Employee Change Form Application

Please complete this form ONLY when making changes to your existing coverage. If you are APPLYING for coverage or ADDING a dependent(s), complete the “Anthem Enroliment Application”
instead of this form. When completing section 2, be sure to inciude the date of the event causing the change(s). If you are cancelling coverage for a dependent, changing a PCP, ar changing a name, please

provide a reason in the

designated sections.

Complete in ink and retum to your emplayer, using extra sheets of paper if necessary.
NOTE: Some changes may be made by accessing www.anthem.com, Anthem's Primary Care Physician (PCP) listings, for HMO/POS products can be obtained through www.anthem.com.

Anthem @@

Anthemlife ©@

Event date {

[ Cancel  Waiving

[ Conversion

!

Coverage

{Refer to section 9}

1. Employer/Group Use: Employer Name and
Address: =
Group # | Sub-group #/ Life Division # Request Efiective Date Life Classification Applicant #lDept. name
i i _
| Anthem use: Plan Health Effective Date | Life Effeclive Date Dental Effective Date | Vision Effective Date | PCP COB Pre-ex (date)
P P . i [OYes ONo |[Oves [OMo i
2, Reason for Changa 3. Type of Coverage/Plan

corporation product or "HIC")

Employee only
[] Employee + spouse
] Employee + child(ren)
[ Family coverage
[ No coverage

[ Employee only

[ Employee + spouse
] Employee + child(ren)
] Family coverage

[ No coverage

[ Address [ Benefit change Health Coverage Dental Coverage Vision Coverage Life Coverage
[ Change Life Beneficiary [ Cancel dependent LIHvMon [OJpPos®  [JPPO i 1
[] Change Life Classification (] PCP change [ Blue Prioritys*t OBue B -?fa%ﬁonm [ Vislon o ?Slf:e section 6)
[ Enroliment in Medicare (see ] Name change (10hio only - a Traditional” (Indiana and Ohio N
section 7} (] Other health insuring only)

[ Employee only

[ Employee + spouse
[ Employee + child(ren)
[ Family coverage

[ No coverage

Last name

4. Employee Information *Only complete Primary Care Physician (PCP) information if enr_oﬁng in HMO or POS products.

First name, M.I.

Date of birth Sex | Social Security # [CJsingle | Height | Weight
p i Om 3 [ Divorced |
: OF O Married !
Home address ‘ City State | ZIP code County {KY residents include Municipality}

Hours worked per we

ek

Anthem PCP name and address®

‘ Anthem PCP D number® Jl\!ev; patient?

C¥es CDNo

If PCP is a change, please indicate the reason for the change.

5. Family Information Spouse and dependents to be changedicancefled. (Attach a separate sheet if necessary.)

* Only complete Primary Care Physician (PCP) information i enroling in HMO or POS products.

1 [ Change Lastname First name, M.,
O cancel
Date of birth Sex Social Security # Relationship to insured Reason for change
/ ; M [ Spouse [ Daughter
Or [J son [ Other
Is dependent's address different than apglicant's address? [ Yes ] No {If Yes, provide full address)
Anthem PCP name and address” Anthem PCP |D number* New patient?*
Oves CIno
If PCP is a change, please indicate the reason for the change.
2 [ Change Last name First name, M1,
[ cancal
Date of birth Sex Social Security # Relationship to insured Reason far change
Py Om . O Spouse [ Daughter
ar (J son [ Other l
Is dependent's address different than applicant's address? [ Yes Ol No {If Yes, provide full address)
Anthem PCP name and address” Anthemn PCP ID number* New patient?”
OYes CNo
If PCP is a change. please indicate the reason for the change.
3 [ Change Last name First name, M.1.
O Cancel
Date of birth Sex Social Security # Relationship to insured Reason for change
[ O N O Spouse [ Daughter
OF O son Cother
Is dependent's address different than applicant's address? [ Yes ] No iIf Yes, provide full address)

Anthem PCP name a

nd address*

Anthem PCP 1D number*

New patient?*

Oves O No

If PCP is a change, please indicate the reason for the change.

[ Basic Life

[] Dependent Life
[ Supplemental Life
[ Current Income: §

6. Life and Disability Insurance

[ Basic AD&D
[ Supplemental AD&D

[ Short Term Disability
[ Long Term Disability .'

: xannual eamings OR §.
O Hour [ Week [ Month [ Year

%

I'll,a:‘

[ Anthem By Design Short Term Disability-BUY UP
[ Anthem By Design Long Term Disability-BUY UP

[ Anthem By Design Basic Life-BUY UP
{Complete separate election form)

Are you curmently actively at work?
[ Yes CINo
If no, reason:

Prmary Last name First name, M., Sacial Security # Relationship to applicant | Age
Beneficiary <
Contingent Last name First name, M.L Social Security # | Relationship to applicant | Age
Beneficiary N

Signature required on the reverse side of this form.

A-B3 Rev. 12/02

CHANGE




7. Other Health Coverage Please checkone:  [] YES (complete below.) NG
On the day your coverage begins, st family members, including yourself, who will be covered by any other health coverage.

Provide name, phone number and address of the HMO or insurance company Palicy/certificate number Effective date
i f
Policy/certificate holder's name Social Security number Date of birth Relationship to applicant
- - i !
If you andfor your dependents are enrolled in Medicare Part A or Medicaid, complete the following.
Enrollee’s name(s) Medicare/Medicaid ID # Medicare Part A Medicare Part B ESRD onset date
effective date effective date
! { f { ! /
I { / i

Reason for Medicare entitliement;
[JAge [ Disabiity (] ESRD & Disabilty [ End Stage Renal Disease (ESRD)

8. Read these Significant Terms, Conditions and Authorizatlons carefully hefore signing. Please review your application for errors or omissions.
1. | may not assign any payment under my Anthem Blue Cross and Blue Shield program,
2. lauthorize deduction from my wages/pension, if necessary for the required premium for

the coverage for which |, ar any dependents have applied. I acknowiedge that 1 have read the Significant Terms, Conditions and Authorizations, and |
3. Iam applying for the coverage selected on this application. If | select a coverage, or accept such provisions as a condition of coverage. | represent that the answers given to al
combination of coverages, not available to me and/or a class for which | am not eligible, questions on this application are true and accurale to the best of my knowledge and |
| agree that my selection(s} is hereby automatically amended to be consistent with the understand they are being relied on by Anthem in accepting this application. | understand that
employer's application. any misstatements or failure to report new medical information prior to my effective date may
4. lunderstand that, to the extent permitted by law, Anthem reserves the right to accept result in a material change to coverage or premium rates. A”y. material misrepresenlaltlon or
or decline this application (and that Anthem Life Insurance Company may accept only significant omission found in this application may result in denial of benefits or rescission or
certain persons or conditions for coverage) and that no right whatsoever is created by cancellation of my coverage(s|.

this application. | also understand that this coverage, if approved, may exclude coverage
far pre-existing canditions. {Ohio anly — unless | applied for HMOIHIC coverage, in which
case there is no such exclusion.)

5. | am responsible to timely notify my employer of any change that would make me or any

Ohio: Any persan who, with intent to defraud or knowing that he or she is facilitating a fraud
against an insurer, submits an application or files a claim containing a false or deceptive
statement is guilty of insurance fraud,

dependent Ineligible for coverage. Kentucky: Any person who knowingly and with intent to defraud any insurance company, health
6. Oio: If applying for HIC/HMO coverage, | understand thal | may cancel my membership maintenance organization, sel-insured plan, or other person, files an application for insurance
by providing written notice to Anthem within 72 hours of signing this application, or other form of health care coverage containing any materially false information or conceals, for
7. By signing Itis application, | agree and consent to the recording and/or monitoring of any  the purpose of misleading, information concerning any fact material thereto commits a
telephone conversation between Anthem and myself. fraudulent insurance act, which is a crime.

8. Ohio: | understand that Anthem may collect personal information about me from outside
sources, and that both persanal and privileged information may be collected and disclosed | give this authorization for and on behalf of any eligible dependents and myself if covered by
to outside parties without my authorizalion. | also understand that under Ohio law, | have a  the Plan. | am acling as their agent and representative.
right to see and correct persanal information that Anthem collects about me, and that | may
recelve a more detailed description of my rights under law by writing to Anthem.
Applicant Signature Date

9. Walver of coverage for employee and ! or any eligible depandent not enrolling
Checkall thatapply. Waiving: [ Heath [JDental [JVision [llife [JAl

Name of person waiving Already protected by coverage of:
[ Spouse [ Parent [] None
Employer name Carrier: ] Anthem {give cenificate/policy #) ] Other camer (give name, 1D #)

Check all thatapply. Waiving: ] Health  [] Dental ] Vison |J Le LAl

Mame of person waiving Already protected by coverage af.
| O Spouse [J Parent [ None
Employer name Carrier: ] Anthem {give cerlificatelpolicy #)  [[J Other carrier {give name, ID £}

Checkal thatapply. Waiving: [ |Health [ Dental [C]Vision LJLfe [.]Al

Name of person waiving Already prolected by coverage of. |
{ [ spouse [ Parent [J None
Employer name Carrier: L] Anthem {give cerfificatelpolicy #) ] Other carrier {give name. ID 4}

Check all thatapply. Waiving: [| Health [] Dental [ Visien LJLfe LJAA

Name of person waiving Already protected by coverage of;
[ Spouse [ Parent [[] Mone
Employer name Carrier: [] Anthem [give cerfificate/policy #) L] Other carrier (ive name, 1D )

Check all that apply
[ 1 certify that | have been given an opportunity to apply for Anthem Blue Cross and Blue Shield coverage and after careful consideration, have decided not to take advantage of this offer. In the event | wish
to apply for such coverage hereafter, | may do so, subject o established procedures.
If 1 am declining enrollment for myself or my dependents (including my spouse) because of ather health insurance coverage, | may in the future be able to enroll myself or my dependents in this plan,
provided that enroliment is requested within 31 days after ather coverage ends. My dependent(s) or | may be subject to pre-gxisting condition restrictions or waiting pericds specified in the group
certificate, if a depandent or | are late enrollees. In addition, if | have a dependent as a result of marriage, birth, adoption or placement for adoption, | may be able to enrall myself and my dependents

rovided that | request enrollment within 31 days after the marriage, birth, adoption or placement of adaption,
E | certify that | have been given the opportunity to apply for the available group life benefits offered by my employar/group, the benefits have been explained to me, and fand/ or my dependent(s) decline
to participate. Neither my dependent(s) nor | were induced or pressured by my employer/group, agent or Iife carrier, inie declining this coverage, bul elected of my (our) own accord to decline caverage. |
understand that if | wish to apply for such caverage in the future, | may be required o provide evidence of insurability at my expense.

Applicant signaturs Cate

Life and aisabiity p
in Indana: Anthem Blue Cross and Blue Shieid is the 4
In Chio: Anther Blue Cress and Blus Shield 's the trage n
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