FORT DEARBORN LIFE BlueCross BlueShield
ety
@ INSURANCE COMPANY ' of THinois
®, - . A

APPLICATION AND POLICY GHANGE _ PLEASE PRINT — USE BLACK OR BLUE BALLPOINT PEN ONLY — PRESS HARD.
@ ENROLLEE: | New Enrollment: [ Timely (G Special O Late Open Enrollment: O3 New Member [ Plan Change [JAdd Dependents
(2) EFFECTIVEDATE: __/_ / _ l Group Number: Section Number: l ldentification Number:

@ COBRA / Mlinois Continuation Section | Employee Status: [ Active Employee 3 COBRA Continuation 2 IL Continuation (1 Refiree, retirement date___ /__ {

O COBRA: StartDate [/ [ Projected EndDate __ /[ O IL Continuation Privifege: StartDate  / [  ProjectedEndDate /7 [

Previously covered with group as:
1. Employee (termination of employmant, redustion in hours, other)} T3 3. Dependent (reach age limit, married, no longer fudl-time student, other.)

O 2. Spouse (divorcg fram employee, death of employee, other.) 3 4. Spouse and Dependents {divorce from employee, death of employee, other.)
(2) GOVERAGE APPLIED FOR: Check all that apply.** | (5) CHANGES TO EXISTING MEMBERSHIP: Check all that apply.
After checking coverage applied for or making changes to existing membership, complete Group Number, Section Number, Social Security Number and Name.
Medical ADD CANCEL CANCEL
O Tracktional CIBlusChoice Select ocro CHANGES DEPENDENTS DEPENDENTS {Check all that apply)
OIPPQ [T BlueEdge Select HSA [CPO Value Choice ]
CIHMO Hinois [ intgrated wih BCSLVendor [ Presoription Drugs | DA/ ./ Date: 7/ Date: / / Date: _/ /
[ BleAdvaniage HMD O ton-integrated [ Vision 0 HMO Medicaf Group/IPA ] OO Marriage A Marriage O Terminate Coverage
CIBlueEdge HSA EIBiueEdge Select HGA OHearing O PCP and/or WPHCP 1 Newbom 1 Divorce O Waive Covera e**
[ imegrated with BCBSIL Vencor 1 BlueDetision PPO 01 Medicarg L7 Name O Adoption/Placement O Age Limit g
- OIPPO Vaiue Choice Supplement [0 Addrass O Legal Guardianship O Other: O Leave/ LﬂYO_ﬁ
[C1BlusEdge HCA [m] Tei_ephune [ Other: {1 Out of Service Area Move
O Reinstate O Other:
Dental O From PPO fo !-_IMO
[ Individuaf / Employee [1 Employee & Spouse 01 Employee & Chitd(ren) £ Faretily g :zmm EmgltfogTHMD NDTE:
Enter Dental Group number if different than Medical Group policy number, O F:gm BA HMO to HMO! Only list dependents ta be added or
[ Dental Group #: . dropped in the Family Coverage
) 0 Medicar Coverage Information Section (7).
[ BlueCare Dental PPO O FDL Beneficiary
£ BlueCare Dental HMO (Select your dental offics in settion 6 and 7 when apphicable) *After checking the appropriate A, Availability B. PCP moved office
Fort Dearborn Life Group #: physician change, circle reason: C. Location . PGP added to Network
Previous BC (INinois) or HMO Membership: 1 PCP £. Dissatisfied with PCP F. PGP office/facility undesirahle
Group #: Section #: " {7 WPHCP G. Staff H. Other
dentification # : 1 not electing coverage, please rear and sign Section @

(6) EMPLOYEE INFORMATION: | Company Name:

Last Name; First Name: Mid. Initial
|~ Street Adgress: ApLNO.: Chy: T Zip:
Date of Birth: f 1 AreYou Eligible for Family Coverage: O o OYes  Health Coverage Elected: 01 Wndividual/Employee I Employee & Spouse [1 Employee & Child{ren) (3 Family
Gender: 0 Male [JFemale E-Mail Address: .
Employee Social Security Number: — — Employce Identification Numbser (if known):
Telephone No.:  Bus.: { ) Home: { ) - Date of Hire: ! !
Dept. No.: Pa_yrnli Locatton: Employee Glock No.:
1§ HMO: Medical Group/iPA#: ___ _ Medical Group/IPA Name:
PP PCP Name: WPHCP Medical GroupiPA#: _
WPHCP Medical Group Name: WPHCP (Physiclamy#: ___ .~ WPHGCP (Physician) Name:
If GPO/CPO Value Choice: Network # CO: If BlzeGare Dentai HWO: Office 1D&:
Employment Siatus: [ Actively at Work 3 Retired IF retired, refirement date: 2 GOBRA/IL Gontinuation
Are you covered under your employer’s health care plan and also covered by Medicare? U Ho  [1Yes  If Yes, the section below must be completed:
HIC #: MEDIGARE B: ESRD DIALYSIS: DISABILITY:
MEDIGARE A: Start Date: / ! Start Date: / / Start Date: / /
Start Date: ! ! ] End Date: / ! End Date: / ! End Date: / /
(7) FAMILY COVERAGE INFORMATION: | List Ali Eligible Dependents.
(@A) SPOUSE: Dateofsith: ___ /[ Last Name (Ordy If Different)
First Name: : . Social Security Number: — —_
IFHMO: Medical Group/IPA#: ____ _ Medical GroupAPA Name: WPHCP Medical Group/IPA#:
ecP#__ PCP Narne: WPHCE Medical Greup Name:
WPHCP (Physiciarm #: WPHCP (Physician) Name: If BlueCare Dental HMO: Office ID&:
Is this dependent covered under your employer's health care plan and also covered by Medicare? CINa  [1Yes If Yes, the section below must be completed:
HIC #: MED:CARE B: ESRD DIALYSIS: DISABILITY:
MEDICARE A: Start Date: / / Start Date: / ! Start Date: ! !
Start Date: ! / End Date: / / End Date: ! ! End Date: / /
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' FORT DEARBORN LIFE ' . B BlaeCross BlueShield
INSURANCE COMPANY iy} of IMlinois
“ - ® )

EMPLOYEE AND DEPENDENT INFORMATION: Company Name: | Group #:

Employee Last Name: Employee First Nams: Mid. Initial

(D FAMILY COVERAGE INFORMATION: | List All Eligible Dependents.

(1) {B) OSON O DAUGHTER: DateofBirth: ___/ _ /  LasName (Only I Different)
First Name: Social Security Number: — —_
IF HMOD: Medicad Group/PA#: _ _  _ Medical Group/IPA Name:
pcPg___ PCP Name: WPHCP Medical Group/PA#: ___ ____ WPHCP Medical Group Name:
WPHCP (Physiclam) #: ______ WPHCP (Physician) Name: [f BlueGare Dental HMO: Office ID&:
Is this dependent covered under your emplayer’s health care plan and also covered by Medicare? CINo [ Yes If Yes, the section below must be completed:
HIC #: MEDECARE B: ESRD DIALYSIS: DISABILITY:
MEDICARE A: Start Date: f / Start Date: ! f Start Date: / /
Start Date: / / End Date: I ! End Date: ! / End Date: / /
COOSON OO DAUGHTER: DateofBirth: ____ / [ Last Name (Oniy If Different):
First Name: Sccial Security Number: — —
IF BMD: Medical Group/IPA S Medical Group/TPA Name:
P PCP Name: WPHCP Medical Group/IPA#: _ WPHCP Medical Group Name:
WPHCP (Physicianm)#: ____ WPHGP (Physician) Name: If BlueCare Dental HMO: Office ID4:
Is this dependent covered under your employer’s health care pian and also covered by Medicare? [I1No [1Yes lf Yes, the section below must be complefed:
HIC #: MEDGICARE B: ESRD DIALYSIS: DISABILITY:
MEDICARE A: Start Date: ! / Start Date: ! ! Start Date: ! /
Start Date: / / End Date: / / Erd Date: ! ! End Date: / /
[iSON (3 DAUGHTER: DateofBit: /7 Last Name (Only If Differant):
First Name: ) Social Security Number; —_ —
IFHMO: Medical Group/IPA#: _ ___ Medical Group/IPA Name:
pcP¥ PCP Name: WPHCP Medical Group/PA#: ___ _ _ WPHGP Medical Group Name:
WPHCP (Physiciarm ®: WPHCP {Physician) Name: If BlueCGare Dentat HMO: Office ID#:
Is this dependent covered under your employer’s health care plan and also covered by Medicare? CINe O Yes If Yes, the section below must be completed:
HIC #: MEDICARE B: _ESRD DIALYSIS: DISABILITY:
MEDICARE A; Start Date: { / Start Date: 1) ! Start Date: / /
Start Date: / ! End Date: ! ! End Date: ! / End Date: / !
OTHER INSURANCE INFORMATION: |
[f you or any of your family members have OTHER GRCLUP COVERAGE, CHECK ali that apply. [ Health: Policy #: O Dental: Poficy #:
O3 Prescription Drug Coverage:  Policy #: O Vision: Policy #: 1 Hearing: Palicy #:
If Yes: Is the other insurance; O Single Coverage O Farnily Goverage .
EMPLOYED BY: Insured’s Name: DateofBirth: /7  /
Insurance Company Name: Address:
City: State: Zip: Telephone Number:
(3 FORT DEARBORN LIFE: |
Employee Joh Title: Class Type:
Basic Salary: $ OHourly O Weekly £}Semi-Menthly [JMonthly [JAnmnually
Check Coverage Applied For:  Term Life/AD&D: ONo OYes $ Dependent Life: C1No OYes$ Weekly Income: CINo [Yes§
Supplemental Life: T No OYes § Long Term Disability: - ONo TIYes$ O Volurtary AD&D: $ 1 Single {71 Family
Permanent Life Insurance: CINo CYes$ I Yes: [OAutomatic Premium Loan of  [JReplaces An Existing Policy
BENEFICIARY: Note: If more than one Beneficiary, interest will be equal unless otherwise indicated.
Last Name: . First Name: Relationship:

FAPPLY FOR COVERAGE AS INDIGATED ABOVE, for which | am or may become eligible under the agreement with Health Care Service Corporation (providing hospital and medical, dental coverage and health maintenance
coverage), andfor Fort Dearkorn Life Instrance Company (providing the life and disability insurance) {the Company). | have read the above statements and represent they are true and complele to the best of my krowledge.
| authorize my employer/greup to deduct from my pay and remét any required contribution: for the cost of said coverage. This authorizatior is to remain in effect until the Company is notified by me in writing to the contrary.
| understand that the benefils listed in the Certificata{s) will be avaitabls subject to the Terms and Concitiens thersof effective as fsted in the Cerlificate(s) of Coverage.

Date Signed: / / Signature of Applicant;

@ If you are declining enrolimen? for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future bg able o entoll yourself or your dependants in this plan, provided
that you request enrollment within 31 days after your other coverage ends. In addition, if you have 2 new dependent as a resutt of manriage, birth, adoption, or placement for adoption, you may be able to enroll yoursa!f and
your dependents, provided that you reguest enrcliment wilhin 33 days after the marriage, birth, adoptior, or placesment for adoption.

1 DO NOT WISH TO ENROLL a this time and understand that the oppertunity to enroll at any future fime will B2 subject to such arrangements as may be made with the Company.
Notenrolling for: £ Myself O My spouse 1 My spouse and dependents O My dependents O Myself, my spouse and my dependents

Date Signed: i ! Signature of Applicant:
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