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of the Biue Crosa and Bius Shield Aagaokation

Application For Enroliment/Change __l
be

I Plaase print in biack or blue ink. Incomplete and/or illegible information may result in delayed coverage. If an item is not applicable, write "N/A.” The form must
signed and dated or it will be returned. The five boxes directty bedow should be completed by the Group Administrator.
Heolth Group Number . ~.[Subgroup °  7v. " [GroupHems T T | Requosted ENective Date | Clids

| Bellingham School District |

SECTION 1 - NEW ENROLLMENT, CHANGE OR CANCEL
Naw Enroliment:

[ Jappticant Only [ Applicant and Dependentis)

New Enrofiment due to:
DNew Group DOpen Enrolimant I:]New Hire DR&hire D COBRA DNon-COBRA Continuation (For COBRA and Non-COBRA, a cancel reason must be
below)

selected
Product:
WEIC Medified Copay Plan High Option Plan Engage 80 Plan Innova 500 Plan
Charnge:;
Add applicant withvwithout dependent(s) DA::IG dapendent(s) only - Applicant must already be snrolled
Changs due to; Date of Change Event {requirad)

DName Change ]____]Addrass Change [_]Birth BMarriaga DAdopLion DOpen Enroliment Changes
[_JcoBRA Coverage Exhausted  [JLoss of Esigibiity on another plan ] Court Ordar {1 40d bP (Domestic Partner)
Cancsllation;
| Cependent(s) DCancel Dependant{s) - list:
lation due to: Date of Cancellation Event (required)
Dependent no fonger eligible [JDivorced  [JDeath  [JMedicars Entited [ ] Termination of Employmant
DReduction of Hours D Military L eave D Other reason

SECTION 2 - EMPLOYEE INFORMATION

Anphrant Last Nama

raing Adarass

GTeE Hamber

Uiy, State, qod 2 Code Daytiens Taig

( )

Fui-tivze Gale of Hire Fovrs Pec Wesk | Ernlovar

Frimary Lan Flolvhit Acdiress

Clate of @iy ar; rital Statyg:
angemale O Male Single tﬁj Marsied L) Divorced D Domastic Partner
What type of member card would you like to receive? DFamily Lavel Card (al mambers listed on the sama card) DMambsr Level Card (aach member on a separate card)

SECTION 3 - ENROLLING DEPENDENTS
Gonder Namea{s) of Individual(s) to be Covered Medical| Dental Relationshlp Soclal Security Number :lo?;::;:f

{First, Middle, Last) to Applicant_| for eseh Individual coversd
Em CF O |
Ow Or a0
v Or 0O
Owm CF | a
Cw [3F 00O
CJu OF d |0
Om [OF 00O

¥ you need extra space, please request an additional form from your group administrator.
If you and your spouse ara divorced or legally separated, please indicate below who has Le

SECTION 4 - CHILD CUSTODY INFORMATION

gal custody of your child({ren):

Father Mother Joint Other is tha parent without custedy required by court
Name of Child({ren) Date awarded decree to provide coverage for the dependent chiidren?
Yes No If "Yea" list other coverage provided
O O 0O 3 0]
0O 0O O O O
O O 0 O ]
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SECTION 5 - CURRENT/PRIOR COVERAGE INFORMATION
Please indicate for EACH person listed on this application any health insurance caverage (including Medicare or Medleaid) in effect within 24 months prior o the
proposed effective date of this coverage. Each person applying for coverage must be listed below. If na health insurance coverage was in affect within the past
24 months, pleass indicate NONE.

MEDICARE i you or any famity members listed on this application have Medicare, is coverage mPart A I:]Part B8 mPart D, and please completa the following information:

I Application For Enrollment/Change {continued) I

Ereailing tridiviguat Eftecive Dake | Madicars Nomber iploase inctuia alpns peeliz) | Reason for Medicare Entitlement:
[JAge [[] Disability [] ESRD [ Dual Entitlement
Erroiing losivisuat Effeciive Date | dedicare Mumber ipiease includs alpha orefic; | Reason far Medicare Enlitlement:

‘ | Age [7) pisavility [T} ESRD [} Duat Entitement
Applicant’s Name Insurance Carrisr Data of Coverags Will covernge Type of
{Non-Medlcare) (Policy Number and Phone Number) Month/Day/Year continue? Coverage
) From To t_fYes  1[_] Growp ] Indradusl

. No Dental Medical
u Yes Group Individua?

2 No ] Dental_[ ] Medical
o Yeos Group Individual

3. No Dantal Medical
Yas Group individual

4. mES Dental [} Modical
L] Yes Graup mdividual

5. No Dental {] Medical
Yas Group individual

8. ™ No Dental [ Medical
[ [ Yes Group [ ] ndividuat

7. No Dantal Medical

If you need extra space, please request an additional form from your group adminfstrator.

! hereby apply for covarage for the individuals listed in the Enrolling individuals section above. | understand any coverage will be under the master contract betwean
Regence BlusShiskd and my employer and | agree to the terms and conditions of the certificate issued pursuant to . | agree to abide by the Employer's enrofiment
provisions and certify that all those who | seek to envoll, including myself, meet the eligibility criteria as agreed to by the Group in the master contract | understand
that coverage cannat start until after { have served an eligibiiity waiting period agread lo by the empioyer as recorded on Regence BlusShield's records.

An eligible individual not listed on this application will be considered as waiving coverage. | acknowledge that | have had the appartunity to enrofl, but do not wish to
make application for any eligible individual nct listed. In waiving coverage, | am aware that waiving individuals {including me, if | am waiving) may enrolt later onty at
my group’s anniversary, unless qualified for a Speclal Enroliment Period.

If | have walved enroliment for myself or any of my dependenis (including my spouse) bacause of other health insurance or group health plan coverage, § may in the
future be able to enroll the waived individuals in this plan, provided 1 request enrciiment within 30 days after the other coverage of the indhidual(s) ends dus to loss
of eligibility or an employer's ceasing fo contribute foward that other coverage. In addition, if | have a new dependent as a resull of marriage, birth, adoption, or
placement for adoption, | may be able ta enroll myself and my dependents, provided that | request enroliment within 30 days after the marriage, or within 60 days
after the birth, adoption, or placement. To obtain mors Information about these rules, please calt 1 {800) 505-8801.

Except by express amendment signed by an officer of Regence BlueShietd, no person, including, but nol limited to any independsnt producer, agent, or employes
of Regence BiusShield or of my employer, may change the terms of the master contract, any of its amendments, of this application and no person may waive the
requirement that | answer all questions on this application completaly and accurately. | understand that this application wilt become part of the contract between
Regence BlueShield and my emplover.

| autharize my employer to act as my agent in all matters of administration of the group coverage, and acknowledge that my employer is in no way acting as agent
for Regence BlueShield. | agree to pay the appropriate premium rates for myself and my enradlling dependents in advance, and authorize payrolf deduction of
premiums as reqguired.

1 authorize any source to release to Regence BlueShield, any medical, health, employment, and/or insurance information requested for any enrolled member. |
acknowledge and understand that Regence BlueShieild may request or disclose health information aboul me or my dependents (persons who are eligible for
benefits coverage and are fisted on the enrditment form) from time to time for the purpose of facilitating heslth care treatment, payment or for the purpose of
business aperations necessary to administer health care benefits, or as required by law. Health information requasted or disclosed may be related to treatment or
sanvices performead by

+ A physician, dentist, pharmacist or other physical or behavioral health care practitioner;

+ A clinic, hospital, long term care or ather medical facility;

+ Any other institution providing care, treatment, consultalion, phamaceuticals o supplies or;

+ Aninsurance carrier or group hedth plan,

Health information requested or disclosed may include, but is not limited to; claims records, correspondence, medical records, billing statements, diagnostic
imaging reports, laboredory reports, dental records, or hospital records (including nursing records and progress notes). This acknowledgment does not apply to
obtaining information regarding psychotherapy notes, A separate authorization will be used for psychotherapy notes.

| understand that a walting period for coverage of preexisting conditions may apply. A preexisting condition waiting period may be reduced by any prior creditable
health coverage | and/or my dependent(s) may have had, as long as there was not a significant tapse in coverage. | have the right 1o provide evidence of priof
coverage. | can contact Regence BlueShield for assistance in obtaining proper evidence of prior coverage.

I have provided these answers as part of the application procedure required by Regence BlueShietd to enrall in coverage and | certify that all information completed
on this form is tnue, comect, and complete. | understand that Regence BlusShield will refy on each answer in making coverage and rating determinations. For the
protection of all members, fraud or misrepresentation of material fact by me for the purposes of defrauding Regence BlueShield may resuft in Regence BluseShield
laking any action aHowed by law or contract, including termination or rescission of coverage, denial of benefits, and/or pursuit of criminal charges and penalties.

| hareby verify that | have reviewed all the information provided on this application (regardiess of whether | complatad #t or somaone else assisted me with
completion) and centify that it is accurate and complate. | agree to promplly inform Regence BlueShield in writing if anything happens before my coverage takes
sffect that makes any answer on this application inaccurate or incomplete.

Applicant's Signature> Date
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