Please Read the Instructions
Before Filling Out This Form.

Please TYPE OR PRINT CLEARLY using blue

Enrollment and Change Form

Please mail to: 20O, Box 986001

(]

.
or black ink to aveid coverage delay or type in information MASSACHU %% TTs Boston, MA 02298 or fax to 1.017.2406-7531

fedical lnap.—']—*'ransferig 0

Clompany Current Medical Group #:

Name  $MHG - Town of Norton

Current BGBS 1D #, Ifany | Requested Effective Dare Date of Hire Current Deacal Group #: Dental Group # Transferring To
MM D0 YYYY MM [&]8) ¥VVY

Type of Transaction Remarks: (ie., qualitying event for a new

FEADD O CANGE add, change to family or other instruction)

T CHANGE Three digit D EI D O3 Open Enrollment [ Change to Family |7 Loss of Coverage (LITPAA Continuation of Coverage Letter required)
[TTRANSFEER  termination code

1 New Hire 09 Add 8pouse
9 Add Dependent O Other:

FICOBRA

B
1 Access Blue O Blue Medicare Rx (Parc D) T TIMO, Blue New Engfand (I Network Blue | Membership Type Membership 'Type

produces? 1 Blue Cholee £ Dental Blue (O Managed Blue for Seniors  CJPPO {Medical) {Dental)

1 Blue Choice New England £ HMO Blus O Medex {Group) O Saver Blue O Individual T Family |03 Individual O Family
[iirst MLL Last Sex Date of Birth
Name Namg
Street Address/ Apr. # City/ State Zip Code
PO, Box # Town
Home Cell Hmail
Phone  ( )] Phone )

Social Security # Other Tnsurance?® | Other Insurance Company Name Member Identification Number
(REQUIRED)! YO/NO

PGP 1D # Nume of City / State 15 this your current PCP?

(see insteuctions) PCP YO/ NO
Are you covered | Part A Biectve Tate Part B Effective Date Part [ Effective Date Medicare # M 65+ CFDisabled T KSR
by Medicare?* If Retired, ‘
YO /NDO DY YYYY [ MM [B3p] YYYY | VM DD vyyy | Actively Working? Y/ N[ | Duate
empel Please Cheels One: [ Spouse [0 Domestic Partner 0 Divorced Spouse (court ordered) | Plan Type: 8 Medical (J Dental
Firse ML Last Sex Drate of Birth
Name Name
B Social Security # Phone Other Insurance?' | Other Insurance Company Name | Member Identification Number
(REQUIRED) { ) YO/NO
PCP D # Name of City f State | 1Ls this your current PCP?
H (sce instructions) pCP Y3/ NO
Are you covered [ Part A Bffective Date Part T3 Effective Date Part ID I ffective Date Medicare # 365+ [ Disabled O ESRD
by Medicare? If Retired,
VL) /ND MM o YYYY | MM DD YYEY MM D yvyy |Actively Working? YL/ N O | Date
4. Your Eligible Dependents (Member 3, & and 8). -0 vools DIt e e e S e T :
[Dependent’s irst Name MLL Laast Sex Date of Birth
3. Name
Soclal Security # PCPID # (sce Nuame of
{(REQUIRED)! instructions) BCP
Is this your current PCP? YO / NCI | Full-time student and aged 19 or ofder 3 Disabled and aged 26 or older () |Plem Type: O Medical 0 Dental
Dependent’s First Name MLIL | Last Sex Date of Birth
4.} Name
Sociul Security # 7 PCP LD # (sec Name of
(REQUIRED:! instructions} PCP
Is this your current PCP? YO / NO IFulI-timc student and aged {9 oralder T} Disabled and aged 26 or older 0 “’lan Type: OMedical 0 Dental
| Dependent’s First Name M.L Last : Sex Date of Birth
5.) Name
Social Security # PCOPITY £ (sec | Name of
(REQUIREDY instructions} PCP

Is this your currenc PCP? YOI / N Full-time student and aged 19 orolder (3 Disabled and aged 26 or older [ ‘ Plan Type: (O Medical 0 Dental

Please checls if you are using separate forms for additional dependent children 7]

5, Personal Savings Agcount: - A ‘ b, B e
. s Ao Start Date End Date PSA Gol /
[ JHSA: Health Savings Account e Luge Fnd Date %ec}\lr&&&h{\;?ﬁlut%f

Totul # of dependents:

Pleuse -
ﬁlmﬁt;.): 3

LIFSA: Health Flexible Spending Account Start Date End Date Health: $

are: §

. 1) 0 T n o1 e Y £ 5 ™
L1FSA: Dependent Care Reimbursement Account | Start Date End Date Dependent G
6. Signature: (Employer & Fmployee} Tl o min DipT iR 3 i
The information here is complete and crue. [understand that Blue Cross and Blue Shield will rely on this information to enroll me and my dependents or to make changes to my
membership. [ undeestand that T should read the subseriber certificate ot benefit booklet provided by my employer i understand my benefits and any restrictions that apply o my
healeh care plan, T understand thar Blue Cross and Blue Shisld may ebtain persomal and medical information about me to carry out its business, and that it may use znd disclnse that
information in accordance with law Tacknowledge that I'may obtain further information about the collection, nse, and disclosure of my information in *Our Commitment to
Confidentiality,” Blue Cross and Blue Shicld’s notice of privacy practices.

Employee’s S{gnature [Jate Employer’s Signacure Date

L REQUIRELY: Under the Affordable Care Acr, we are required w colleer the Social Security number for you and any dependent enrolling in your plan.
Hlus Cross Blue Shield of Massachusatts is an Indepandent Licanae of (ha Blue Cioss and Blue Shield Aasociallon.



