PO Box 80, Buffalo, NY 14240-0080
G SICT U BTAINCIU RIS Enroliment Application/Change Form

This section should be compleled by the Group Benefils Administrator.
This application cannot be processed without this information and a signature.

Please use blue or black ink, print one character per box Subscribar Status:

Group # Subgroup # Class # O aAcive (O Retred () COBRA
Q10T 1ZET]) [ 11 1] [O0101]] e eeonrsntrcost

Employer Name (O  Lef Employ / Retirement (O  Death of Spouse

| SKIDMORE LOLLEGE | O oivorcellegaiSeparaton () Dependent Reached Max Age
Association/Chamber Name (if applicable) O Loss of Student Status O oter |

| | Efective Date (MMDDYY)  COBRA Effecive Dale (MMDDYY)
Group Administrator Signature / Date | l [ [ I ] ’ | I | [ 1 |—‘
\/L | HireRehire Date (MMDDYY)  Retired Effective Date (MMDDYY)

LTI T I TTTT]

2 —Subscriber Plan Section

Pian Number: | [ |8G[ Q] Please indicate copay:  PCP s[]:] speciaist § [ | |
O pPos O PosPus O Dental () HMO () HMOPlus Please choose coveragetype @ Medical O s O F
® PPO0 O Traditonal O Vison (O EPO (O Aqua (O Other Single or Family: O

EENEES

Subscriber, please indicate the reason for this enrollment or change.

3—Reason for Enroliment/Change

O New Hire () COBRA (O Primary Care Physiclan (O RemoweDependent () Loss of Coverage
O Open Enroliment (O Address/Phone Number (O Last Name O Retirement .
(O AddDependent Please indicate reason for adding dependent: () Newbom (O Marriage (O Lossof Coverage

() Adoption (O DomesticPatner () Changein Student Staius

Please complete both sides of this application. The subscriber signature is required in order 1o process the application.

4—Subscriber. Information

T L LI T T CTL L r T
Social Security Number Date of Brth (MMDDYY) Telephone Number (include area code) Gender: O Female
LL - J-LET T OO T T T T O TI-CTT0-CT T © ae
Mailing Address O aApt (O Suite Marital Status ) Single
LI LT DT TTTTTITTITT] CTTTTT] O vmO oneres
City State Zip Code (O Legaly Sepamated
IEESIERINIEENEANgEER O Widowed

ENEEEEESEEEEEREEEEnEEEEEn I RERERE
(O Medicare Eligible Please indicate reason for Medicare eligibilty: () Age65+ (O Disability (O EndStage Renal Disease
Medicare Number (if applicable} Part A Effective Data (MMDDYY) PartB Eﬂa:ﬂwDataMr‘lilYY) {PB‘IDEM’BD&

JNENEREYNS SSRGS NS e T
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4—_Subscriber Information continue

Ijﬂlinargim_rlg Pri!slcian‘sl Las]tNai'nal [ I l | | l I__I |Priin'ary|Carle Priyslcian'sl Fi‘rsll NTB] I | l

L]ni | |ys| | ynuvetiﬁedha!hePCPMlameptwuas:anmvpaﬁent? OvYes O No
Name of Prior Health Care Insurer Do you have additional group health insurance? O Yes O No
IIIIIIIIIIIIIIIIIHIIIIIHHII

Policy Identification Number Poiicy Cancelation Dats (MMDDYY)
IIIIIIIJIHIIIIIHI_HH HEENEE
o—Dependent Information Please provide ail information for each parson to be covered.

lSpil:usallDuTestic Pairine|r's Llasl Tami’ [ l I l i I L] ISpTusTDoTestllc Palnne]rs First Tarni: l JJ ﬁ
Social Security Number Dats of Birth (MMDDYY) O Male Are you enrolling as a Domestic Partner?
L -LE T T LTI T T O romse Oves ONo
HENEENREEESEENEE SNSRI ANEEEEE AN E
O Medicare Eligible Please indicate reason for Medicare eligibilty: (O Age65+ (O Disability (O EndStage Renal Diseasa

Medicare Number (if applicable} Part A Effective Data (MMDDYY) Part B Effective Dale (MMDDYY}  Part D Effective Date (MMDDYY)
(LT LT LI LI T
CLCT T TTTIO T I0 ] LI T T T

Primary Care Physician Number Ara you a current patient, or if not a cument patient, have

LT T T T HER | | you verified that the PCP wil acceptyou asanewpatent? (O Yes (O No
Name of Prior Health Care Insurer Do you have additional group health insurance? O Yes O No
[ll|I|IIIIIHIIIT[IIIHIHIIH

Policy Identification Number Policy Effective MMWDDYY)
NENEEESEEEEEEEEnnaannnnj LTI T
COLT T DT T T T T T T T ﬁ
Social Security Number Dateof Birth (VMDDYY) O Male Is your over-age dependent handicapped? () Yes
LI -CEI-LIT T CTTTTT] O rome o

E-mail Address

EEEN SESRIIRINENIEEANANERAEDANEEERNE

O Medicare Eligible Please indicate reason for Medicare eligibilt: (O Age 65+ (O Disability (O End Stage Renal Disease

Medicare Number (if applicable) Part A Effective Date (MMDDYY)  Part B Effective Date (MMDDYY)  Part D Effeciive Date (MVDDYY)
IIIII]IIIIIIIIII(IIEIIIIIILIIIIII
Is dependent a full-time student? O Yes No If yes, please indicate college/university name:

College/University Name (MVIDDYY)
LIIIIIILINIIIIIIIIIIJIII!IIHIIJH
ANELEFANENN RN IR NN -
Primary Care Physician Number Are you a cument patient, or if not a current patient, have

LI LTI TTTT] youverid ol o PCP il cceptyou ssarewpaten? O Yes O No

Name of Prior Health Care Insurer Do you have additional group health insuranca? (O Yes (O No
INEEEEEEEEEEEEEEEEEEERENEEEEE

Palicy Identification Number Policy Effective Date (MMDDYY) Policy Cancefiafion Date (MMDDYY)
LTI T TTITTTTT] O T T T COTTTT]




Additional Dependents
Enroliment Application/Change Form
s—Dependent Information continued
=1f sravidi | informatlon fo Teta rson to b AR
Subscriber's Last Name Subscniber's First Name M.l

LIllIIIHIIIIIIII||[|ll|l[|llH L]

Social Security Number Date of Bith (MMDDYY)

L I-Chd-cit by it
s
Social Security Number Date of Birth (MVIDDYY) O Male Is your over-age dependent handicapped? (O Yes
LL L -CL LD LT LT LT[ Orems O

E-mail Address

HNEEEENEEEEEEEEEEEEEENEEEEEEEEEEEEN

(O Medicare Eligible Please indicate reason for Medicare eligibility: O Agegs+ (O Disability (O End Stage Renal Disease

Medicare Number (if applicable) Part A Effective Date (VMDDYY)  Part B Effective Date (MMDDYY)  Part D Effective Date (MMDDYY)
IIIIIIIIIII'ILIIIIIIIIHHILIIIIll
Is dependent a full-time student? O Yes (O No If yes, please indicate college/university name:

College/University Name BExpected Graduation Date (MMDDYY)
NEEENEESNNEEENNEENEEENNE | ENNREE
(LTI T CIIIITIITTT]
(TITTTTITTTIT]  seesramrcrwsmmmsesms O Yo O b
Name of Prior Health Care Insurer Do you have additional group health insurance? O Yes (O No

] 5 N 1 10 A 0

Palicy Identification Number Pokcy Effective Date (MMDDYY) Poicy Cancelation Date (MMDDYY)
INEEEEEENEEEEEREEpEEREEEEE EEEEEE
COT T T L T T TIT . O
Social Security Number Dateof BithiVDDYY) (O Male Is your over-age dependent handicapped? () Yes

LLLI-LLT -t TP ]I 0] © reme O Mo

E-mail Address

ANEEENEEEEEEEEEEEEEEEEEENEEEEREEEEN

(O Medicare Eligible Please indicate reason for Medicare eligiblity: (O Age65+ () Disability (O End Stage Renal Disease

Medicare Number (if applicable) Part A Effective Date (VMDDYY) Part B Effective Date (MMDDYY)  Part D Effective Date (MMDDYY)
HNEEEEEEEEEREEEEEEEEEEEREEEEREn
Is dependent a full-time student? O Yes (O No IF yes, please indicate college/university name:

College/Univarsity Name Expected Graduation Date (VMDODYY)
Ly L b BT P e L s B
Primary Care Physician's Last Name Primary Care Physlician’s First Name

Lt G VA LR T TR L T
Primary Care Physician Number Are you a current patient, or if not a cumrent patient, have

[ | l | ] l | | | I | | ] you verified that the PCP wil accept youas anewpatient? () Yes (O No

Name of Prior Health Care Insurer Do you have additional group health insurance? O Yes (O No

LB E ey T L L L ]

Policy Identification Number Poiicy Effective Date (MMDDYY) Policy Cancelation Date (MMDDYY)
LI TP T T T I I COTTTT) COITTT g




5—Dependent Information continued

gldil] HACN PRrso

Dependent's Last Name Dependent's First Name M.I.
ANNEERYENFEEYENEENRSENSE ERENE AN
Social Security Number Dateof Bith (MMDDYY) O Male Is your over-age dependent handicapped? (O Yes

| -CL)-CIE T CITTTTT O e O %o

E-mail Address

HIEEENEEEEEEEEEEENEEEEEEEEAREEREREE

QO Medicare Eligible Please indicate reason for Medicare eligibility: QO Agess+ O Disability (O End Stage Renal Disease

Medicare Number (if applicable) Parl A Effective Date (MMDDYY) Part B Effective Date (MMDDYY)  Part D Effective Date (MMDDYY)
LTIV I T LTIy T T T
Is dependent a full-time student? O Yes O No If yes, please indicate college/university name:

College/University Name Expecied Graduation Date (MMDDYY)
HNEEEEEEEEENEEEEENEEEEEEpEEEEEn
Primary Care Physician’s Last Name Primary Care Physician's First Name
LTI T RS T PT o T4 8y CRITTT L LTTT]
Primary Care Physician Number Are you a cument patient, or if not a current patient, have

L] ] ] | l ] ] ] l [ ] IT you verified that the PCP wil accepl you ss anewpatient? (O Yes (O No
Name of Prior Health Care Insurer Do you have additional group health insurance? O Yes O Ne
HANEEEEEEENNENEEENEEEENEEEENEN

Policy Identification Number Policy Effecive Date (MMDDYY)  Policy Cancelation Date (MMDDYY)

LI T Ty O] CI T

HMO/POS Coverage

If you have had or are going ta have a maslectomy, you may be entitled to certain benefits under the Women's Health and Cancer Rights Act of 1998
(WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined in consultation with the attending
physician and the patient, for:

® All stages of reconstruction of the breast on which the mastectomy was performed;

e Surgery and reconstruction of the other breast to produce a symmetrical appearance;
® Prostheses; and;

e Trealment of physical complications of the mastectomy, including lymphedemas.

These bensfils will be provided subject to the same deductibles and consurance applicable 1o other medical and surgical benefits provided under this
plan.

If you would like more information on WHCRA benefils, call your Plan Administrator.

Traditional Coverage
e If you chose Traditional coverage, your contract may include waiting periods for pre-existing conditions. This means we will not pay for any
sarvice related to conditions for which you received advice, diagnosis or treatment during the six months immediately preceding the effactive date
of coverage. Benefits will become available for services relaled to pre-exisling conditions when your contract has been in effect for eleven {11)
months,

e We will credit the time you were covered under any other creditable coverage toward the wailing periods for a pre-existing condition on this
contract, provided there was no break in coverage greater than 63 days between the {ermination of the previous creditable coverage and the
effective date of your new contract.

6—Disclosure / Signature

Subscriber signature required.

Important: Please read and sign below:
“ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION FOR
INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING
INFORMATION CONCERNING ANY FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH 1S A CRIME, AND SHALL ALSO BE
SUBJECT TO CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

| AUTHORIZE ANY LICENSED DOCTOR, HOSPITAL OR OTHER HEALTH CARE PROVIDER TO PROVIDE MY PLAN WITH ANY INFORMATION REQUESTED

CONCERNING MEDICAL SERVICES | OR MEMBERS OF MY FAMILY HAVE RECEIVED. WHICH THE PLAN DETERMINES IS NECESSARY FOR THE OPERATION
AND REGULATION OF THE PLAN. THIS INFORMATION WILL BE KEPT CONFIDENTIAL.

J Subscriber Signature Date




