Employee Change Form Application

Anthem provides administrative claims payment services only,

to claims.

Piease complete this form ONLY when making changes %o your existi
Enroliment Application” Instead of this form. When

dependent, changing a PCP, or changing a name, please provide a reason in the designated sections.
Compiete in ink and retum to your employer, using extra sheets of paper
NOTE: Some changes may be made by accessing www.anthem.com
wwi.anthem.com.

if

Anthem. &%

and does not assume any financial risk or obligation with respect

ng coverage. if you are APPLYING for coverage or ADDING a dependent(s), complete the “Anthem

completing section 2, be sure ko indlude the date of the event causing the change(s). If you are cancelling coverage for a

.A:mem'spﬁmary)' Care Physician (PGP} fistings, for HMO/POS products can be obtained through

17 HMG" fnot appiicabie I Ohig)
orro bt [)JPOS' [ Bus Tradifona®
1 EPO {Ohio only)

Last name
Home address ]Cﬁy IS!aleIZIPcode Coundy (iKY residents include Munic ]
Hours worked per week IN\ﬂ'lemPana'neardaddress'

|Anﬂ|emPCPlDl!.nTber'

New patient?
COlves COINo

I PCP i a change, pleass indicate the reason for the change.

[ Cancel
Date of bath Sex Social Security # Relafionship o Reason for change
O . . [ Spouse B hier
0 |oF O~ Hons
Is dependent’s address different than applicant's address? BYes Dhe {if Yes, provide ull address)
Anthem PCP name and address* : Anthem PCP ID number* New patient?
OYes ONe
tf PCP is a change, please indicate the reason for the changs.
2 L1 Change Last name First name, M.L
O Gancel
Data of birth Sex Social Security ¥ Ralafionship o Reason for change
s . . [} Spouse ﬁ hter
A i [ [ Sor D%____
ks dependent’s eddress different than applicant's address? OYes [OMe {If Yes, provide ful address)
Anthem PGP name and address® Arthem PCP ID number* New paent?
OYes OONo
If PGP is a change, please indicate the reason for the change.
3 ] Change Last name First name, ML
) Gancel
Date of birth Sex Social Security & Helafonslipbeﬁbyee Reason for change
M - . [ Spouse hte
b EF [ Son Dé).?i‘g' i
Is dependent's address diflerent than applicant's address? DOlYes [IMe _  {ii Yes, provide ful address)
Anthem PCP name and aridress* Anthem PCP D pumber* rllje\:,paﬁelnﬁ?'m
(=3

W PGP Is a change, pleass indicate the reason for the change:

A-78 1/03

Signature required on the reverse side of this form.

CHANGE.ASG



Provide name, phone number and address of the HMO or insurance comparny Poficyfcertificate number Effeciive date
/ !
Policy/certificate holder's name Social Sectirity rumber Dae of birth Retationship to appicant
- - I !
{you and / or your dependents are enrolled In Medicare Part A or Medicaid, the following.
Enroles’s name(s) Medicare/Medicaid 1D # Medicare Padl A Medicare Part B ESRD onset data
effective date effective date

/ ! ! ! i /

/ { ! ! ! I
Reason for Medicars entitement:

[ Age {7 Disabifty ] ESRD & Disabity [ End Stage Renal Dissasa (ESRD)

* lacknowlodgo that | have read the Sinicant Tems, Condions and Authrizations, and | aceaptsuch
provisions as a condition of enroliment in the bonefit plar. | represent that the answers given to 2l

A L. mmmﬂbmﬁnﬁmnmmmmmmdmyhmﬂedgemlwﬂam

2 lauthorize deduction from my wagesipension, if necessary for the requirad payment for the benefit nbdulﬂﬂﬂmbyﬁ#mﬁmﬂhgﬁkqﬂmﬁmlmmﬂdwm:w

1. Imay not assign any payment under my Artham Blue Cruss and Biue Shiold achiristored bengfi,
plan.

for which {, or any dependents have appéied. Fallure o report new medical Information priof to my effective date may resuttin a material change to
3. |am gpplying for the beneft sclecied on this appication. If | seloct a coverage, of combination of  benefitrates. Ay material mésroprasentalion or significant oméssion found in this appication may result
coverages, not avallable to me and / or a ckiss for which | am not elgile, | agres that my in danial of bonefits o rescission or cancellaton of my )

salaction(s) Is heroby automaticalty amended to be consisient with the employer’s application. Mwmmw“mMmmwmm'm
4. | undarstand tha, o the extant permitod by kaw, Anthern resarves the right to accept or decine his  TEantenance organization, seffsured plan, or ther person, les an application for nsurance or other
dcation and that no right what is croated by this appication. | aiso Undorstand that this mdemmWMmmMmum.h’ﬂawmd

i 1, meay axchudo for pre-existing conditions, mmmmeMMawmnm
5. f““iwiml"’ﬁﬁ“"“"ﬁy""“"""’““”"d”""’mmmm“wd“““"' 1 v thés authorization fo and on bebalfof any ebgila dspendents and myselfif covered by the Plan. |
am acting as their agent and represastative.

6. By signing this apphication, J agres and consent to the recording and / or monitoring of any
telephone conversation between Anthem and myself.

Applicant Signature ) Dato

Chetkalthat apply.  Waiving:

Name of person wanving Arready proteciad by coverage of:
1 Spouse [ Paret [T hone

Employer name Canmlor: L] Anthem (gfve cerficalorpolicy #) 1 Other camer {give name, 10 %)

Checkallthatapply.  Wahving: [ 1Health LJDenil LJVion [1AI

Name of person waiving Alrsady protected by coverage of:
1 Spouss J Parent [ None

Employer name Carier: [] Anthem (give certifcata/policy #) L] Other carmier (give niame, ID7)

Checkaithafapply. Wanving: LI Heath LJDental LIVision LIAI

Name of person wanving Already protacied by coverage of:
L1 Spouss [ Parent ] None

Employer name Carrier: ] Antherm {give certificate/policy #) Other carier (give name, 1D #)

Checkal it apply. Waiing: LHealh LJDentdd 1) Von LIAI

Narne of person waiving Already protectad by coverage of:
O Spouse ] Parent [ None

Empioyer name Carrier: [T Anthem (give cerficatefpoicy ) L Other carmier (give name, 1D 8)

Checkalltalapply.  Waving: LIReath (1 Dertal L JVeon LTAI

Nama of person waiving Already protecied by coverage of:
1 Spouse [ Parent T None

Employer hame Cartier: [T Arthem (give certiicate/poficy #) L] Other camier {give niame, I0'9)

Immw&mlhmmmmmmbmwmwsmmmmmmmmhavededdadmthﬂtammofﬁsaﬁar.hmeeventlwish

10 apply for such benefts hereafter, | may do so, sublect o establishad
Hlmmmmmem(mmmw)mmmmmmlmayhmeﬁmmbeahlebanrollmyseﬂormydapendaismmmn,
provided that enmiliment is requested within 31 ihysaﬂm'wnarmvarageelmwmﬂs)wlmmaﬂwmmeﬁsﬁmwﬁmnmwmmmmmmem
bamﬁtbooldat,Hadeperﬂamorlamhisemﬂe&tlnaﬁh'n,Hlmadeper:bliasamaﬂufmﬁme,birm,ahpﬁmorplmemﬁbradopﬁmlmbeabbbenmllnwseﬂandmydepamms
provided thiat | request enroliment within 31 days afer the marriage, birth, adopfion or placement of adoption.

. L

hhﬁrxﬂm&n&maﬂﬂa&hﬂkhhﬁmdmmmmhw Blue Cross and Blue Shietd ks he frade name of Anhem &qu%m
hm:mmmmMMENMMdmmmm.mm e Buo Gross and Blue Shiskd Associalion. ®Regisiored marks ‘andl Bluo Shield Assockalion.

Y
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