BHICUIoss Biues el
of llinois

Sangamon County APPLICATION AND POLICY CHANGE Group Number: P14688
(1) ENROLLEE: l New Enrollment: [ Timely O Special (Jlate Open Enrollment: ) New Member O Plan Change I Add Dependents
() EFFECTIVEDATE: _ /7 ' Group Number: P14688 Section Number: l Identification Number:

3) COBRA / llinois continuation Section Employes Status: 0] Active Employee (O COBRA Continualion [ IL Continuation C1 Retiree, retirement date___/__ /
pioy

0 COBHA: StartDate ___ [/

Previausly cavered with group as:
1. Employee (termination of employment, reduction in hours, other)  (13. Dependent {reach age limit, married, na longer full-ime student, other.)

/___ ProjectedEndDate [ [ }

032. Spouse (divorce from employee, death of employee, oltier.) 034. Spouse and Dependents (dvorce from employee, death of employee, olher )
@ COVERAGE APPLIED FOR: Chack all that apply.** l @ CHANGES TO EXISTING MEMBERSHIP: Check all that apply.
After checking coverage appBed for or meking changes to exisling membership, complele Group Number, Section Number, Soctal Security Number and Name.
F) GANCEL CANGEL
Sangamon County Health nsurance Plan CHANGES DEPENDENTS DEPENDENTS {Check all thal apply)
Check only one box below Date. / / Date; /[ ! Date /[ [ . Date. /[ J
i O Mani .
BlueCross BlueShield PPO g :‘:’&ﬁ a Divorl:ge o Ie!-mmae Coveia_gf
0 Name O Adopton/Placement | O AgeLimit g ‘L'Vm/f""e:ge
i 0 Address 03 Legal Guardianshi 0 Other: eaveay|
00 Subscriber Only S e D oﬁn p & Outof Senice Area Move
3 Reinslate C Other:
(1 Sub + Child(ren)
NOTE:
Only list dependents to be added or
O Sub + Sps dropped in the Famity Coverage
Information Section @
U Sub + Sps + Child(ren)

[l Waive Medical Coverage
¥ not etecting coverage, please read, complete and sign Section (77).

(8 EMPLOYEE INFORMATION: |Company Name: Sangamon County

LasiName: First Name: Md. Iniial } E-Mail Address
Streal Address- APt No. Ty Saie: | dp:
Date of Birt: !/ AreYouEligible for Family Coverage: O No [IVes  Health Coverage Elected: O Individual/Employee {3 Employee & Spouse [ Employee & Childiren) T Family
Gender: OO Mae O Female
Employee Social Security Number: - — Employee ldentification Number §f known):
Telephone No.: Bus.: ( ) Home: ( ) Date of Hire: ! !
Dept. No.:
Emplayment Stalus: O Actively at Work 0 Relired H retired, relirement date; 3 COBRAAIL Continuation
Are you covered under your employer's health care pion and ako covered by Medicars? (8o ClYes N Yes, the section below must be completed:
HIC # MEDICARE B: ESAD DIALYSIS: DISABILITY:
MEDICARE A Starl Date: / / Start Date: / / Start Date: I /
. Start Date: / / End Date: / / End Date; / / End Date: / !
(7) FAMILY COVERAGE INFORMATION: | List All Eligible Dependents.
@@ spouSE: pateorBith: ___/___; Last Name (Only If Ditferent):
Fast Name: Social Security Number: - -

Is this dependent covered under your employer's heaith care plan and also coversd by Medlcare? TJHo OIYes If Yes, the section below must be compleied:
HIC % ; MEDICARE B: ESRODIALYSIS: DISABILITY:
MEDICARE A: Start Date: / ! Stat Date: ! ! Start Oate: !

Stat Date: ! ! End Date: i ! End Date: ! ! Ent Date: ! H




;,-3;} UL TS P UOYINCTH]
\Ej/ of Hinois

' Group #: P14688

EMPLOYEE AND DEPENDENT INFORMATION: ’ Company Name: Sangamon County

Cmployes First Mame

Mid. initral

Employes Last Hame.

() FAMILY COVERAGE INFORMATION: | List All Eligible Dependents.

@ C1SON CIDAUGHTER: DateofBinth: ___ /[ Last Name (Only If Dilferen;
Sacial Security Number: — —_

First Name:

Is this dependent covered under your employer’s heatth.care plan and also covered by Medicare? O Mo  [¥es U Yes, the section balow must be compleled:

HIC # MEDICARE B: ESRD DIALYSIS: DISABILITY:
MEDICARE A Start Date: ! ! Slart Dake: / / Start Date: / !
Start Date: ! /__ EndDate / / End Oate: ! I End Date: ! /
[JSON CJDAUGHTER: DateofBith:___ /__ / Last Name (Only If Different): First Name:
Social Secunty Number: — —_

ks this dependon! covared under your employer's health care plan and also coverad by Medicars? [INo O Yes if Yes, the seclion below must be completed:

HIC #: MEDICARE B: ESRD DIALYSIS: DISABILITY:
MEDICARE A Start Date: / / Start Date: ! 1 Start Date: / !
Start Date: / [ EndDde: ! / End Date: / / End Date: ! /
[SON O DAUGHTER: bateofBith.____ /  / Last Name {Only If Differenl): First Name:
Social Security Number: — —_
s this dependent coverad under your employer's heaill care plan and also coverad by Medicare? ONo OYes i Yes, the section below must be complated:
HC & MEDICARE B: ESRD DIALYSIS: DISABILITY:
MEDICARE A: Start Date: / / Start Date ! ! Stat Date: / i
Start Date: ! / £nd Date: i ! End Date: ! ! £nd Date: / !
OTHER INSURANCE INFORMATION: |
1f you of any of your family members have OTHER GROUP CVERAGE, Check o that apply. O Health: Policy % {J Dental: Policy ¥
O Prescription Drug Coverage:  Policy # O Vision: Policy # O Hearing. Policy #:

if Yes: Is theotherinsurance: [ Single Coverage  [J Family Coverage
Date of Birth: / /

EMPLOYED BY: Insured's Name:
{nsurance Company Name: Address
City: State; Zp: Telephone Number:

{ APPLY FOR COVERAGE RS INDICATED ABOVE, for which| am o may become efigible under the agreement with Health Care Service Corporation {praviding hospital and medical, dental coverage and heallh mantenance
coverage), and/or Fort Dearbem Lt e Insurance Company {praviding the fife and disabifily insurance) {the Company). | have read the above statements and represent they 3re brue and comple to the best ol my knowledge,
} aulhorize my employer/qroup to deduct frem my pay and remitany requred caniributen for the cost of sald coverage. This athonzalion 1s lo remain in effect unkl the Company 1s nolified by me in witing o the contrary.
{understand that he benefts listed in the Cerblicate(s) wif be avalablz subject ko the Tarms md Conditions hereof effective 25 isted m the Certificate(s) of Coverage.

Dale Signed: / ! Signature of Applicant:

/

1i you 2 dechning snradment fof yourself or your dependents fincluding your spousst because of ather health insurance coversgs, You may in the fulure be 3blz o znvcll yoursdi 5¢ yaur degendants in this olan, provided

1 . !
O {halycu requast enrelimentwlin 31 days after your oiner coverage ends. In additen, iiyou have d new dependentas 2 result ol marnage, birth, adoplian, of placement for adeodon, You may b2 able o enrod yoursell and
yolr depzndents, oranded thatyou request 2nralimentwithin 4 Lt after e martiage, birh, adeplinn, or plasement for adoption.
100 NOT WISH T6 ENROLL at this lme and understand thal the opportunity to encal} at any fufure fime will ba subject to such arrange ments s may be made with the Company.

Signaluse of Applicant:

Oale Signed;




