
Employee Enrollment Application/
Change Form

For 51+ employee groups

Anthem.

Connecticut

You, the employee, must complete this application. You are solely responsible for its accuracy and completeness.

To avoid the possibility of delay, answer all questions and be sure to sign and date your application.

Please complete electronically or in blue or black ink only.

Employer name

Group no. Suffix Requested effective date (MMDDYYYY)

Section 1: Employee information

Last name First name

Birthdate (MMDDYYYY) Home address

City

Sex Marital status

Male Female Single Married Domestic Partner

Employee email address

Employment status

Full time Part time ☐ Disabled ☐ Retired

Primary Care Physician (PCP) name

M.I. Social Security no.* (required)

County State ZIP code

Primary phone no.

Section 2: Reason for application - Select one

New group (initial enrollment) ☐ Annual open enrollmentNew enrollment

☐ New hire ☐ Rehire- Rehire date:

Hire date (MMDDYYYY) No. of hours worked per week

PCP ID no. Existing patient?
☐ Yes ☐ No

Add dependent (Fill in section 4)

Marriage-Date of marriage:
Birth of child ☐ Adoption ☐ Domestic partner

☐ Court order

Entrance to the military ☐ Discharge from the military
☐ Covered by Medicaid

Voluntary cancellation

| (MMDDYYYY)

(MMDDYYYY)

Loss of eligibility for other coverage — Date previous coverage ended:

Death

COBRA- Select qualifying event
Left employment
Loss of dependent child status ☐ Divorce or legal separation

Qualifying event date:
Other:

☐ (MMDDYYYY)

☐MedicareReduction in hours Death

Covered employee's Medicare entitlement

J(MMDDYYYY)

(MMDDYYYY)
☐Waiver (To decline ALL coverage skip to section 8.)
Qualifying event date:

*Anthem Blue Cross and Blue Shield (Anthem) is required by the Internal Revenue Service to collect this information.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans, Inc. Independent licensees of the Blue Cross and Blue Shield Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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| Social Security no.* (required)

Section 3: Type of coverage

Medical coverage

Large Group 51-100.options

BlueCare HMO Choice Basic

BlueCare Prime HMO HSA (Renewal Only)

Large Group 101+ options

☐ BlueCare HMO
BlueCare HMO Basic

☐Century Preferred PPO
☐Century Preferred PPO Basic

Century Preferred PPO HRA
Century Preferred PPO HRA Deductible First
Century Preferred PPO HSA

Century Preferred PPO
Century Preferred PPO Basic

☐ Century Preferred PPO Choice Basic

Century Preferred PPO Value
Clear Choice Century Preferred EPO

☐ Clear Choice Century Preferred PPO

Guided Advantage Century Preferred EPО
Guided Advantage Century Preferred PPO

Century Preferred EPO HRA
Century Preferred EPO HSA
Century Preferred PPO Value

Clear Choice Century Preferred EPO
Clear Choice Century Preferred PPО

BlueCare HMO Choice Century Preferred PPO Choice
BlueCare HMO Choice Basic

☐BlueCare HMO HSA Century Preferred PPO HRA
☐BlueCare Deductible HMO (Renewal Only) Century Preferred PPO HRA Deductible First Guided Advantage Century Preferred EPО

BlueCare Prime HMO (Renewal Only) Century Preferred PPO HSA Guided Advantage Century Preferred PPО
BlueCare POS Century Preferred PPO Choice HSA
BlueCare POS Basic

Other:
Century Preferred EPO

☐Add HRA Wrap (Administered by Anthem)

Member medical coverage — select one:

☐ Employee only ☐ Employee + Spouse/Domestic Partner Employee + child(ren) Family No coverage

Flexible Spending Account (FSA) coverage - More than one plan may be selected, depending on employer offerings.

Healthcare FSA (excluded if you have an HSA plan)
Limited-Purpose FSA (for dental and vision services)
Dependent Care FSA

Dental coverage

Commuter Parking
Commuter Transit

No FSA coverage at this time

Prime Essential Choice ☐ Prime Consumer Choice ☐ Complete Essential Choice ☐ Complete Consumer Choice

Other:

Member dental coverage - select one:

☐ Employee only☐ Employee + Spouse/Domestic Partner Employee + child(ren) Family No coverage

Vision coverage

Vision

Member vision coverage —select one:

Employee only☐ Employee + Spouse/Domestic Partner Employee + child(ren) Family No coverage

Group Accident, Critical Illness, and Hospital Indemnity Insurance

Group Accident Insurance - Coverage option: ☐ Employee only Employee + SpouseEmployee + Children☐ Family
If more than one Accident plan offered please select: ☐ Low Plan High Plan

Group Critical Illness Insurance — Coverage option: Employee only Employee + Spouse ☐ Employee + Children Family
If more than one Critical Illness plan offered please select: ☐ Low Plan ☐ High Plan

Have you smoked or used tobacco products in the last 12 months? No ☐ Yes, explain product used:

Group Hospital Indemnity Insurance -  Coverage option: Employee onlyEmployee + Spouse Employee + Children ☐ Family
If more than one Hospital Indemnity plan offered please select: ☐ Low Plan High Plan

If any person to be covered by a Critical IlIness or Hospital Indemnity plan is a resident of CA, GA, NY, or CO, please answer the following question:
Will all applicants who reside in CA, GA, NY, or CO, when such coverage is to become effective, be enrolled in comprehensive health benefits from an individual

or group health insurance policy, an employer sponsored health plan, or an HMO that provides essential health benefits? ☐ Yes ☐ No (Please note that if
the response is No, such applicants are not eligible for coverage)

*Anthem is required by the Internal Revenue Service to collect this information. 2 of 6



Social Security no.* (required)

Group Accident, Critical Illness, and Hospital Indemnity Insurance beneficiary designation

Beneficiary
type

Primary
☐ Contingent

Beneficiary
type

Primary
☐ Contingent

Beneficiary
type

Primary
Contingent

Beneficiary
type

Primary
☐ Contingent

Name of beneficiary

Street address

Name of beneficiary

Street address

%

ZIP code

Date of birth

Phone no.

Relationship to applicant Date of birth

Phone no.

Relationship to applicant

ZIP code

Date of birth

Phone no.

Relationship to applicant Date of birth

Percentage Social Security no.* Relationship to applicant

City State

Percentage Social Security no.*

%

City State ZIP code

Percentage Social Security no.*

%

City State

Name of beneficiary Percentage Social Security no.

%

Street address City

Name of beneficiary

Street address

State ZIP code Phone no.

Total percentages must add up to 100%. If the total percentages add up to less than 100%, the remaining percentage will  be paid in equal shares to
all named beneficiaries to total 100%. If the total percentages add up to more than 100%, each named beneficiary's share will  be reduced equally to
total 100%. If no percentages are indicated, the proceeds will be divided equally. If no primary beneficiary survives, the proceeds will be paid to the
contingent beneficiary(ies) listed above. Beneficiaries may be changed by the insured's written notice to his or her employer.

Section 4: Coverage information -— All fields required. Attach a separate sheet if necessary.

Dependent information must be completed for all additional dependents (if any) to be covered under this coverage. An eligible dependent may be your

spouse or domestic partner, your children, or your spouse or domestic partner's children (to the end of the renewal date of the group in which they turn
age 26 unless they qualify as a disabled person). List all dependents beginning with the eldest.
Please read the Genetic Information Non-discrimination Act (GINA) information on page 6 of the application, under Section 6, Terms, Conditions,
and Authorizations, prior to answering the questions in Section 4.

Spouse/Domestic Partner last name First name M.I. Social Security no.* (required)

Sex Disabled Birthdate (MMDDYYYY)
Male Female ☐ Yes No

Relationship to applicant

Spouse ☐ Domestic Partner

PCP name PCP ID no. Existing patient?
☐ Yes ☐ No

Dependent last name First name M.I. Social Security no.* (required)

Sex Disabled Birthdate (MMDDYYYY) Relationship to applicant
Male Female Yes No Biological child of applicant/spouse/domestic partner

Other If other, what is relationship?

PCP name PCP ID no. Existing patient?
☐ Yes ☐ No

Does this dependent have a different address? ☐ Yes No

If yes, please enter:

Dependent last name First name M.I. Social Security no.* (required)

Sex Disabled Birthdate (MMDDYYYY) Relationship to applicant

Male Female ☐ Yes ☐ No
Other
Biological child of applicant/spouse/domestic partner

f other, what is relationship?

PCP name PCP ID no. Existing patient?
☐ Yes ☐ No

Does this dependent have a different address? ☐ Yes No

If yes, please enter:

*Anthem is required by the Internal Revenue Service to collect this information. 3 of 6












