
Enrollment Application Anthem.rt' AnthemLife-i'
Group size 51+ eligible employees

Pleasecompletein inkandretumtoyouremployer.Useextrasheetsofpaperif necessary.Allinformationgivenshouldapplytothisemployer.
AAthem'sPrimaryQIrePhysician(PCP')listings,forHMOtPOSproductscanbeobtainedthroughwww.anthem.com
1. Employer/GroupUse:
EmployerNameandAddress:

GrouD# ISub-arou

Pre-ex(date)
/ /

/ /

Homeaddress City

Businesstelephone
( )
Occupation

StateI Zip code

eMaiiAddress

Hoursworkingperweek
.OW2. ~

r:
'n

NO

6. Family Information *Spouse and dependents I1Jbe covered (Attach a separate sheet if necess;uy)* Only complete PrifTI8IYCare Physician (PCP)information if enrolling in HMO or POSproducts.

1 Lastname Firstname,M.I. Relationship0 Spouse0 Son Fulltimestudent?
to applicant0 Daughter0 Other 0 Yes0 No

Isde endent'saddressdifferentthan licant'saddress?0 Yes0 No If Yes rovidefulladdress
Dateof birth Sex SocialSecurity# ~. t ~i9 Eligibleforfederalincometaxexemption?0 Yes 0 No

/ / 0 M _ _ Courtorderedhealthcarecoverage? 0 Yes 0 No(Ifyes,includelegaldocumentation)
o F Current!hos italizedordisabled? 0 Yes 0 No If es, ivereason

AnthemPCPnameandaddress* AnthemPCPIDnumber* 'ent?*

Hometelephone
( )
Are Retired? Disabled?Hospitalized?
you: 0 Yes 0 Yes 0 Yes

o No 0 No 0 No
AnthemPCPnameandaddress*

Fulltimehiredate

/ /

AnthemPCPIDnumber*

2 Lastname I Firstname,M.I. IRelationship0 Spouse0 Son
I

Fulltimestudent?
to applicant0 Daughter0 Other 0 Yes0 No

15de endent'saddressdifferentthana licant'saddress?0 Yes0 No If Yes rovidefulladdress
Dateof birth Sex SocialSecurity# ~i9ht )\i9 Eligibleforfederalincometaxexemption?0 Yes 0 No

/ / 0 M _ _ Courtorderedhealthcarecoverage? 0 Yes 0 No(Ifyes,includelegaldocumentation)
o F Current!hositalizedordisabled? 0 Yes 0 No (If es, ivereason)

AnthemPCPnameandaddress* AnthemPCPIDnumber* 'ent?*
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Provide-name,phonenumberandaddressof theHMOor insurancecompany

Policycertificateholder'sname ocialSecuritynumber Dateofbirth
- - I I

If au and/or your dependents are enrolled in Medicare or Medicaid,complete the foIlowin9.
Enrollee'sname(s) Medicare/Medicaid10# MedicarePartA

effectivedate
I I

3 Lastname Firstname,M.I. Fulltimestudent?
DYes ONo

ss
Areyoucurrentlyactiveat
work?0 Yes0 No

I ij no,reason:

Relationshiptoapplicant ~e
Age

Effectivedate
I I

Relationshiptoapplicant

MedicarePartB
effectivedate

I I

ESRDonsetdate

I I

MedicarePart0
effectivedate

I I

I I

MedicarePart0
termdate

I I

MedicarePart0 10# MedicarePart0 Carrier

ReasonforMedicareentitlement:

DAge 0 Disability DESRD&Disability o EndStageRenalDisease(ESRD)

SignificantTerms,Conditionsand Authorizations(TERMS)
Pleasereadthissectioncarefullybeforesigningtheapplication.
1. I maynotassignanypaymentundermyAnthemBlueCross

andBlueShieldprogramunlessallowablebylaw.
2. I authorizedeductionfrommywages/pension,if necessary

for therequiredpremiumfor thecoveragefor whichI, or
anydependentshaveapplied.

3. I amapplyingfor thecoverageselectedonthisapplication.
If I selecta coverage,or combinationof coverages,not
availableto meand/ or a classfor whichI amnoteligible,
I agreethatmyselection(s)is herebyautomaticallyamended
to beconsistentwiththeemployer'sapplication.

4. , understandthat,to theextentpermittedby law,Anthem
reservestherightto acceptor declinethisapplication(and
thatAnthemLifeInsuranceCompanymayacceptonly
certainpersonsor conditionsforcoverage)andthatnoright
whatsoeveris createdbythisapplication.I alsounderstand
thatthiscoverage,if approved,mayexcludecoveragefor
pre-existingconditions.(Ohioonly- unlessI appliedfor
HMO/HICcoverage,in whichcasethereis nosuch
exclusion.)
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I acknowledgethatI havereadtheSignificantTerms,Conditionsand
Authorizations,andI acceptsuchprovisionsasa conditionof coverage.I
representthattheanswersgivento all questionsonthisapplicationare
trueandaccurateto thebestof myknowledgeandI understandtheyare
beingreliedonbyAntheminacceptingthisapplication.I understandthat
anymisstatementsor failureto reportnewmedicalinformationpriorto my
effectivedatemayresultina materialchangeto coverageor premium
rates.Anymaterialmisrepresentationor significantomissionfoundin this
applicationmayresultin denialof benefitsor rescissionorcancellationof
mycoverage(s).
Ohio:Anypersonwho,withintenttodefraudorknowingthatheorsheis
facilitatinga fraudagainstaninsurer,submitsanapplicationorfilesa
claimcontaininga falseor deceptivestatementis guiltyof insurancefraud.
Kentucky:Anypersonwhoknowinglyandwithintentto defraudany
insurancecompany,healthmaintenanceorganization,self-insuredplan,or
otherperson,filesanapplicationfor insuranceor otherformof healthcare
coveragecontaininganymateriallyfalseinformationorconceals,forthe
purposeof misleading,informationconcerninganyfactmaterialthereto
commitsa fraudulentinsuranceact,whichis a crime.

9. Prior Health Coverage Please check one: o YES(completedbelow.) ONO

HaveyoubeencoveredbyAnthemwithin the pasttwo (2)years? DYes ONo Groupname/ID# DatesPolicyineffect:
Policy/Certificate#: I I - I I

Haveyouand/oryourdependentshadpriorcoveragewith anothercarrier(s) Listpriorcarrier(s) DatesPolicyineffect:
within the pasttwo (2)years? 0 Yes 0 No I I - I I

Pleasecheckthetypeofpriorcoverage
o Employee o Employee/Spouse o Employee/Child(ren) o Employee/Spouse/Child(ren)

Terminationreason: 0 Divorce/legalseparation o Deathofspouse o COBRAcoverageexhausted o Employmentterminated

o Groupplanterminated o Employer/groupcontributionceased o Other:



I givethisauthorizationforandonbehalfofanyeligible
dependentsandmyselfif coveredbythePlan.I amactingas
theiragentandrepresentative.

Yourhealthcoveragewill beprovidedbyoneof thefollowing
companiesbaseduponthestatein whichyouremployer,trustor
associationis located:

In Indiana:AnthemBlueCrossandBlueShieldis thetradenameof
AnthemInsuranceCompanies,Inc.

InKentucky:AnthemBlueCrossandBlueShieldis thetrade
nameofAnthemHealthPlansof Kentucky,Inc.

InOhio:AnthemBlueCrossandBlueShieldis thetradenameof
CommunityInsuranceCompany.

Thankyou for choosingAnthemBlueCrossand BlueShield
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11.Waiverofcoverageforemployeeand/ oranyeligibledependentnotenrolling
Checkall thatapply. Waiving:D HealthD DentalD Vision D Life DAII
Nameof personwaiving

I,AlreadYprotectedbycoverageof:o Spouse 0 Parent 0 None
Employername ICarrier:0 Anthem(givecertificate/policy#) 0 Othercarrier(givename,10#)
Checkall thatapply. Waiving:D HealthD DentalD Vision D Life DAII
Nameof personwaiving IAlreadyprotectedbycoverageof:o Spouse 0 Parent 0 None
Employername

I Carrier:0 Anthem(givecertificate/policy#) 0 Othercarrier(givename,10#)
Checkall thatapply. Waiving:D HealthD DentalD Vision D Life DAII
Nameof personwaiving

I Alreadyprotectedbycoverageof:o Spouse 0 Parent 0 None
Employername ICarrier:0 Anthem(givecertificate/policy#) 0 Othercarrier(givename,10#)
Checkall thatapply. Waiving:D HealthD DentalD Vision D Life DAII
Nameof personwaiving

IIAlreadYprotectedbycoverageof:o Spouse 0 Parent 0 None
Employername ICarrier:0 Anthem(givecertificate/policy#) 0 Othercarrier(givename,10#)

Checkall thatapply
0 I certifythatI havebeengivenanopportunitytoapplyforAnthemBlueCrossandBlueShieldcoverageandaftercarefulconsideration,
havedecidednotto takeadvantageofthisoffer.IntheeventI wishtoapplyforsuchcoveragehereafter,I maydoso,subjecttoestablished
procedures.
If I amdecliningenrollmentformyselformydependents(includingmyspouse)becauseofotherhealthinsurancecoverage,I mayinthe
futurebeabletoenrollmyselformydependentsinthisplan,providedthatenrollmentisrequestedwithin31daysafterothercoverageends.
Mydependent(s)or I maybesubjecttopre-existingconditionrestrictionsorwaitingperiodsspecifiedinthegroupcertificate,if adependentor
I arelateenrollees.Inaddition,if I haveadependentasa resultofmarriage,birth,adoptionorplacementforadoption,I maybeabletoenroll
myselfandmydependentsprovidedthatI requestenrollmentwithin31daysafterthemarriage,birth,adoptionorplacementofadoption.
0 I certifythatI havebeengivenanopportunitytoapplyfortheavailablegrouplifebenefitsofferedbymyemployer/group,thebenefits
havebeenexplainedto me,andI and/ or mydependent(s)declineto participate.Neithermydependent(s)norI wereinducedorpressured
bymyemployer/group,agentor lifecarrier,intodecliningthiscoverage,butelectedof my(our)ownaccordto declinecoverage.I
understandthatif I wishto applyforsuchcoveragein thefuture,I mayberequiredto provideevidenceof insurabilityat myexpense,

ApplicantSignature IDate /


