Excellus ‘@Y

P.Q. Box 22999, Rochestar, NY 14632
A nonprofit Independent licensee of the BlueCross BluaShield Association

Instructlons on Iastae AII Dates = mm/dc/

Group #

Loy BeOO e

Employer Name

Please use blue orAbIack ink, pnnt one character per box

Subgroup #

Classtt

Association/Chamber Name (if applicable)

Group Administrator Signature/Date

X

pental Group#| || L I I I ] subgroup#]

" Subscriber Status:
D Active |:| Retired |:| COBRA |:| Cancelled

Please indicate reason for COBRA:

D Left Employ/Retirement D Death of Spouse

l:l DivorcefLegal Separation I:l Dependent Reached Max Age

l:l Loss of Student Status D Other

SimplyBlue
GROUP ENROLLMENT FORM

PLEASE PRINT CLEARLY

Effective Date COBRA Effective Date

EEEEEEEEEEEER
Hire/Rehire Date Refired Effective Date
Ly (e

Was the employee subject to a waiting pericd before enrolling in your employer health plan? |:| No

tart date: I:“:“:":”:ID and end dafe I:”—_—“:]E":”___I

1f yes, what was th

Copay Options

choose 1 Copay

$500 Single / $1,500 Famlly out of
network deductible applies

[ 510 PCP/520 Spacialist (LA}

I §15 PCP/$25 Specialist (LB)

[ $25 PCP/$40 Specialist (LC)

[ $30 PCP/$50 Specialist (L1)

[ $40 PCP/360 Spacialist (L2)

[ $40 PCP/S60 Specialist (LE)
$2,000 Single / $6,0C0 Family out of
network deductible applies

[ $30 PCPI$50 Specialist (LD)
£3,000 Single / 9,000 Family out of
network deductible applies

HDHP Options

cheose 1 Daductible

[ $1,300 Single / $2,600 Farily

[ 20% Coinsurance (LH)

[ 0% Coinsurance {LF}

1,800 Single / $3,600 Family {LI}
2,600 Single / $5,200 Family

[C1 20% Colnsurance (LJ}

[ 0% Coinsurance (LG)
55,500 Single/ $11 UUD Fami

oo
o« 10

0

Copay & Deductible Optian

choose 1 Deductible and 1 Copay

[ 5250 Single / $750 Family
[ $10 PCP/S20 Specialist {LL}
[ 515 PCP/525 Specialist (LM)
[ 525 PCP/S40 Specialist {LN)
(73 530 PCP/S50 Specialist (LO)
[T $40 PCP/SBO Specialist (LP)

[ $500 Single / $1500 Family
[ 510 PCP/%20 Specialist (L&)
[ $15 PCP/$25 Speclalist (LR}
[ $25 PCP/$40 Specialist {LS)
[ $30 PCP/$50 Specialist (LT)
‘3 540 PCP/S60 Speciatist (LU)

[ 51,000 Single 7 $3,000 Family
[ $10 PCP/$20 Specialist (L)
[ $15 PCP/$25 Specialist (LW)
[ $25 PCP/&40 Specialist (U9
[T $30 PCR/$50 Spegialist (LY)

- [0 540 PCP/$60 Specialist (L2)

Yes

capplicable’plan

[ 52,600 Single  $6,000 Family
[T $10 PCPi520 Specialist (M1)
[ $15 PCPI25 Specialist (M2)
[ $25 PCPI540 Specialist (M3)
T $30 PCP/S50 Specialist (L3)
[ $40 PCP/$B0 Specialist (L4)
[ 52,000 Single / $5,000 Family
with $300 per day inpalient copay
O $30 PCPS50 Spacialist (M4)
[ $40 PCP/SE0 Specialist (L9)
[ 52,500 Singte / 57,500 Family
] $30 PCP/SE0 Specialist (L5)
[7] $40 PCP/S80 Specialist (L6}
[ $3,000 Single / $8,000 Family
1 $30 PCP/550 Specialist (L7)
[ $40 PCP/SE0 Specialist (LB}

Please check coverage type and eersen(s) to be covered
[ Medical [ single [ sub & spouse[ ] sub & dependent(s) [ family
[ Dental [ single [ sub & spouse[] sub & dependent(s) [_] family

Dental
Q Dental Blue Classic (DI} Q Dental Blue Options (DJ)

| D New H|re

D Retlrement

D Open Enrollment . Address/Phone Number|:| Last Name
[ | Medicare Eligible / Please indicate reason for Medicare eligibily:
D Add Dependent / Please indicate reason for addlng dependent:

'“Subscnbers Last Name )

' Subscriber's First Name

|:| Loss of Coverage

[ Jagess+ [ |pisaviity
|:| Newborn |:| Marriage
D Adoptionmlj Domestic Partner

D Remove Dependent |:| Change in Student Status
[:l End Stage Renal Disease

[:l Loss of Coverage

i
e
Ennthilknasnas

DDDDDDDDDDDDDHJJ]DDDDDDDDDDDDDD

Middle Initial Title

E-mail Address

[ OO OO OO e oo

Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group

FAP-100E (6/09)



Mailing Address Apt or Suite

DDDDDDDDDDDEDDDDDDEDDDDDDDD

CHECO OO0 BoCrrn
ENE A Enan s En S e e

Date of Birth Gender Social Security Number -

O e e OO0
Marital Status: |:| Single |:| Married D Legally Separated |:| Divorcedf Marital Status Event Date DDDDDD

Medicare Number (if applicable) Part A Effective Date Part B Effective Date

N A I I

1 Medicare eligile due o ESRD please check type of dialysis: | __| Seff administered | _| Faciitated Date started HEERENR

ou ever been a member of Excellus BlueCross BlueShield? [ ] Yes [} No

Have you, your spouse or any enrolled dependent had other coverage within the last 63 days? Health? DNo |:|Yes ! Dental? |:| No I:l Yes
If answering "Yes”, are you keeping the additional health and/or dental coverage? Health? I:I No D Yes /Dental? D No [:' Yes

Who did the other plan cover? |:| Self I:' Spouse I:l Children
Other insurance carrier name;

Other insurance name of policyholder;
Policy |D Number: Effective Date Termination Date

iDDDDDDDDDDWM, DDDDDD DDDDDD

: 1 -wi cant ngonpaged). -
Subscriber D Medical |:| Dental / Reason ‘ Date DDDD
Dependent (list each dependent in section 7 |:| Medlcal |:| Dental / Reason Date DDDD_'J

‘ Spouse/Domestic Partner Last Name ' B " SpouselDomestlc Partner Ftrst Name

5
Date of Birth D Male Social Secunty Number Are you enrolling as a Domestic Partner?
LTI Ceemae I UICH ] D ves[wo
Medicare Number (if applicable) Part A Effective Date Part B Effective Date
[HEE DDDDDD IR EEEEE
Dependents Last Name _Dependent's First Name M.L
L O OO OO OO OO OO O
| [ Male Date of Birth Social Security Number s your over-age dependent handicapped? D Yes
I: Female | " “ " " ||:| DDD-DD—DDDD (See last page for additional information) |:| No
Is Dependent a full time student? No Yes |If yes, please indicate collegefuniversity name:
College/University Name Expected Graduation Date  Credit hours

L o

ggx.,..,\m BT T N P TS o B R T

Any person who knowmg[y and W|th mtent fo defraud any msurance company or other person files an apphcatro
statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed $5,000 and
the stated V?Luebof tll('le claim for each such violation. | have thoroughly read, understand and agree to comply with the terms of the
Release on the bac

Subscriber Signature ' Date

FAP-100E {6/09) Return Criginal to Excellus BlueCross BlueShield, at above address — Copy: Employer Group



Excellus

P.Q. Box 22399, Rochester, NY 14692
Ananprofit independent licensee of the BlueCross BlueShield Association

Instructions on Iast AII Dates = mmlddl iy _ PLEASE PRINT CLEARLY

SimplyBlue
GROUP ENROLLMENT FORM

Dépendeﬁs Lést Name De endent's F]rst Name MMMMM
DDDDDDDDWITDI_H—IDDD DDDDDDDDDDDDD D

Male Date of Birth Social Security Number s your over-age dependent handicapped? |:| Yes
I:I Female DDDDDD DDD-DD-DDDD {See last page for additional information) l:l No
Is Dependent a full ime student? No Yes If yes, please indicate college/university name:
College/University Name _ Expected Graduation Date ~ Credit hours

I

Dependent’s Last Name Dependent's First Name
OO OO OO0 OO0 D

Male Date of Birth Social Security Number Is your over-age dependent handicapped? D Yes
E Female E“_”_"__”_”_f _ Dl:”:l-l || |-|:|| " ||:| (See last page for additional infarmation) |:| No

. |s Dependent a full time student? D No |:| Yes [fyes, please indicate collegefuniversity name:

College/University Name Expected Graduation Date  Credit hours
DDDDDD ]
Dependent's Last Name Dependent’s First Name
T
Male Date of Birth Sacial Security Number Is your over-age dependent handicapped? D Yes

D Female D[”:“:“:“:' DDD-DD-DDDD {See last page for additional information) |:| No

Is Dependent a full time student? No Yes If yes, please indicate collegefuniversity name:

College/University Name Expected Graduation Date  Credit hours
ENEEEEEE
Dependent's Last Name Dependent's First Name
L O O OO D
Male  Date of Birth . Social Security Number s your over-age dependent handicapped? D Yes

D Female l:“:”:“:”:”:l DDD DD DDDD {See [ast page for additional information) |:| No

Is Dependent a fult time student? I:l No Yes [f yes, please indicate college/university name:

College/University Name - Expected Graduation Date  Credit hours
IO 0]
Dependent’s Last Name Dependent's First Name
| DDDDDDDDDDDDDDDD EEEREEEEEEE . EI
Male Date of Birth Social Security Number Is your over-age dependent handicapped? D Yes

I:I Female DDDDDD |:”—_—”___| |__"_’ Dl_"_“j (See last page for additional information) |:| No

Is Dependent a full fime student? D No D Yes I yes, please indicate college/university name:
College/University Name Expected Graduation Date  Credit hours

LIy e

FAP-100E (6/09) Relurn Qriginal to Excellus BlueCross BiueShield, at above address — Copy: Employer Group




