1 [ Subscriber or Member Enrollment or Change — Employes MUST Complete in Full

=i ow Independen .
Er;lue cro:; New Change Life Event Change O Other Change Terminate Contract
W Open - ) COBRA ) ]
Universal Enrollment ] Enro%?nent 7] Address  Rehire [:[ D Mamage . D Other Effective Date [} Terminated Employment
Formpir — L] Lie Ew;nt [] Last Dental & [] Add a Dependent Effective Date of Coverage 1 Full Time to Part Time
“ ety E:po?séy? or |, Nﬁ",:;'f T Name - Office [ pelete a Dependent I ' [ ] Deceased. Indicate date.
henefit option): ﬂ Non-Group D Primary Care Office Life Event Date ‘ ‘ ‘ ! (—!
! 3
PPO HMO POS RX Vision Dental || CMM Employment Status =
W ] [ ] Traditional ] Active L ] other. Please explain.
i Security 85 [ Retiree

3 | Subscriber Information — Please complete this entire section, whether you ars a new applicant or are making a change to an existing contract.

Sociat Security Number or ID Number | Last Name First Name M. |Gender MF | Date of Birth
] o ; ]
| NPT
Street Address Apartment or Suite City State ZIP Code L
| | il HNIRRNE
| : [ i s
Telephone Nurnber including Area Code Coverage Information [:] Emptoyes Only Primary Care ! Primary Care
[T | (] Employeeand Child ~ [_] Employee and Spouse Office |.0. Number j Office Name - - - - - T
~Home L 1 [ Emplovee and Children [ Fami Check if current patient. L]
o vy Y Primary Dental Primary Dental
Work J— 1 ' Date of Hire ] Cffice |.0. Number Office Name ~ -+« —————
i : Check if current patiant. '__]
4 I Dependent Information — Pleasa provide all information for each. person to be covered. Please attach additional sheets if required.
Spouse l.ast Name First Name ML Gender Date ot Birth Wilt other health
insurance bein | Dependent
. ] ‘ D ‘ ‘ I | —[ effect? over 197
- - p - - if yes, see 5.
Social Sectrity Number Primary Care Office 1.D. Number Check if Primary Dental Office |.D. Number Chck if - .
l_ Primary Care cuTent curent [| Yes [] Provide
i Office Mame T ! varification.
: patient. patiert. Ne L
Child Last Name First Name M.l Gender - Date of Birth _
I i ' ’ ‘ D j ’ } ‘ ‘ Yes ’_—_| Student {J
Social Security Nujmber Primary Care Office 1.D. Number orians o Check if Primary Dentai Office 1.D. Number Check if No [ Disabled [’“]
( i J | | ‘ l 1 | off ry Lare aurrent ] current
i | i fiice Name __ e ptiGNt. patient.
Child Last Name First Name M.I Gender Date of Birth
| [T] 1 [ [ | Yoo T1 fouamm [
Social Security Number IPrimary Care Office 1.0, Number S Chack if Prirmary Derttal Office 1.D. Number , Checkif No [ Disabled __]
| [ ’ I ’ ‘ Off ary Larg current [ { beurrent [
ice Name N patient. i patient.
Chilkf Last Name First Nama M. Gender Date of Birth
| ! | IOy O O L | ves T3 fsnoen O
Social Security Number Primzary Care Cffice 1.D. Numb ; i j ; =
i ty Ti ry urmber Primary Care Check Primary Dental Office 1.0. Number Check if » No r_l Dissbled |—|
l off fxl : current ! current [
e Name — patient. i | patient
]l 6764 04/07



4A| Dependant Information ~ If you listed dependents, you MUST answer these questlons.

If you answered yes to sither question, please explain.
Do any dependents listed live at another address? ves [] No [}

s any dependent’s last name different from yours? Yes D No L]

5 | Other Insurance Information

54| Piease list health insurance information if you or any dependents listed in Sections 4 have other coverage.

Date

Insurance Company Policy Number J

Name

Policy Holder Type of Benefits Effective Date 1 I—-‘\|

5B| Are you or any of your dependents currently receiving Medicare Benefits? Yes D No E] If yes, please give details. Reason
j i B Effectiva Date
Name Medicare Number Part A Effective Date Part active Dal Check all that appl.

Self
Age D

Spouse
Disabiity ]

Child ESRD L]

ona | {

6 | Group and Employer Information

Your Group Administrator MUST complete this section. Your application CANNOT be processed unless this section is complete.

Group PayrollWork

Name Group Number Location

Account Number

Employer or Group Adrministrator Signature

7 | Signature and Verificatlon

insurance or statement of claim containing any materially false information or conceals for tha purpose of misleading, information concerming any fact mater
and subjacts such persan to criminal and civil penalties.

Far PPO and CMM Members - By signing this application, | elect coverage under the plan spacified on this form and for the persol
covered family member to forward such information to Independence Blus Cross and its affillates, QCC Insurance Cormpany, Highmark Blue Shiek! and ancillary service provi
covered servicas. This application is subject to acceptance and to the waiting periods, exclusions, and all other provisions contained in the agreement between my Employsr, Association or el
Blue Cross and Highmark Blua Shield.

For HMO and POS Members - | understand that the provision of services to me and my dependents as Members of Keystone Haalth Plan

sarvices to fumish Keystone, its affiiates and ancillary service providers who are responsible for administrating certain covered
incluging, but not limited to, Keystone quality and utilization review. | understand that if | choosa a Point of Service Product, | will be subject to applicable deductible, coinsurance a

Ploase read carefully and sign below. Your application CANNOT be processed without your signature, Any parsan who knowingly and with inent to defraud any insurance company or other person files an application for
al thereto commits a frauduient insurance act, which Is a crime

ns listad here and agree to abide by the conditions of the agreement ard to pay required

premiumns for the selected plan. | authorize my licensed physician, medical or medicalty related facilty, insurance company or other organization or institution that has any raocords conceming my health or the health of any
ders who are responsible for admhistrating certain

ltare board and independance

{“Kaystone” is governed by the applicable Master Group Contract, which provides

that: 1) except for emargencies, all medical or dentai care must be inltiated at the primary care office or pritnary care dental offica we have selectad; and, 2) | and my dependents autharize any person or organization providing
sarvices with medical or dental racords or other information conceming such services for purposes
nd other copaymants for all self referred

services, as specified in the contract, | further understand that | can change health plan coverage cnly at the time my employer and Keystons speciy. Keystone POS program Self-Refarred benetits may be undenaritten by QCC
Insuranoa Company. Referved benefits undarwritten or administered by Keystone Health Plan East and QCC Insurance Compasny and with Highmark Blue Shield, Independent licengess of the Blue Cross and Blua Shield

Agsociation.

Employee Signature

Date

PA36023

I Sosceas oyl e



