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Please print in black or blue ink. Incomplete and/or illegible information may result in delayed coverage. If an item 15 not
applicable, write "N/A" The form must be signed and dated or it will be retumed. The five boxes directly below should
be completed by your employer.

Health Group Mumber Subgroup Group Mame —ffactive Date

1101010(18(6]91(5 Snohomish County

SECTION 1 - NEW ENROLLMENT, CHANGE QR CANCELLATION

New Enrollment:
D.&pnlica"t only Dﬂ.pplicant and Dependeni(z)

Mew Enrollment due to:
I:IhewE'c:up DEEE" Enrollment I:Ihe'.vHire Dﬁehi'e-Bate

Product: Medical: Select 17 - Cat. A-l beti Vision: [JYes [ No
D except D& G DPPO 250 - Retirees only
[J PPo 200 - cat. A-I, [ None - electing vision only
exceptD & G

[Jselect 10-cat. D& G
SECTION 2 - EMPLOYEE INFORMATION

Applicant Last Name First Name Middle Initial
Mailing Address City, State, and ZIF Code
Fhysical Address City. State, and ZIF Code Daytime Telephone Mumber
Social Security Mumber Full-time Date of Hire [Hours Per Wesk | Emoloyer
Date of Birth Gender: EFemﬂe Marital Status: [ Sinale [ Married [ Domestic Partner |E-mail Address

Male

What type of member card would you like 1o recelve?
|:|Far’|il-_,f Level Card (all members listed on the same card) I:Il“.ﬂemlze' Level Card (2ach member on a separate card)

SECTION 3 - ENROLLING DEPENDENTS
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Application For Enrollment (continued)
SECTION 4 - CHILD CUSTODY INFORMATION

]

If you and your spouse are divorced or legally separated, please indicate below who has Legal custody of your child(ren):

Name of Child{ren)

Father Mother Jaint Other

Date awarded

children?
Yes No it

“Yag"

Is the parent withiout
court decree to provide coverage for the

list ather coverage provided

custody required Iy

O 0O 0O O
O 0O 0O O
O O 0O 0O

0o
0o

O O

SECTION 5 - CURRENT/PRIOR COVERAGE INFORMATION

Flease indicate for EACH person listed on this application any health insurance coverage (inc
in effect within 24 months prior 1o the proposed effective date of this coverage. Each person applying for coverage must
he listed below. If no health insurance coverage was in effect within the past 24 months, please indic

uding Medicare or Medicaid)

ate NONE.

MEDICARE If vou or any family members listed on this application have Medic
[Jpart A [JParte [JPart D, and please complete the following information

are, is coverage:

Enrolling Individual

Effective Cate

Medicare Mumber
iplease include alpha prefix

] Age
(1 ESRD

Reason for Medicare Enfitlement:

[ Disability
] Dual Entitlement

Enrolling Individual

Effective Date

Medicare Mumber

Reason for Medicare Enfitlement:

iplease include alpha prefix) [QAge [ Disability
] ESRD [ Dual Entitlement
nsurance Carier Wil ? n::trhch el||g|:-le
anoli ' ] e Wy Ty : or other employer
e i e | 00| covarsge| 00| e
' ' Fh:u e ‘-Ju"nl er] SUEEEE continue?| = through his/her
employer or spousa?
From To Group
ves Individua [ ves
; One | Eltedic O ho
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] Group
ves | O individua [ ves
. One | [] Medic I ma
' ] oenta
Group
Jves ﬁ Individua [ ves
. C Mo Medic Mo
' ] Denta
| | Group
Oves | Oindividua [ ves
4 C Mo ] Medica Mo
' ] Denta
] Group
ves | [ Individua Yes
. Mo H Medica Mo

sack to enrall,
that coveras

| hereby apply for enroliment,

including myself, meat the &
age cannot stur Lnt
Fegence Blueshield's records.

change, or cancellat

gibility

If you need extra space, please reques! an addiiona form from your group administrator.

on of coverage as indicated above. | understand any coverage will be

under the master contract betwesn Regence Blueshield and my employer and | agree to the terms and conditions of the
certificate issued pursuant o it. | agree o abide by the Employer's enrollment provisions and certify that all those who |
i criteria as agreed o by the Group in the master contract. | understand
after | have served an eligibility waiting period agreed to by the employer as recorded on

MDI-2
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