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Thank you for nhnusmg Empire. Please fill out all items in order for us to quickly and acnurately process your enrollment. Once you've completed this form, )

please sign in the.space provided in Section 7.

Applicant name (last, first, M.1.)

D New hlre (Pmaf af empmymenns necessary far appﬂcants in cnmpames W!fh Eﬂ or fewerempiu )yBes. Date of change ( MMDD(/Y{(Y) _.
Plaase submit NYS-48, payrall records or W-4 forms ta establish employment.) | l |' f Ll

L1 Open enrcllment
[1 Status change (fill in one box)

U Marriage [ Newhorn [ Adoption  [1Retirement
[ Medicare eligible (answer guestions helow)
Higibility criteria (fill in one box only) [JAge 65+ [ Disability (1 End stage renal disease
Active employee [T Yes [1No
Electing company coverage as primary coverage? L Yes [ No
Electing Medicare-related coverage as primary coverage? - LYes [ No

(If company size is under 20 employees and end stage renal disease does not apply, you must choase this option)

[ Part-time to Full-time
(] Mandatory Right of Hection — NYS (qualifi fed dependents must submit required Adult Dependent Election and Eligibility Form)

L] GOBRA/NYS Continuation of coverage Nature ufEDBRA/NYSeventl ( ‘ ! ’ [ l ‘ f ] [ ‘ l ‘ ’ l Ll
1 Other '

For all hoyes filled in below, please supply new information in Section 3.
[[] Name [] Address [1 Primary Care Physician (PCF) L1 Managed Dental Primary Care Dentist (PCD)
(HMO/Direct HMO/Direct POS/Empire POS plans only) - (If yaur company offers an Empire Dental plan)

Nnte If you are canceling your own coverage, please have your employer fill out an Employee Termination Form. For other cancellations, please fillin the
appropriate box below and entartha name in the Spouse/Dependent portion in Section 3,

SpousefDependent [1 Death [ Divorce [ bependent no longer eligible Date of event (MMDDYYYY)

(1 other

2 B£NEHTSSEL£ETIDN 4 S e ) :
Medical Insurance® (fill in one baxan!y} [ D]rEEt HMO ' Large group only

Small group only

1 HMO ) CIEp0 [CIPPO L1 Value EPO
[ Empire Total Blue™ Choice (HSA) T1DPOS [ DSPOS [ Empire POS
[] Empire Prism® EPQ L1 Empire Total Blue™ Choice (HRA) [ Fmpire PPO
[] Empire Prism®™ PPO 1 Empire PPO Plus
1 Empire EPQ Stepped
[] Empire EPO Fssential
Indemnity: [1 Hospital/Medical or [ Hospital Only [ Other

Coverage type (fill in ene box only) [ Individval ~ [J Employee/Spouse (] Parent(Child(rer) [ Family
Dental Insurance® (fill in ane box only) [ PP0 Dental [ Managed Dental [T Voluntary Dental I Other Dental
Coverage type (fill in ane box only) [T individual ] Employee/Spouse L] Parent/Child(ren) [ Family
Vision Insurance® Blue View Vision®™

Coverage type (fill in one box only) [ Individual

"1 Emplre will facilitate the opening of a Health Savings Account In your name, as directed by your Employer,
2 Ifyour company offers an Empire Dental Plan.

1 Employee/Spouse (1 Parent/Child(ren) [ Family

3 If your company offers a Blue View Vision plan.
Servives pravided by Empire HealthChaice HMO, Inc. and/or Empire HealthChoice Asstrance, Inc., licensees of the Blue Cross and Blue Shiald jation, an
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3fnppuumurAmnspuusmnnmsmPARTNERIDEPENDENTammammmm L
APPLICANT w808 i

Note: [T you've chasen HMU.' Direct HMHIDlrer.t PDSIEmpire POS.f[llreutShare Pl]S please pmwde aprimary care physmlan (PCP) fnryuurself and for each depemient Please note that no ULI'[-CIf
network henefits are available to HMO/Direct HMO members except for emergency care. {fyou've chosen Managed Dental, please provide on Primary Care Dentist (PCD) for yau and your dependas, |

Last name First name M.1. Social Security no,
HEEEEEEEEEEENEEE RN I
Gendar Birthdate (MMDDYYYY) Marital status Date of marriage (MMDDYYYY)
[IMale [Female | | | ’ L 1] 1 Married [ Single ' [ l | | ||
Place of marrlage* State Country '
AR
Home address Aptno.
IR
City State | ZIP code
INNENEE NN
Home phone _ Daytime phone Primary language
IR
Occupation
HEEENEEE NN
PCP Last name ’ PCP First name PCP no. Current patient of PCP?
L PP PP PP PP L L] ] (B O
Primary Care Dentist (PCD) Last name PCD First name _ PCD no. Gurrent patient of PCD?
INEEEENN | l 1 11 | I_,I_..,I__._.I__ Illll ll | | |0 Ok
- [{SROUSE -, CIDOMESTIG PARTNER S *-- -2 ol M TR T e e e e T e R
Last name (if dlfferent) Flrst name Sucial Security no.
IIIIIIJIIHIIIIHHIIIII||I||||1
Gender ' Birthdate (MMDDYYYY) Primary language (if different)
i Cofende e b PP
PCP Last name PCP First name PCP no. Current patlent of PCP?
L] IJ____I___J Il_,,l l | | I I LI L L[] ] ][O ow
DRI L5 0 e T T ]
Last' name (if diﬁerent) First name M.L Social Security no.
l‘llllHII\I!IIIIlII!IIIul‘llu
Gender Marital stafus Birthdate (MMDDYYYY) " | Primary language (if different)
C1Male [Female | I Married [ Single EEEEEEEEEEEEEEEENEEE
PCP Last name PCP First name PCP ﬁu. Current patient of PCP?
l\lllllll!llJIIlIIII_\\HlHD‘fﬂSDN“
Relationship: EI Child [ FT student™ Ij Disab!ed child™ D Make available age 28 dependent child****
OEPRDRT 2 R g T R B
Last name (if dlfferent) F|rst name M. Social Security no,
l'||{|H|||]l|||l||l'|‘Il|l|!!l
Gender Marital status Birthdate (MMDDYYYY) Primary language (if different) .
O O | cowarea Csnes | |y |y | L]
PCP Last name PCP First name PCP no. Current patient of PCP?
[P PP PP L L] ][O Ono

Relationship: (] Child L1 FT student™ [ Disabled child***  [] Make availahle age 29 dependent child****




[ast n;mg(if different) _ First nar.nre . MI ' Snmal Seuuri.tg-r no.

0 1 I I A O
Gender - Marital staius ' Birthdate (MMDDYYYY) ~ Primary fanguage (if different)

LlMale [Female |1 Married [ Single f_' | ' L] [ ' ] l l ] I , ! l ‘ '
PCP Last name PCP First name E PCP no. Current patient of PCP?
I 1 1 1 A I I I O S
Belgtiunship: [1 Child I:I FVT~s’tudekn_tf* D Dis-a.l_l.niedtc.f‘ii_ld**‘* O Mﬂkff avallable gg& '?9 depg_r:]dent rf'i]ild****

ik

Last name (if different) First name M.l Social Securityno.
1 1 A AT AV AV

Gender- *| Marital status Birthdate (MMDDYYYY) Primary language (if different} -

[1Male [dFemale | [ Married [ Single | ‘ | ‘ L] ‘ ’ ‘ J ‘ } J l ‘ [ ’

PCP Last name PGP First name PGP na. ' Current patient of PCP?
[ 1 T A I I I 0 L

Relationship: (] Child O] FT student** - [ Disahled child*** [ Make availahle age 29 dependent child****

*Narriage must have been entered intoin a jurisciction that recognizes its validity,

*+**pleass subinit Request for Disabled Child form (HACSOB) with this form; child sae must exceed contractual dependen
“***(ualified dependents must submit the required Adult Dependent Eigitility Form. -

4. OTHER COVERAGE INFORMATION
E.‘-,.

**Child must eveeed cantractual dependent age and attend ecoredited college or university. Submit proof with this form. Proof s required annually.

tage.

[ No (if no continue to Spouse/Dependent(s) section below)

Do you currently have or have you had health insurance in the past 11 months? [1Yes
Has the coverage heen continuous during the past 11 manths? [Yes [lNe Coverage start date (MMDDYYYY)
I f | J | 1 1
Will your current group insurance remain in effect after you enroll in this Empire plan? Clyes [N Coverage end date (MMDDYYYY)
I ‘ | , [ [ |

Name of ather insurance carrier

NN

Your ID na. fram other carrier

EEEEEEEEEE

[ 1]

Coverage provided hy employer? [ Yes 1 No Employment status L1 Active [T Retired
Contract type: L1 Employee/Spouse [T Individual Coverage type: [] Hospital only ] Hospital/Medical [ Medical anly
L1 Family (1 Parent/Child(ren) O Other” ’ [ | l ] l ‘ ’ I
er

iR

[ClY¥es [ No (f no continue to section 5)

Does your spouse/dependent(s) currently have or have they had health insurance in the past 11 months?
Has the coverage been continuous during the past 11 months? CYes [INo Coverage start date (MMDDYYYY)
Will their current group insurance remain in effect after you enrall in this Empire plan?L] Yes [T No Coverage start date (MMDDYYYY)

EEEEEE

[ My spouse has or has had the same coverage as |,

Note: You do nat need to fill out the rest ofthe spousal other coverage questions.
Nota: You do hot need to fill out the rest of the dependent other coverage questions.

e Apen

[] My dependents have or have had the same coverage as |

Name of Spouse’s ather insurance carrier

AREEE NN |

ID no.

EEEEEENN

|

Coverage start date (MMDDVYYY) , |

|

Coverage end date (MMDDYYYY)

Coverage provided by employer? [ Yes O No Employment status  [] Active [T Retired
Gantract type: LT Employee/Spouse 7 Individual Coverage type: [J Hospital only [ Hospital/Medical ] Medical only
L] Family (] Parent/Child(ren) 1 other l i l l | | I , l I
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| [ORPENDER

Name of dependent's other insurance carrier

SRR
) l f I l l ‘ Coverage end date (MMDDYYYY) ' ‘ l l J

10 no.

Coverage start date (MMDDYYYY)

Goverage provided by employer? [ Yes [1No Employment status [ Active [T Retired

Contract fype: ['] Employee/Spouse O Individual Coverage type: [] Hospital only [ Hospital/Medical [ Medical only
[1 Family [*] Parent/Child(ren) ' [l Dther ! l i [ L [ ’ , [ f

DERENDENT? -
Name of depandent's other insurance carrier o
EEENEEE NN H'IHU(HHJ

l , ' ] l Coverage end date (MMDDYYYY) l ( ’ ' ‘

Coverage start date (MMDDYYYY)
[ Retired

lD no.

[1Na Employment status  [] Active

Coverage provided hy employer? [ Yes

Contract type: [] Employee/Spouse L1 Individual Coverage type: (] Hospital only [ Hospital/Medical [T Medical only
(] Family [ Parent/Child(ren) J ' [ other J ' ’ , [ [ ‘ l ' ,

RIS

NETE of dependents cjther insurance carrier ‘ I ' ‘ , , I i rlm. ! ’

Cﬂveragle stflart ste (MM[LDY‘:’I‘!‘:’JJ l j l Bﬁerage end date (MMDDYYYY) f! ’, J’

Coverage provided by employer? [T Yes. (1 Na Employment status [ Active [1 Retired

Contract type: 1 Employee/Spouse [T Individual Coverage type: {1 Hospital only [J Hospital/Medical [] Medical only
1 Family [ Parent/Child(ren) [ Other [ f [ ‘ ’ J ] [ [ ’

Name of dependent’s other insurance carrier

EEENNENEENE | HH!'HHI |
| | 1] ||

Coverage start date (MINDDYYYY) [ | | | coverage end date (MMDDYYYY)
[ No Employment status [[] Active L1 Retired

1D no.

Coverage provided by employer? L1 Yes
Gontract type: (1 Employee/Spouse [ Individual Coveragetype: (] Hospital only [] Hospital/Medical [ Medical only
[ Family [T Parent/Child(ren) [ Other [ , f ‘ ] [ [ [ [ [

N[5/ NIEDICARE INFORMATION (FOR MEDICARE ELIGIBLE smm it S

Please provide a copy of your Medicare (HIB) card. If a copy is not attanhed we ﬂannut pmr:ess your Medmare benef ts request

| understand that if | beeome Medicare eligible while | am covered under this contraet, any benefits | am entitled to under this contract will be reduced
hy any amounts paid hy Medicare for those services, whether or not | apply for or submit a claim to Medicare. :

Applicant last name First name G Medicare 1D no.
NN L]
HIB Suffix Part A coverage start date Part B Medical coverage start date
| ! I J [ | I l l I B
Spouse/Dependent's last name (if dlfferen’[) First name e Medicare 10 no.
!UIIHIH!IIHI'HIHlfH [ L]
Part A coverage start date Part B Medical coverage start date

EBS‘W | | I NI AN I A




{6.EWPLOVER INFORMATION (THIS SECTIDN MUST BE FILLED I\ BYYOUR GROUP BENEFITS ADMINISTRATOR)
Group name '

HEEENE RN RN

Group no, Group Sub no.

L L]

AN E RN RN ERE
LU LT
U e T [T

JT./APPLICANT SIGNATURE (I HAVE READ THE CERTIFICATION AND FRAUD STATEMENT BELOV.)

[ certify that | am electing coverage as an employee, or former employee, retiree, current or former tependent of an active employes, or retiree, and am
eligible for group coverage under the terms and conditions of the group's contract. | make this election on hehalf of all eligihle dependents and myself. |
understand that | am under a continuing ohligation to notify the group of a change in my, or my dependent’s, status; such change may result in a change of
insurance status with Empire and that failure to make such notification may result in cancellation of the coverage hy Empire. Any other Empire coverage will
end upon issuance of this coverage. If | do not agree to transfer my other coverage with Empire to this coverage, | understand that this application will not be
accepted by Empire.

I authorize any health care provider, health care payor or government agency to furnish to Empire or its designee all records pertaining to medical history,
servicesrendered, and payments made regarding me or my dependents for use by Empire to administer the terms of my health henefits contract. | also
authorize Empire to disclose such information to an Empire designes, my PCP and other providers, other payors, and the group contract holder, for purposes
of continuity of care and medical management, disease management, health benefits contract administration, financial audits, and as otherwise required

by law. All statements and answers In this notice of efection are true and are representations made to induce the issuance of the coverage. Any material
misrepresentation may result in Empire’s cancellation of coverage. '

Insurance Fraud Statement: Any person who knowingly and with intent to defraud an insurance company or other person files an application for insurance
or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any material fact there
to, 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 value of the claim
or each such violation.

Applicant signature Print name Date
X L
Authorized Group Benefits Administrator signature Print name Date
X L l L 1|

Empire BlugCross
PO Box 1407, Church Street Station
New York, NY 10008-1407

empireblue.com






