Date:

Employee ID:

Employee Home Address:

CAESAR RODNEY
SCHOOL DISTRICT

Employee Name:

Employee DOB: /

Employee Phone Number:

Medical Insurance Application: [INew Coverage [IChange Coverage [ITerminate Coverage [IWaive Coverage
Reason for Adding/Dropping Enrolled Member (including Spouse) [1Marriage [IBirth [JAdoption [J Divorce
[JOther/Explain in comment

Medical Plan Selected Employee Only Employee Employee & Family

& Spouse Children

Aetna HMO

Aetna CDH Gold

Highmark Delaware Comprehensive PPO

Highmark Delaware First State Basic

Waive -(I do not desire medical coverage)
Dependent Information:

Last Name First Name MI SSN DOB Relationship M/F | Physician Name/ID# (HMO Only)




Spouse or Dependent Covered Elsewhere Oy CIN If so, coverage information
Is Spouse a State of Delaware Employee oy CIN

E. TERMS OF AGREEMENT:

| understand that: 1) Rights to service are subject to acceptance of this application and to the terms and conditions specified in the present contract and any future contract
between my employer, association and Highmark Delaware or Aetna. 2) | certify that all representations and information supplied by me are true. My coverage shall be void
if any or part of this application is false or incomplete. 3) | authorize my employer, as my agent, if applicable to collect the premiums by payroll deduction or otherwise, for
remittance to Highmark Delaware or Aetna, with the understanding that payment will not be complete until actually received. 4) I, on behalf of myself and my covered
dependents, authorize any physician, hospital or any other health care provider to release information available to them concerning any diagnosis, treatment or other health
care services they render to me or my covered dependents its designee for purposes reasonably related to this contract. 5) |, on behalf of myself and my covered dependents,
authorize Highmark Delaware or Aetna to release appropriate demographic information, diagnostic and medical conditions to other persons, entities or organizations for
audits, claims processing, coordination of benefits, disease management programs, member satisfaction surveys, other party liability, utilization review, case management,
quality improvement and assurance and other reasonably related purposes for the administration of this contract or as required by law. This is a binding election.

| ELECT to participate in the State Health Insurance and agree to the above terms. I REFUSE to participate in the State Health Insurance.

X X




	Date: 
	Employee Name: 
	Employee ID: 
	undefined: 
	undefined_2: 
	Employee Phone Number: 
	Employee Home Address: 
	New Coverage: Off
	Change Coverage: Off
	Terminate Coverage: Off
	Waive Coverage: Off
	Reason for AddingDropping Enrolled Member including Spouse: Off
	Marriage: Off
	Birth: Off
	Adoption: Off
	Divorce: Off
	OtherExplain in comment: 
	Medical Plan Selected: 
	Employee OnlyAetna HMO: 
	Employee  SpouseAetna HMO: 
	Employee  ChildrenAetna HMO: 
	FamilyAetna HMO: 
	Employee OnlyAetna CDH Gold: 
	Employee  SpouseAetna CDH Gold: 
	Employee  ChildrenAetna CDH Gold: 
	FamilyAetna CDH Gold: 
	Employee OnlyHighmark Delaware Comprehensive PPO: 
	Employee  SpouseHighmark Delaware Comprehensive PPO: 
	Employee  ChildrenHighmark Delaware Comprehensive PPO: 
	FamilyHighmark Delaware Comprehensive PPO: 
	Employee OnlyHighmark Delaware First State Basic: 
	Employee  SpouseHighmark Delaware First State Basic: 
	Employee  ChildrenHighmark Delaware First State Basic: 
	FamilyHighmark Delaware First State Basic: 
	Employee OnlyWaive I do not desire medical coverage: 
	Employee  SpouseWaive I do not desire medical coverage: 
	Employee  ChildrenWaive I do not desire medical coverage: 
	FamilyWaive I do not desire medical coverage: 
	Last NameRow1: 
	First NameRow1: 
	MIRow1: 
	SSNRow1: 
	DOBRow1: 
	RelationshipRow1: 
	MFRow1: 
	Physician NameID HMO OnlyRow1: 
	Last NameRow2: 
	First NameRow2: 
	MIRow2: 
	SSNRow2: 
	DOBRow2: 
	RelationshipRow2: 
	MFRow2: 
	Physician NameID HMO OnlyRow2: 
	Last NameRow3: 
	First NameRow3: 
	MIRow3: 
	SSNRow3: 
	DOBRow3: 
	RelationshipRow3: 
	MFRow3: 
	Physician NameID HMO OnlyRow3: 
	Last NameRow4: 
	First NameRow4: 
	MIRow4: 
	SSNRow4: 
	DOBRow4: 
	RelationshipRow4: 
	MFRow4: 
	Physician NameID HMO OnlyRow4: 
	If so coverage information: 
	Y: Off
	Y_2: Off
	N: Off
	N_2: Off
	X: 
	X_2: 


