	ENROLLMENT APPLICATION

Effective Date:  
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PPO Network:  Claims for services provided by a preferred provider should be submitted to the PPO Network at the address appearing on the Identification Card.

	
	
	

	 FORMCHECKBOX 

	Change in Information (note reason below)
	

	
	 FORMCHECKBOX 
Change of address

 FORMCHECKBOX 
Change name

 FORMCHECKBOX 
Addition of spouse

 FORMCHECKBOX 
Addition of dependent child(ren)

 FORMCHECKBOX 
Other ___
__________________________________
	

	SECTION 1: EMPLOYER AND EMPLOYEE INFORMATION

	Employer Name: City of Hilliard
	Group Number:  

W41400

	Employee Name:
	Employee Phone Number:


	Employee E-mail Address:



	Employee’s Address (Street, City, State, Zip Code):


	Job Title:



	Employee’s Social Security #:
Employee’s Date of Birth: 
Employee’s Sex:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
	Complete this information if spouse is being enrolled:

Date of Marriage: ______/_______/________
	Hire Date

(Re-hire Date):

	Employee’s Eligibility Status: 
	If USERRA, Date of Coverage:

__/__/__ to __/__/__
	# of Hours  Worked Per       Week:_________

	 FORMCHECKBOX 

	Actively Working
	 FORMCHECKBOX 

	Disabled
	 FORMCHECKBOX 
     USERRA (Return to Military) Beneficiary
	
	

	 FORMCHECKBOX 
  Medical/Rx
 FORMCHECKBOX 
  Employee Only

 FORMCHECKBOX 
  Employee and Spouse

 FORMCHECKBOX 
  Employee and Child(ren)

 FORMCHECKBOX 
  Family

 FORMCHECKBOX 
  Decline


	 FORMCHECKBOX 
  Dental Coverage

 FORMCHECKBOX 
  Employee Only

 FORMCHECKBOX 
  Employee and Spouse

 FORMCHECKBOX 
  Employee and Child(ren)

 FORMCHECKBOX 
  Family

 FORMCHECKBOX 
  Decline


	 FORMCHECKBOX 
  Vision Coverage

 FORMCHECKBOX 
  Employee Only

 FORMCHECKBOX 
  Employee and Spouse

 FORMCHECKBOX 
  Employee and Child(ren)

 FORMCHECKBOX 
  Family

 FORMCHECKBOX 
  Decline



	 FORMCHECKBOX 
  FOP Cap City Lodge 9
	Department Name: ____________________________

	 FORMCHECKBOX 
  OLC – FOP 
	

	 FORMCHECKBOX 
  Non-Bargaining – Full-Time
	Department Number: __________________________

	 FORMCHECKBOX 
  Non-Bargaining – Part-Time 
	(Office use only)

	
	

	SECTION 2: DEPENDENT INFORMATION 

List all dependents enrolling for coverage.  If additional space is needed, include names on a separate piece of paper.  If there is a court order or divorce decree for any of the following dependents, a copy must be submitted with this application.

	Name (Last, First, Middle Initial)
	Relationship
	DOB
	Sex
	Social Security #

	1.
	Spouse 
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	


	SECTION 3: DEPENDENT QUESTIONNAIRE.   (Please refer to your handbook for eligibility requirements)



	Are any of the dependents listed above considered totally disabled?
	Yes or No
	If yes, please provide subsequent proof of child’s total disability.

	Are any of the dependents listed above stepchildren or foster children?  
	Yes or No
	If yes, please certify by signing below that this child resides with you. 

	Employee Signature:_______________________________________________
	Date __________________________

	SECTION 4:  OTHER COVERAGE INFORMATION  

 FORMCHECKBOX 
No 

 FORMCHECKBOX 
Yes  (If yes, list the names of family members IF INCLUDED IN SECTION 2 of this Application, who are covered by another benefit plan on or after the coverage for which you are applying becomes effective.  If additional space is needed, include information on a separate piece of paper.)

	Name of person(s) covered by other coverage NOT including Medicare:
	I.D. #  (SS # or other identifying  #)
	Name of Carrier:
	Carrier Phone #:

	1.
	
	
	

	2.
	
	
	

	Name of person(s) covered by Medicare (list below):
	Medicare ID Number:
	Medicare Effective Date:



	SECTION 5: ACCEPTANCE OF COVERAGE AND AUTHORIZATION 

(SIGN ONLY IF YOU ARE ACCEPTING COVERAGE)

	By signing below, I hereby apply for the coverage options shown in this Application.  I understand that the medical benefits listed in this Enrollment Application are available under a self-insured benefit plan provided by my employer. By signing this Enrollment Application, I authorize any person, health care provider, insurance company, third party administrator, other entity that has any medical or non-medical records, to provide such information to my employer, its reinsurer, its stop loss insurance carrier, or to Anthem Blue Cross Blue Shield.  I also authorize Anthem Blue Cross Blue Shield to disclose any medical or non-medical records to my employer, its reinsurer, stop loss carrier, other third party administrator, or any other entity, provided such records are essential to the administration of the benefit plan.  By accepting coverage under my benefit plan, any dependents for which I am making application hereunder or hereafter agree to the terms and conditions of this authorization.  Unless revoked in writing by me at an earlier date, this authorization will remain valid for the entire term of my coverage under my benefit plan. I certify that I have read, or have had read to me, the completed Enrollment Application and that the information provided on this Enrollment Application is true and correct to the best of my knowledge and belief.  I understand that any false statement, non- disclosure or misrepresentation made in this Enrollment Application, without regard to my intent, may result in loss of coverage or denial of claim under the medical benefit plan.  A copy of this authorization is available to me or my representative upon request to Anthem Blue Cross Blue Shield.  A photocopy of this authorization is as valid as the original.

By signing below, I herby authorize City of Hilliard to deduct contributions pertaining to my benefit package on a pre-tax basis.  

	Employee Signature:
	
	Date:
	

	
	
	
	

	SECTION 6: DECLINATION OF COVERAGE (SIGN ONLY IF YOU ARE DECLINING COVERAGE)

	I hereby decline enrollment for my dependents and myself under my employer’s group health plan.

	Employee Signature:
	
	Date:
	

	
	
	
	

	SECTION 7: FOR EMPLOYER’S USE ONLY

	Effective Date:
	Employer’s Initials:
	Comments:



	SECTION 8: FOR ANTHEM BLUE CROSS BLUE SHIELD USE ONLY

	Effective Date:
	Package:
	Range Code:
	Type:

	Pre-Ex:
	Condition Code:
	Date Entered:
	Processor’s Initials:


[image: image2.jpg]



SPOUSAL ELIGIBILITY CERTIFICATION

	Employee Name:
	Social Security Number:


.

	SPOUSAL ELIGIBILITY INFORMATION



	· If your spouse has group health coverage available through his or her employer, your spouse will only be allowed to enroll in the CITY OF HILLIARD Group Health Plan if you agree to pay for that coverage at the spousal surcharge rate ($100/month).

Check the applicable boxes below:

	Is your spouse employed? 






  No Yes        

	*Is your spouse eligible for coverage through his or her employer?* 
  No  Yes     

	Is your spouse enrolled in a health plan through his or her employer?     No Yes     


*If your spouse is ineligible for coverage this his or her employer, please have his or her employer send a letter on letterhead to Julia Baxter, Human Resources Director, stating your spouse’s date of hire and verification of ineligibility of coverage.  The letter can be sent to Director Baxter via fax (614.527.4164) or email (jbaxter@hilliardohio.gov).  The spousal surcharge will be charged unless Director Baxter receives a verification letter from your spouse’s employer.
Should my spouse become eligible for other group coverage at a future date I must contact the CITY OF HILLIARD Group Health Plan within 30 days to notify the plan of such eligibility.  I certify that representation of the information in the form is true and correct to the best of my knowledge. 

	Employee Signature:


	Date Signed:
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