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ENROLLMENT APPLICATION

calt

Have you been hired within 12 months of previous

DEPENDENT ._, List dependents to be included,

for Teachers and State Emp[o;}ees State employment termination? D Yes D No
www.shpnc.org [_| DECLINE COVERAGE
PLEASE TYPE OR PRINT CLEARLY IN BLUE OR BLACK INK ¢ DO NOT WRITE IN SHADED AREAS
1 SOCAL SECURITY NUMBER _ EMPLOYEE LAST-NAME FIRST NAME T INITIAL
5 MAILING ADDRESS: BOX/STREET/ROUTE NUMBER - - Iy, T STATE 7IF CODE
3 TELEPHONE (HOME) : TELEFHONE (WORK} BIRTHDATE MONTH DAY YEAR |GENDER I:l MALE
_/ /_ [ remale
4 |Type of Coverage Requested. [ ] Employee Only  [] Empioyee/Spouse - [} Employee/Childiren) [ ] Employee/Family
5 |Pian Selection [ ]70/30Basic  [] 80/20 Standard

m%ggﬁi%or“ —b- List below .yourseif and am other persons-to be covered whe are eligible for Part A and/or Part B of Medicare,

- INFORMATION Complete Certification of Dependent Eligibility Form for foster chileren. . .
; ! P g P glotiity 4 . .
S NAME - SOCIAL SECURITY . . . COMPLETE [~ TE0E: waihG
(FIRST, MIDDLE INITIAL, LAST) T NUMBER | BIRTHDATE  |GENDER! . CHILD IS MY O Ve aC ElGlate? | PEOD
SPQUSE : MONTH . DAY YEAR : Jves
; oo Tres 17 12)
/ / B g [Tno i
5 CHILD 1 MONTH DAY YEAR | e | wruma, - Dlroster Dﬂfﬁfﬂ» s
/ / {-remae| Tlavorred C3ster  [Juaoicseres| [no
; CHIG 2 : _ MONTH DAY VEAR |0 | imaromas, [ rosrer |13 ey | !T—n]ﬁ\ﬁ i
L/ [T remaie | Tavortep [Istee | Juammcerren} o
0 CHILD 3 o MONTH "DAY  YEAR I Tyae |Clnaurar (] rosten |1 STUgENT fmge:';?g o
L [ [CIremace|] acoeten [ster [ ranzcaseen| [
IF FULL-TIME STUDENT, LIST ’
10 | DEPENDENT'S NAME AND

ACCREDITED INSTITUTION

EFFECTIVE DATE ENRGLLED

WMEGICARE CLAIM NUMBER ENTITLED DUE TO:
S E PART A (M/DD/YY)

Flage [Josasiumy

PART B-(MM/DDATY]

] []ReNAL Disease
NAME o " |MEDICARE CLAIM NUMBER ENTITLED DUE TO: EFFECTIVE DATE ENROLLED
12 - _ : - [Face [disasiiry | PARTA MMIDDAYY | PART B (MM/DDA)
‘ : _ : [TRENAL DISEASE
OTHER éROUP A BOX MUST BE SELECTED IN ORDER FOR YOUR APPLICATION TO BE PROCESSED. |:| No
13 HEALTH COVERAGE > Complete the Prior Coverage/Other Coverage Information Form if yeu ar your dependents have other group '

health coverage in effect, or if you or your dependents had other coverage that ended within the past 63 days. [J¥es
COMMENTS i : I i

that

iz

| hereby elect coverage under the plan.option listed above for myself and eligible family dependents listod on the form above, and | agree

[ hereby authorize my employer to deduct fram rmy-earnings any deduction for the coverage elected ahove.

1 authorize any licensed physician, medical practitioner, hospital, dlinic, or. other medically-refated facifity, insurance company, or other,
organization of institution that has any records or knowledge of the health of any covered member of my family to ekichange such-
information with the State Health Plan. :

‘Employee's : Date / / Desired effective /

EE AUTHORIZATIO

i) L

all information provided is.correct. 1 -further agree that we shall abide by the provision: of the Agreement for the selected plan aption.

Signature Signed.

o1/

date of coverage

C92, 5710

) | REALTH

e s Blue Cross and Blus Shield of North Carslina, the horth Carclina State Health Plan and Narth Carolina HealthSmar are not affiliated.
Blui?gll ():;glue?.hleld Blue Cross and Blue Shield of North Carofina is an independent licensee of the Blua Crose and Blue Shiald Association. md”‘t
Li) (11§ arofna

PINK CCPY should be retained by the employee and used as a temporary ID card Submit WHITE and YELLOW COPY to employing unit
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