MEA Health Plans : @@
Member Enroliment/Member Change Form 4 A] | l;heIIL . Y,
For questions about MEA Choice Plus or MEA Standard, please call 1-800-527-7706; ot B e i
or in the Portland area, 822-8282; . . o & e ol B ke T At

All questions need to be completed before this appllicat]on'c'an be processed.

DO NOT USE RED INK .
1. Subscriber/Applicant Inf i 2. Enrollment Reason
- = 13 Maw Hire O Asnual Ennoltment
Covrent Anthem BCBS Comract Mumbar, if any £ New o . ki e
) Ratiree -
Last Name First Name M. 7 COBAA - st dote
COBRA guailys
Home Addness Number aad Street or P, Bax ' ALE O Ocher e ke
Gy S Ttk 3. Change Status. Please check the reason(s} for change below and indicate date.
Typo of Change: O Mame Change Ellno;‘mlﬁrrqa Diadd = u] fOP I PCP Change
B Reasen for Change. Plenss check all that apply:
b - ok Wt DMerige Caim Diadopion O Death Dbivenee
rroweprwr— 00 ineohentary Loss of g ok Lnu:“m gwwmm gmﬁxmmﬂu
o . . Encoliment Enteatece 10 the Military Discharge drom the Milivsry charging cusiody
The applicant is 0 Active Employee D) Retired Employee CJCOBRA DOther | O Coun Drder ) Dther Date of Change or Event
4. Membership Choices 5. Empleyer Information
Company Name ] Group Number [if existing group}
O Standard
Addinss
O Choice Plus - i
Date of Hire Date of Rehire w appiestiel Date Eligible # Hours worked par week
[ S E— —_— R S E—

6. Applicant and Member Information (Jist only family members you wish to enroll, delete, or change)
You may apply 10 cover your lagal spouse, Do el it of Domestic Parinesship must also be anached to thi icati

ied chi iidren under 13 yeass of age. Yo may akso apply 10 cover some children

19 and alder if they ind 0% dependznt on you.
Primary Care Piysician
If applying for Standard
s amyone DO NOT COMPLETE THIS SECTION,
covered | I disabled. - H apglying for Chaice Plus, each member must fillin
Names of Parsonis) to ba covered by other dane of PCP informaticn. For corrent listing of valid PCF's go 1o the Current
Sen | Lot Hae Fiest Nase i | _inswrance Gsabiliny Soclal Security & Birthdate HMO Cheics network 8t www.anthem.com in the PCP section. Patient
OM [Sel : . oy Name PLP Provider Numbr oy
of on Liletigrg|o®
O'M O Legal Spouse or ) Domestic Parner (OF) oy ‘Hame PLP Frovider Number oY
of on [IENNRENENE L
O M [Dependent oy Hama PP Provider Number oy
oF o prrrerrrgg (o
O M |Dependant ay Name FCP Provider Nember oy
oF an Llirirrirejon
O M |Dependent ov Name PCP Provider Number oY
oF onN Lttt ifiliion

Are yau or any family members currently claiming Workers' Comp Medical Benefits? 0 Yes O No I yes, name of claimant.

7. Prior Coverage [nformation

1f you had prior coverage that is no longer in effect, why did your prior coverage end? Aeasan.
Was every member listed on this application previously covered by this employer’s prior health plan? O Yes O No

Have you or any family members had health insurance coverage within 80 days of yous date of hire, annual enrollment or qualifying life event? O Yes  OJ Mo If yss, plsase complete the following:

Centificate Number Yours P
Insurance Company Address City State Zip
Phane Number Date Coverage Bagan Date Coverage Ended OR Coverape is still in affect

8. Other Information
Is anyone listed on this application cumently eligibls for Medicare? 0 Yes O No If yes, please complete the following for esch psrson to be covered who has Medicare.

Name(s} of Medicare Bensficiaries Health Inserance Medicare Part A Medicare Fart B Check all roasons you qualified for Medicare
Claim Number Efipctive Date Effective Date Age B5 Disahiliy ESRD
First Mama ML Last Name
! ! ! !
! ! ! !

9. Applicant Signature

| am requesting coverage for myself and all dapendents listed and suthorize my employer to deduct any reguired contributions for this insurance from my earnings. All statements and answers | have given are true and
complete. | undarstand it is a crime 1o knawingly provide false, incomplete or misleading information to an insurance comgany for the purpose of defrauding the company. Penalties may include imprisonment, fines or denial
of insurance benefits. | understand all benefits are subject ditions stated i the group and Certificate of Coverage. | understand that each family member's care must ba provided or amanged by his/her

Primary Care Physician (PCP) {does not apply to Standard) excapt as described in my Centificate of Coverage.

L
Aggiicaeh Signsiute Frinl Name Date
10. Election Not To Enroll
| do not wish to enroll in a plan. Please check one: O3 | have other coverage OR O | do not have any other coverage. L/
| that the ity 1o enrall 2t any future date will be subject 1o the repulations of Anthem Blug Cross and Blue Shield. Signatiee Date

25514 (1203)



