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ACoventry Health Care Plan

Enrollment/Change Form
Pennsylvania PPO/CCPPO

I Instruction Sheet I

Please detach this instruction sheet and place it beside your Enroliment/Change Form to assist you in the proper completion of the form. You must complete
Sections, A, B, C, & D completely when enrolling, adding, or deleting a dependent. After completing and signing the form, discard this sheet and return the
form to your employer. Your employer will then verify that all information given is correct and return the employee copy to you. Please keep the blue copy
for your records. If newly enrolling, your copy is to be used as your temporary 1.D. card until your membership card arrives.

FOLLOW STEPS 1 THROUGH 4:

Please provide all information requested. Be
sure to include your Social Security Number.
(If electing Coordinated Care PPO coverage
please be sure to indicate a primary care physi-
cian for yourself and all covered dependents.)

Be sure to complete each family member’s

o full name, sex, relationship to you, date of
birth, circle (S) if full time student or (D)
if physically disabled, and Social Security
Number. Please provide spouse’s name and
requested information. *If change only, list
only the dependent(s) that you are adding
or deleting. Dependents not listed will not
be covered.

Very Important. Fill in Section C
o completely to ensure efficient service.

Read the back of your enrollment form.

Sign and date the form before returning
it to your employer.
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ENROLLMENT/CHANGE FORM

IMPORTANT: ALL FIELDS ON THIS FORM MUST BE COMPLETED FOR TIMELY PROCESSING.

W EMPLOYEE INFORMATION (To Be Completed By Employee)

1 ELECT THE FOLLOWING PLAN FOR MYSELF AND MY DEPENDENTS: ] PPOM 1ce G arePPO/HealthAssurance(POS) 71 HealthAssurance Flex
LAST NAME FIRST NAME Ml M7 [GRTH DATE SOCIAL SLCURITY NO, 0 ..
W 4 i = - FTOHLD
ADDRESS FAAU. ADDRESS ¥ CAREFHSII & —7CP 1D | BUSIESS PHOVE NTARILEAEN
_ ( ) - [ HUSBARDWIFE
[ STATE  [21P CCOF, HCAEE PVONE DATE OF HIRE
( ) DACIVE [ RETIRED ] SEFARATED

=8 FAMILY MEMBERS TO BE COVERED OR DELETED _

Coordinated Care PPO Plan Only

ENESLE, OR DEIRTE

=3 RELATIONSHID STUDENT G | SGCEAL SECLURITY O | PRIVARY CARF. FIY SICIAN SITE CODETTT 1D

TIRTH DATL

_ FLLL NAME (LAST FIDST, MI) 7
DISARLER®
E D |o1 M/ F | Spouse bt -
E D |02 M/IF / / S/D - -
E D |03 ' MI/F 1 ! 5/D -.
E D 04 b M/F I 5/D - -
E D |05 M/F ! f $ID o -
E D |CS M/F / ¢ 5!/D =, =
OTHER INSURANCE “ Do you or your dependents have other ge? No \f Yes complete the foltowing:
List all family members with Medical Health Insurance in addition to HealthAssurance coverage.
POLICY _ BIRTH DATE ._ TMFLOTER I—_./E_C.,..nn COMPARY
J
LIST DEFENDENTS COVERED \_y I AT CONTRACT NOGRIUP ¥0. i
£ i 3
D3 yoy of yowr dependents have Medicare Coversge? Yes e NI Yes, phase cemples the following:
VAR _.:mn.n»nm T N PART A EFE. DATE. TART B EFF DATE
S
NAME. PART A EFF DATE TAKT 0 FFT. DATE

_ MEDITARE [0 0.

3N CONDITIONS OF ENROLLMENT

_WvammmZ._..E.;H)EumZﬂOWZb»dOch.wvrmmUOZ.H.mOWZ5.:~C.m>76OOZE.mﬁm.Hmmwmmx.»wowmm._.o._,_.mmnozgﬂozmOmmZﬁO_.erZHOZHEm
REVERSE SIDE OF THIS APPLICATION. :

Dawe 20

e S

EMPLOYER INFORMATION (To Be Completed By Employer)

GROUP NO

EFTECTIVE DATE

GROLP NAME
! /

_ EMFLOVER'S SIGNATURE DATE

ENROLL

[J OPEN ENROLLMENT

ONE

) OTHER

D REINSTATE
(rescon:
! O COBRA {gottifying event: ] ADDRESS CHANGE

CHANGE
O ADD DEPENDENMT [reason (or addiszon)

1 O DELETE DEPENDENT (reaton fior delerion)

[ CANCHEL COVERAGE (reser)
[INAME CHANGE
PREVIOLS NAME
(TO BE COMPLETED BY HEALTHASSURANCE)

) DIRECT PAY

)
_ DATE RECEIVED

*PLEASE ATTACH VERIFYVING DOCUMENTATICN WHEN ATDING CEMEREENTS.

Pgv. 10003 W-1008

SEE REVERSE SIDE FOR CONDITIONS OF ENROLLMENT.
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& HeacrnAssurance ENROLLMENT/CHANGE FORM

ACoventry Heolth Care Plagn
“\ IMPORTANT: ALL FIELDS ON THIS FORM MUST BE COMPLETED FOR TIMELY PROCESSING.
N EMPLOYEE INFORMATION (To Be Completed By Employee)

| ELECT THE FOLLOWING PLAN FOR MYSELF AND MY DEPENDENTS: [J PPO/HealthAssurance [] Coordinated Care PPO/HealthAssurance (POS) [ HealthAssurance Flex
LAST NAME FIRST NAME MI |M/F |BIRTH DATE SOCIAL SECURITY NO. COVERAGE TYPE MARITAL STATUS
/ / - - O SINGLE [ PARENT/CHILD [J SINGLE
ADDRESS E-MAIL ADDRESS ﬂﬂﬁuﬂxamwww:wun%ﬁmwmg # - PCP ID BUSINESS PHONE O FAMILY [0 PARENT/CHILDREN ] MARRIED (Date)
( ) - [J HUSBAND/WIFE [ DIVORCED (Date)
CITY STATE | ZIP CODE COUNTY HOME PHONE DATE OF HIRE O WIDOWED
( ) - O ACTIVE [ RETIRED [ SEPARATED
FAMILY MEMBERS TO BE COVERED OR DELETED Coordinated Care PPO Plan Only
ENROLL OR DELETE FULL NAME (LAST, FIRST, MD) SEX RELATIONSHIP BIRTH DATE WM%%%WMUW% SOCIAL SECURITY NO. PRIMARY CARE PHYSICIAN SITE CODE/PCP ID
E D 0l M/ F | Spouse / / - -
E D (02 M/F / / S/D - -
E D (03 M/F / / S/D - -
E D |04 M/F / / S/D - -
E D |05 M/E / / S/D - -
E D |06 M/F / / S/D - -
H OTHER INSURANCE Do you or your dependents have other coverage? No If Yes complete the following:
List all family members with Medical Health Insurance in addition to HealthAssurance coverage.
POLICY HOLDER BIRTH DATE EMPLOYER INSURANCE COMPANY
/ /
LIST DEPENDENTS COVERED EFF. DATE CONTRACT NO./GROUP NQO.
/ /
Do you or your dependents have Medicare Coverage? Yes No If Yes, please complete the following:
NAME MEDICARE ID NO. PART A EFF. DATE PART B EFF. DATE
NAME MEDICARE ID NO. PART A EFF. DATE PART B EFF. DATE
E CONDITIONS OF ENROLLMENT
I REPRESENT THAT ALL INFORMATION SUPPLIED ON THIS FORM IS TRUE AND COMPLETE. I HEREBY AGREE TO THE CONDITIONS OF ENROLLMENT ON THE
REVERSE SIDE OF THIS APPLICATION.
Employee’s Signature Date : 20
m EMPLOYER INFORMATION (To Be Completed By Employer)
GROUP NO. GROUP NAME EFFECTIVE DATE EMPLOYER'S SIGNATURE DATE
/ / ' / /
ENROLL CHANGE
[ OPEN ENROLLMENT 1 REINSTATE [J] ADD DEPENDENT (reason for addition) O CANCEL COVERAGE (reason)
[ NEW HIRE (reason: )} [JDELETE DEPENDENT (reason for deletion) 0 NAME CHANGE
(dateof hire: ) [ COBRA (qualifying event: [] ADDRESS CHANGE PREVIOUS NAME
1 OTHER ) (TO BE COMPLETED BY HEALTHASSURANCE)
[J DIRECT PAY DATE RECEIVED
“PLEASE ATTACH VERIFYING DOCUMENTATION WHEN ADDING DEPENDENTS. SEE REVERSE SIDE FOR CONDITIONS OF ENROLLMENT.

Rev. 10/03 W-100M HAS-034 ® HealthAmerica 2003

WHITE-HealthAssurance, PINK-Company, BLUE-Member (Please keep this as your temporary ID until you receive your ID cards.)



