Blue Cross Blue Shield of lllinois (www.bcbsil.com)

HMO Application and Policy Change

(6 EMPLOYEE INFORMATION: Company Name:

Last Name: First Name: Mid. Initial
E-Mail Address: Celf Phone Number:

Street Address: Apt. No.:

City: State: Zip:

Dateof Birth: __/___/___ Are You Eligible for Family Coverage: [ No O Yes

Health Coverage Elected: [ Individual/Employee [0 Employee & Spouse [0 Employee & Child(ren) O Family
Gender: (D Male (0 Female

Employee Social Security Number: — —

Employee Identification Number (if known):

Telephone No.: Bus.: ( ) Home: ( ) Date of Hire: __ /__/___
Dept. No.: Payroll Location: Employee Clock No.:

If HMO: Medical Group/lPA\QL _________ Medical Group/IPA Name:

ecPe:__ __ PCP Name:

WPHCP Medical Group/IPA#: ___ WPHCP Medical Group Name:

WPHCP (Physician) #: __ WPHCP (Physician) Name:

|

() FAMILY COVERAGE INFORMATION: List All Eligible Dependents.

@@ O Spouse [ Domestic Partner O Party to a Civil Union O Male [ Female Date of Birth: ___/__/
Last Name (Only If Different):

First Name: Social Security Number: — —

If HMO: Medical Group/IPA#: _ _ _ _ _~  _  _  _  _  _  Medical Group/IPA Name:

WPHCP Medical Group/IPA#:

WPHCP Medical Group Name:
WPHCP (Physician) #:

20005.1114


KCowles
Sticky Note
Medical Group numbers(#) is a three digit number associated with that Group. For example 487. 

kcowles
Highlight

kcowles
Highlight


(§) EMPLOYEE AND DEPENDENT INFORMATION:

Company Name:

Group #:

Employee Last Name:

Employee First Name:

Mid. Initial

(@ FAMILY COVERAGE INFORMATION:

List All Eligible Dependents.

Last Name (Only If Different):

/

@@ OSON [ODAUGHTER DateofBirth: __ /  /

First Name:

Address (if different from Employee’s address):

[J ELIGIBLE MILITARY PERSONNEL

Social Security Number: — —

If HMO: Medical Group/IPA #:

Medical Group/IPA Name: PCP #:
WPHCP Medical Group/IPA #:
WPHCP (Physician) #:

PCP Name:

Last Name (Only If Different):

OSON [OJDAUGHTER Date of Birth: __/__ /___

First Name:

Address (if different from Employee’s address):

OJ ELIGIBLE MILITARY PERSONNEL

Social Security Number: — -

If HMO: Medical Group/IPA #:

Medical Group/IPA Name: PCP #:
WPHCP Medical Group/iPA #:

PCP Name:

WPHCP Medical Group Name:

WPHCP (Physiciany#: ___ _ _~ ~  _ _ _ WPHCP (Physician) Name*:
OSON OO DAUGHTER DateofBirth: __/__ /
Last Name (Only If Different): First Name: O ELIGIBLE MILITARY PERSONNEL

Address (if different from Employee’s address):
Social Security Number: — ==

IfHMO: Medical Group/iPA #:

Medical Group/IPA Name: PCP #:
WPHCP Medical Group/IPA #:
WPHCP (Physician) #:

PCP Name:

WPHCP (Physician) Name*:

WPHCP Medical Group Name:

20005.1114




APPLY FOR GOVERAGE AS INDICATED 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), and/or Dearborn National (providing the life and disability insurance)
(the Company). | have read the above statements and represent they are true and complete to the best of my knowledge. | authorize my employer/group to
deduct from my pay and remit any required contribution for the cost of said coverage. This authorization is to remain in effect until the Company is notified
by me in writing to the contrary.

[ understand that the benefits listed in the Certificate(s) will be available subject to the Terms and Conditions thereof effective as listed in the Certificate(s)
of Coverage.

Date Signed: _ / /___ Signature of Applicant:

@ If you are declining enroliment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future
be able to enroll yourself or your dependents in this plan, provided that you request enroliment within 31 days after your other coverage ends. In addition,
if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents,
provided that you request enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.

1 DO NOT WISH TO ENROLL at this time and understand that the opportunity to enroll at any future time will be subject to such arrangements as
may be made with the Company.

Not enrolling for: [ Myself [ My spouse [ My spouse and dependents [ My dependents [ Myself, my spouse and my dependents
Reason: O Covered under spouse’s employer-based health insurance plan (complete “Other Insurance Information” in (8))
[ Covered under a Medicare supplement plan [ Other (please explain)

Date Signed: ___/___/___Signature of Applicant:

*A Woman'’s Principal Health Care Provider may be seen for care without referrals from your Primary Care Physician, however your Primary Care Physician and
your Woman’s Principal Health Care Provider must be affiliated with or employed by your Participating IPA/Participating Medical Group.
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