Harvard Pilgrim
HealthCare

REASONS FOR SUBMISSION (PLEASE CHECK ONE) QUALIFYING EVENT DATE:

CINEW ENROLLMENT/CONTRACT [0 OPEN ENROLLMENT CINEW HIRE [JCOBRA [ILOSS OF

CICHANGE TO CONTRACT INSURANCE [ICOURT ORDER [IBIRTH/ADOPTION

CITERMINATE CONTRACT Op/1 710 F/T COMARRIAGE/DIVORCE COMOVED IN/OUT OF
SERVICE AREA ODEATH [CJVOLUNTARY CANCELLATION

REASON FOR CHANGES (CHECK ALL THAT APPLY)
CJCHANGE COVERAGE TYPE [JADD DEPENDENT LISTED [OTERMINATE DEPENDENT LISTED LITRANSFER/RE-ENROLL TO COBRA
OOTHER:

EMPLOYER/GROUP INFO {TO BE COMPLETED BY EMPLOYER)

T
SUBSCRIBER INFORMATION » :

e proouct: (dHmo [dppo PLAN NAME
‘ l l 1 l Oros LJACCESS AMERICA

EFFECTIVE DATE OF COVERAGE

SUBSCRIBER FIRST NAME mi LAST NAME DoB GENDER
Om OF

SSN HOME PHONE WORK PHONE CELL PHONE EMAIL

STREET ADDRESS (NO PO BOX) APT # ary STATE ZIP

PRIMARY LANGUAGE (OPTIONAL) | PCP FULL NAME PCP TOWN CURRENT PATIENT PCPID#

Cves [no

SPOUSE INFORMATION

SPOUSE FIRST NAME LAST NAME GENDER

Om OrF

SSN MAILING ADDRESS (IF DIFFERENT} RELATION CODE

PCP FULL NAME PCPTOWN CURRENT PATIENT

COves [no

PCPID#

DEPENDENT INFORMATION

DEPENDENT FIRST NAME LAST NAME GENDER

Om OF

RELATION CODE

MAILING ADDRESS (IF DIFFERENT) SSN

PCP FULL NAME CURRENT PATIENT

COves Ono

PCP ID#

DEPENDENT INFORMATION

DEPENDENT FIRST NAME GENDER RELATION CODE
Om OF
MAILING ADDRESS (IF DIFFERENT) SSN
PCP FULL NAME PCP TOWN CURRENT PATIENT PCP 1D#
Cves Owno

DEPENDENT INFORMATION

DEPENDENT FIRST NAME

LAST NAME GENDER

Om OF

RELATION CODE

MAILING ADDRESS (IF DIFFERENT) SSN

PCP FULL NAME PCP TOWN CURRENT PATIENT PCP 1D#

Cives [Ono

CJpLEASE CHECK iF USING ADDITIONAL MEMBERSHIP APPLICATIONS FOR DEPENDENT CHILDREN. BE SURE TO COMPLETE EMPLOYER AND SUBSCRIBER SECTIONS ON ADDITIONAL FORMS

OTHER INSURANCE - IF YOU HAVE NOT COMPLETED THIS SECTION, YOU MAY RECEIVE A FOLLOW-UP QUESTIONNAIRE AND CLAIMIS MAY BE DELAYED. __

ARE YOU OR ANYONE LISTED ABOVE COVERED BY ANOTHER HEALTH INSURANCE POLICY AT THE SAME TIME YOUR HPHC POLICY IS IN EFFECT? DYES. pLEASE COMPLETE [InO
NAME OF HEALTH PLAN HEALTH PLAN ID NUMBER EFFECTIVE DATE NAMIES OF SUBSCRIBER

MEMBERSHIP WILL BECOME EFFECTIVE UPON ACCEPTANCE BY HARVARD PILGRIM. BENEFITS UNDER THE PLAN WILL BE EXPLAINED IN YOUR EVIDENCE OF COVERAGE (EOC). | UNDERSTAND THAT HARVARD PILGRIM MAY
OBTAIN PERSONAL AND MEDICAL INFORMATION TO ADMINSTER THE PLAN. FOR AN EXPLANATION OF HOW WE MAY USE OR DISCLOSE PROTECTED HEALTH INFORMATION, PLEASE READ YOUR NOTICE OF PRIVACY PRACTICES.
MAINE MEMBERS: YOU UNDERSTAND THAT YOUR EOC INCLUDES A SUBROGATION PROVISION THAT PERMITS SUBROGATION PAYMENTS TO US ON A JUST AND EQUITABLE BASIS. [T IS A CRIME TO KNOWINGLY PROVIDE FALSE,
IMCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPLANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY. PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR DENIAL OF INSURANCE BENEFITS.

EMPLOYEE SIGNATURE DATE EMPLOYER SIGNATURE DATE

Enrolfment Form CC4317



