..ovvnrinnenaiannn a.......
Parent & Child ............... a.
Parent & Children . ............ a

VISION  DENTAL
....... a....4
e i ad a
I AR Q
! I p— Q
el a

*Employee and Spouse/Domestic Partner only

1. Employee/Applicant Information
Effective Date of Coverage Employer Name Group Number Reason for Application
/ / Q New Enrollee
Employee Name - First Middle Initial Last Phone Number U COBRA
( ) Start Date:
Street Address City County State Zip Code
End Date:
Marital Status Employment Status Date of Hire Hours worked per week =
. g . . o . QO Changes
(dSingle O Married [Widowed [ Divorced OActive O COBRA [ Disabled / / N 9
A Q Act4
Job Title Email Address (optional)
Q Qualifying Event
Il. Covered Dependent Enroliment/Change Information
Dependent Do you Check If Enroliment Changes
Relationship. . - - : . have other . Sex
Complete as First Name / Middle Initial / Last Name Social Security Number insurance? Birth Date e | Dis- | Student | Act Dependent Other Cancel/COBRA
applicable | Mo| Dy| ¥r abled | Over19 | 4 Changes Changes Reasons
Q J Name Change I Mew Adidress | W Docensed L Leh Employmant
O self Yes 1 No Q Change 1o Medicare Eligible O Involuntary Lay-Off
IfYES, complete Q Change Coverage Q Other Coverage
top of next page Q Other: Date of Above Event:
1 Spouse d ves U No U Marriage U Divorce U Name Change U New Address
d Dom. Part.* If YES, complete O Death O Change lo Medicare Eligible
top of next page O Change Coverage
- Q Giner: R Date of Above Event:
. O Birth QO Adoption | Name Change (1 New Address
8 (o] . U ves D No Q Dealh Q Change to Medicare Eligible
Other’ If YE?. co|mplete Q) Change Coverage
top of next page Q Other: Dale of Above Event; —.
3 chid 3 ves A No Q Birth Q Adoption |0 Name Change [ New Address
D Other* IYES, complete Q Death Q Change lo Medicare Eligible
; Q Change Coverage
| | J top of next page QO Olher: ___ Date of Above Event:
3 child 3 ves d No O Birth Q Adoplion |0 Name Change ] New Address
Q other* IfYES, complete 0 Death ( Change lo Medicare Eligible
' Qch C
top of next page U Ohair: . Date of Above Evant:

*If “domestic partner” or “other” applies, complete using one of the following codes: (02) Adopted Child, (05) Grandchild, (07) Nephew or Niece, (17) Stepson or Stepdaughter, (29) Domestic Partner.

Legal Documentation (Court Decree, Guardianship Papers, etc.) must be attached to this application if relationship is “Other.”

111. Waiver Information

COMPLETE THIS SECTION ONLY IF YOU WISH TO DECLINE COVERAGE OFFERED FOR YOU AND/OR FAMILY MEMBER(S)

For: O Medical [ Vision
| hereby decline coverage:
O For myself

1 For the following person(s):

O Dental

O For myself and ALL family members

| hereby certify that | have been given the opportunily to participate in the group insurance plan provided by my employer. If | and/or any of

my Eligible Dependents desire to apply for lhis insurance at a later date, | may be required to wait until my group's renewal or until a qualifying

event occurs before coverage will be offered.

[ For family members ONLY

Reason for declining coverage:

U Insured under own contract with: B
O Insured under spouse’s contract with the following insurance carrier:
O Do not have health coverage under any plan

[ Other

Employee Signature

Date

If you are declining enroliment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may

you request enroliment within 30 days after the marriage, birth, adoption or placement for adoption.

STOP HERE IF DECLINING COVERAGE

in the future be able to enroll yourself or your dependents in this plan, provided that you request enroliment within 30 days after your other
coverage ends, or not later than 60 days if the other plan coverage was through Medicaid or a state Children’s Health Insurance Program
(CHIP). in addition, as long as you are covered by the group's health insurance plan provided by your employer, if you have a new dependent
as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and your dependents, provided that
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