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Regues ted Effective Date k,b)"d t"

Group Number

tr PPO Medical J HSA BluesM PPO

3

-J PPO Dental

I Dental Blue Connect

Please complets each section oI this application in ink.

Applicant lnlormation (Employee)

Dependent lnformation rn.crphr. w.L., ro.Dr

SELF
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For lvlanag.d car€ PIan5 Only
N,m o{ P.tu,y C.6 PhF.i CCA o. rcP lD Nurh., lFd rh. hEi.n b.tu,it he.l, y@ n@ Ehn .

D.p.dot3 nI.l,6', 4 i', h!,

For Managod Care Plans Only
N.ft oI Pin.,, Ce PiiyEim lPC4 d rcP lo Nmhs (Fd rh. hish-r b.n.fn Le.l d od 
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For Managsd Care Plan3 Only
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For Manag€d C.re Plens Only
Nac ot hd,y c& Pir{s (rcD d rcP o i&h* (Fd rh.6i9i6t 56.€rn L"l, ,o E@ 3!al r PCPI

Type oI Enrollment Change Request

J s5[. lpdh .nd d.F&nE J s.il, lFuE .nd d.pdi.dr

PLr. lndiar. E.$n ior .bng. l. omnt ..Ellm.nt b.loe:

J lnvolunbry 16 ol grdp 6v€.a9. J M.ftiage r &nn J Adoptio

J Coud order (.opyol.ounode' equ'Ed

O.re dent c.utrsd

OVER -

3mo E. Pine Ave. . Meidian. ldaho 83642 ' 208'345{550
lvlailing Add.ess: P.O- Box 7408 . BoGe, ID 837071408

G ,ors by 3/r cl6 or rd.6o, $ 'nd.Ps&or 
rio- o/ ih. t,s. cDs ,id 3lu. 56k'd Asoouo

Plea3e read tho rcveEe sido ..d 5i9n and d.t. this aPPli6tion
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Health Stateoent (Conpl.t. thi. h..lrh i.t.n.nl ii yo!.pply lo,.ov.r.q. tor you'i.ll or. l.miry m.mb.. .ft.r t6. o.ioi..t .riqibirkv D.riod.)

1. Have you orany f.mily member lisred on ihis.pplication d6r been.dvisd to have any su,gical op€,ationG) that you or.ny family rembe. have not yer

El Y6s o No

2 Oo you or ahr Lmily m€mbe,l.sled on thB appl'cat,on 3uffe, hom any ch,onic o, ecuring 6ilm6Fts. 
'llnes$s 

or orhord.p.nu€s troh good h€.hn.
isgadless of wr'6the. . prys'cian or oth€'he.lth ore p,olelrional h.s been c@iuh6d?
AY6 ONo

3 D!.ihg the past 1 2 ho.ths, have yo! o. .ny f.mily member lirted on tfiis appli..tion Beived . pcsnption for medicati@ from a physician or r.ken .ny
p€s.iH medi@tion?
O Yes a No

4. Ate you orany family nember listed o. thir app @no. now pregn.nt?
J Yes -l No ll p,egn.nr, $tar is rhe anriclpared delivery date?

5. H.veyou or any fihily nember listed on rhis.pplication eve, b€en r€fuFd or is$ed cstricted h.afth insurane cov6rage?

6. Bav6 you ora.y family mehber listed on lhis.pplication b66h hospitalized d!.ing lhe last 5 ye6/s?
O Yes ONo

7. Within the pan o ye.6, have you or .ny member of your f.maly b€e. teated for back4oinr disod.r?
U Y€5 tl No

8 Have you or an! Iam,ly membe, l,5ted on thir appliGtion ever had, been told he or she h.d, be€n coun*led or troat€d fd any of the followins:
.lohoydtug use or.bu*. c.ner, ha.( problem./disotde., di.betes, digenive diso.der immun€ dhoder, r€naukidney dis6.se, n@kes, nental
o..edous dirodeB or Erpkatory diedeB?
u Y6s ONo

l, yo! che<ted YES to any glestron above, please provide det.ib below lple$e us€ e ta pape. n necessary)

Nrh€ of D6ers., Sy,pron

lnclude Type at te.tmenr

L Has any p€rcn [sted on this applica{on used a tobacco p,oduct on.verage fou, or moE tims a w.?k wiihin no longerthan llle past sil mon6s (anyone age
18 or older)? JNo UY€s lfyes,li$ nahes below:

Current/Prior Coverage (Fo. coordin.rion ol B.n.t,rr, pl€.s€ .ompr€t. th. s€<tion b.low. u3..rt.. p.p.r il n.cess.ry).

Do you o. any of yoll Iamily membe6 have olher medical .ndlor dental <ove6g€? f Yes f No

Coo.d aating your benerts could cduce the amount you owe a pDvider. For proper coodination of ben?lits please complete the *ction b6low. ll @ve.age
is prcrided fora dependent lrcm a p.evous h.riage or relationship, plea*.nach. copy ofthe coud documentati@ that sho6 who ii r.3ponsible for$e
d6p6nden(s)'hedhn c.rc coverag€ so th.l th€ canie.6n determine whose covetage i! primary.l.ls€ sxlla paper itnecassary

Onv Cadiet tnldn.ti@-
C.ftt N.n., Poli<y Nnbet, Na@t al Cov.ed MnbeR:

SerIr.d Oependen(s)

3ooo E. Pine Ave. . Mendian. ld.ho 83642 . 20&345-4550

Mailing Addrcss: PO- Box 7408. Boi*, lO 837071404

a nB by Btw cd ot td$o n nt l'hd.nr I'od ott|]. are cl6 d A,-
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Disability lnformation
A€ you s a.y ol your dep.n&nc curently de$ed? -r YES J NO

Nane bl Disdbtcd Pctson Physi.irn! Phone N!,bci

Statement of Understandinq
By signi.g tiis applicalion, I rcprcsent thar .ll my an5we6 arc complete and
a@r.te, and thar I undeBrand and egrce to the lollowrng conditions:

.lag€e to abide by all of the tems and condilions oflhe Plan.

. No independenl prcducer, agent or employee ol Blue C@ss of idaho,
or of my employer can change any part oI this appllcation orwaive the
requlement that I answer allquestions completely .nd .ccu6lely,

. Plan Administlator m.y, a! its discretion, cquesi slpplemental infamaion
kom me, any f:mrly member lsted on this applcation or..y health c.re

. Plan AdhinEtrato' mdy termi.ate or e*l.d .n employe/ group coverage
lor any rntentror:lmrsrepreEntation omlsi@ ol ract by, coocerninq. or on
behalf of any applic.nt by the employe' that wa! o! would have been
materialto rhe ..cept.n.e of a risk. eiension ol coverage, provisio. of
benelits or payment ol any claim.

.lI this application is.pprored, cove,age for mysell.nd any eligible lamily
membets ramed on lh s rpplic.tion will begin on the date asslgned by Plan

.lactnowledge and undetstand my health plan may.equest ordisclo*
health inaomat,on 6bout me or my dependehts {p€rsons who arc listed
Io. bene{its coveage on the enrcllment fo.m)lrom I'he to time for the
purpose ol l.oltaing health crle tealment, paymenr or for the puryose
oI burne$ ope,ations nsess.ry ro administer herlth ca,e benerts:oras
requiEd t'y law. For moe inlormation .bou rlch use. and dl*losurcs,
including uses rnd d,sclosures ieqlircd by law, please €I€r ro the Blue
Cross of ldaho Notlce oI Privacy Pract.es Ihat is ava lable at bodrho.com.

. My employe/s smmary plan descriplion is the documenr that *rs
,od ali te'ms ol my cove.age. ,nd no ,ndependent poducer, lg€nt or
other percn ca. change the rchi olthe haste.g@up policy,:ny oI
ts ame^dments, or this application, €xced with an amendment issled
erpclsly forthat purposo and signod by an authorked offi.6r of Plan

.l.groe that a facsihile orphotocopy o{ my sgnatu.e willsetu. tho sam6.s

.l.tfirm thrl I h.v. reviewod .ll .nrw6 giv.n o. thi!.pplicrtion
.trd, ..9..d1*3 ol wherhor .6 lnd.p€ndent produer o. oth.r p.Eon
h.! rilkd out the .n*eB for m!. I ven, th.t th€ an eE .@
tru. .nd <omplct..

3000 E. Piie Ave. . Meidian, Idaho 8364? . 208-3454550
M.iling rddrcss: CO. 8ox 7rlo8. 8oiie, lD 83707-1408
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