Enroliment Application =
Anthem Balanced Funding | Anthema

Please complete in black or blue ink for employee and all dependents enrolling with us and return to your émp]nyer, Uise extra sheets of paﬁer if necessary,
Please provide complete details to avoid delay, Please note that ac ans will be denied heaith coverage on an individual basis due to the answers provided below.
Allinformaticn given should apply te this employer.

Section 1: Type of coverage requested

OEmployee anly  [1Employee + spouse [ Employee + child(ren} [1Family [1No caverage ]
Plan name selected: PPO '
Reasan for applicatian
E1New enrollment Cladd  [.change Qualifying event— please complete date and reason.
COpen enroliment L] Cancel Eventdate:l . 1 1 L . HMM/DDAY)
LICOBRA Event: OMarriage  [Ibivorce  [IBirthofchild  {JAdoption [ Terminated employment
Date:| o | . | fMM/DAYY) 'l ather;
[ waive
Section 2: Group infermation
Graup nama Group no. Sebgroug no.
VANDERBURGH COUNTY W12948M001
froup streef addrass Cit Stale [ ZIP code Ful-time hirefrehire date
PIRW M L KING JR BLVD Y EVANSVILLE M| %% 08 e
H i [—
Emplayee status Hours working |Occupation Incame reported by
ElActive [lpisabled [ Retired per week Ow-z [Cigag
[lother: [Jother:
If nat actively at wark, reasan Projected raturn date
| ! Pl
Section 3: Enrollment infarmation
[Jsingle  ClMarried  [TIDivorced
. ) Cuerent
Social Security no, Date of hirth tobacco

Relationship Last name, First name, M.L. required Sex | Age {MM/DD/YY) Height{Weight| user | Disabled

LM ; | Clves | Clves
Employee CIF BN Elno | ClNe

Clim ; | Elves | Clves
Spouse CIF Col | Clo | Oio
Cl child LIm - | ClYes | DlYes
Clotaer. CIF Vo Cine | Cto
[l child LIm i ClYes | Cdes
{Jother: e i l |l CNe | CIne
Elehitd M | | ves | [C¥es
Clather: LIF Pl ! | OONa | ClNo
C child C1m ‘ Clves | [lves
Ol other: =3 ol ONe | ClNe

*Anthem is required by the Internat Revenue Service to colleet this information.

#athem e Crass ang Blus Shield is the lrade name of: n Colarado: Rocky Mountain Hospitat and Medical Service, Inc. MM produsts undzrwritien by MO Colerado, nc. I Cane ecticul: Anthem Health Plans, Inc. In Geergia; Blue Sross ard Bluz Shield Healthcare Plan of Genrgla. Inc.

In Indiana: Anthem Insurancg Campanies, Inc. ln¥entucky: Anthem Haalth Plans of Kentucky. Inc. lo Malna: Anthem Bealth Plans of Malng, inc. In Jissaur (excluding 30 cauntiss In Uie Kansas City aread: RghlCROICE® Managed Ezre, Inc. (RIT), Healthy Miance® Uife Insusance Company
{HALEG), and HME Misseurd, fn, RIT and certaln affiltates administar nonHM0 benefits ynderwritten hy HALC and KRG benefits anderrltien by HI40 Missaurd, Inc, RIT and certaln affillates only provida adminlstrative services for self-funded plans and da net underwrle beaefils. kit Navada:
Rocky Mouataln Hospital and Medisal Service, Ins. BMO preducts underiziiten by HMQ Calarade, lac., cha Hi0 Resada. 1a Naw Hampshite: Anthan Health Plans of Haw Hampshrire, Iz, HIO plass are administered hg]mthem Health Plans of tlaw Hampshire, inc. and urdaiwritten by Hatthew
Tharaton Health Pian, Inc. In Otde: Commurity {nsaincé Company. In Virginla: Aulhnm Heaim Plans of Virglma |ilG. Gades a3 Mlhem Blire Lrass and Bluz Stield in Virginla, and its servica area 13 alt of Virg/nka excent for the Gity of Falrfax, the Tawn of Vienna, and the area east of State

Route 123, InWisconsin: Blie Crass Bfue Shield of Wisconsin (BCBSW)], ity policles and undervirites the aut of natwork berefits In POS paficias offersd by Gompeare Health Services Insurance Coruration (Gompiera) o Wiscansin Callsborative
Insumcle Earporailan ONCICH. Sompearg undenwrites or adminsters HQ or PGS pu!mles. Wels underv.rtles or adm:nlslemwe 1 Priarity #140 or PAS pelictes. lndependent feensees of Lve Due Crass and Bue Shield Assocfatlon. Anthem s @ registered tradematk &f Anthem Insutance
Sompanlzs. Inc.
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Section 3; Enrollment information {continued)

Employee home street'address City State |ZIPcode | Gounty
Employee home phane Empioyee wark phane Employee email address
Dependent hame street adcrass - if diffarent from employee City State {ZIP cade

DBependent names

Section 4: Medical information

¥

Please read the Genetic Information Non-discrimination Act (GINAY informatian in section 10, prior to answering the helow quastions.

1. Do you or yeur dependents regularly take'medication? ... ... o o i i Clyes [ClNe
2. Has a physician told you o any af your dependents that surgety or special tests {excluding AIDS and HIV}

or treatment may be NBCessary INEIE UIUFET ... 0t ittt it e e e re s e e e e e vt e te s re e te s br e aneaarenneaien Olyves Clho
3. Arg you or any af your dependents currently PrBENANTZ L ... ..ttt e e Olyes [ClNo
If yes, naine; _ Duedate: | o 0 o b 1o [{MMADAYYY)

4, Inthe last five years have you or any of yaur dependents been diagnosed or treated for any of the following? [Yes [No  Check all that apply.

ClArthritis [ Digastiva/ O Infertlity/reproductive ] Muscular dystrophy
[1Back/neck diserder intestinal disorder organ disordar [ Nervous system disordar
[IBlood/bleeding disorder  [JHeart/circulatory disarder [ Kidney/afadder! [cerebral pailsy Tl Migrainas/cluster haadashes
£ Cancer/growth/tumor [ Anstirysim srinary disorder [IMuttiple sclerosis [ Parkinsen's
£ Congenital disease I High bisod pressura CH ver/pancraas diserder [Mseizuresfepilepsy [ Stroke
or birth defect I %oranary artery disease/ I Mental/nervous disorder {_TRaspiratory/lung disorder
("1 Biabetes/thyroid/ heart attack [ 1Depression CHAsthma
endacrine disorder CTImmung disarder {other than 1Y) [_1 Alcohol or subistance abuse [IBranchitis/COPD
Edtupus U Emghysema
[10ther condition;
Explain “Yes” answers to any question in section 3. Give complete details to avoid delay. Attach a separate sheet of paper if necessary.
(uest. Onset date Date(s) of
ao.  |Name of individual Diagnosis Treatment Medication (MM/DD/YY) treatment | Hospitalized | Surgary {Recovered
ol e b D WSSy Ik Ey ey e
Ll b s Oy O |Oy OsiOy Ox
Lol e L Oy O[Oy TOw 8y Ou
Lol bl L H Oy Oe Oy OOy Oe

Section §; Waiver of coverage — Must be completed if employee and/or dependents waive medical coverage.
NOTE: If waiving coverage, please complete this section. Section 8 must also be signed and dated,

Medical coverage declined for— Check all that apply: ClMyself  ClSpouse Tl Dependent(s)

Reason for declining coverage — Check all that apply:
[ Covered by spouse’s group coverage

O3 Enrolted in other insurance provided by my employer Cairier name:
Gairier name:

(i Enralfed in individual coverage ...................
[1Spouse caverad by emplayar’s group medical coverage
LI Medicare

Clother:

Carrier name:

10 no.:

i0 no.:

1D no.:

[ Na coverage

264




Section 8: Other health insurance information

. Qh the day your coverage begins, will you or a family mémber he covered by ather health insurance coverage and/or Medicare? -[] Yes CiNs

Family members covered by other health coverage

insurance company name o Policy na. Effective date (MM/DD/YYYY)
o
[ L
Insurance company street address City State ZIP coda Insurance company phase no,
. | Policy/certificate holder's name "+ |Saciai Security ro, Date of hirth (MM/DD/YYYY)  |Retzticrship to applicant
- j i !
IR I B AN I IR A
Family mambers cavered by Medicare ‘ Medicare |G no,
Part A effective date Part B effective dats Medicaze 2figility reason — Chack all that apply
bbb b |Oage Olvisability TIESRD—oOnsetdate:] L o L, o HMM/DDAYYYY)
Medicare Part B carrier Medicare Part D 18 po. Part B effective date Pari D termination date
| | ; |
LA LA N M [ S T S O

Saction 7: Over-age Dependent Affidavit

By inittaling below, I verify and attest that my dependant(s), age 26 and over, isfare unmarriad and financially or otherwise dependent on me due to mental
and/or physical disability; and therefore eligible for coverage under the palicy for which 1 am applying. 1 understand that i am responsitle for notifying
Anthrem within 31 days of any changes to the status of my dependent(s). | understand that coverage is dictated by the actual situation at the time services
-| are renderad, and If my dependent does not qualify as a dependent when services are provided, the charges for those services are not reimbursable by
Anthem and may become my sole responsihifity. | also understand that over-age dependent eligibility must be renewed each year as specified by the
certificate. | understand that Anthem reserves the right to request, at any time, proof of over-age dependency.

Initials:

dof4




