City of Redmond For HMA Use Only

EMPLOYEE HEALTH CARE ENROLLMENT AND CHANGE FORM In ?ysé‘i/";
Group Number: 4040 0
P Elig. Rep. Initials

O Change in Enroliment Status O New Enrollee (Employee) 0O Plan Change O Name Change 0O Address Change

O Drop Spouse/Domestic Partner/Dependent Reason: Spouse/Domestic Partner/Dependent Coverage End Date:
O Add Spouse/ Domestic Partner/Dependent Reason: Spouse/Domestic Partner/Dependent Effective Date:
If Adding Spouse or Domestic Partner, Date of Marriage or Registration: Effective Date of Change:

(If adding dependent(s) due to adoption, court order, or legal guardianship, you must provide legal documentation. You may be required to provide a copy
of your marriage certificate or Washington Certificate of State Registered Partnership.)

[0 Rehire Date: [ Leave of Absence [ Date returned from LOA:

EMPLOYEE INFORMATION:

Soc. Sec. # Date of Birth / / Sex: OMOF Telephone Number ( )
Participant Last Name First Name M.I.
Mailing Address City State Zip Code

> Indicate Plan Selection and Enrollment Status. YOu MUST ENROLL YOURSELF IN ORDER TO COVER ANY DEPENDENTS:

Red-Med - MEDICAL Red-Med - DENTAL & VISION Group Health

O Myself O Myself O Myself

O Spouse or Domestic Partner O Spouse or Domestic Partner O Spouse or Domestic Partner
O Child(ren) O Child(ren) O Child(ren)

» LIST BELOW ALL DEPENDENTS YOU WISH TO COVER (SPOUSE/DOMESTIC PARTNER/CHILDREN UP TO AGE 26):

Sex, date of birth, and social security number required Relationship:
SP=Spouse
EC=Employee’s Children
DP=Domestic Partner
First Name M.1. Last Name Sex Date of Birth DPC=DP Children Social Security #

If dropping spouse/domestic partner/dependents please list name(s):

Name: Term date: Reason:
Name: Term date: Reason:
Name: Term date: Reason:

Prior Insurance Coverage Information (for new enrollments and adding spouse) |

Have you (or spouse or domestic partner) had coverage prior to enrollment in this plan? O Yes O No
If yes, attach a copy of any Certificate(s) of Creditable Coverage.

Type of coverage: O Medical O Dental O Vision O Other

List yourself and any family member(s) listed above who were covered on your previous insurance plan. If effective or termination date for any family

member is different than the employee’s, attach a Certificate of Creditable Coverage for that individual.

Disabled Dependent Eligibility/ |

List child who is developmentally disabled or physically handicapped who is over age 25:

Name: Medical documentation must be submitted within 31 days of the effective date of coverage.




This section MUST be completed in order for vour enrollment to be processed.

Coordination of Benefits Information |

Currently do you, your spouse/domestic partner or any dependent children have coverage through another insurance plan? 0 YES Q NO
If no, please sign and date form below. If yes, please complete the following, then sign and date form:

EMPLOYEE MARITAL STATUS: QO SINGLE O MARRIED QWIDOWED 0O LEGALLY SEPARATED U DIVORCED
o DOMESTIC PARTNER (NAME OF SPOUSE/DOMESTIC PARTNER)

IF DIVORCED, IS THERE A COURT ORDER FOR PROVISION OF THE CHILD? O YES U NO/IF YES, PLEASE ATTACH A COPY OF THE COURT DECREE. PER THE
COURT DECREE:

WHO HAS CUSTODY OF THE CHILD? WHO NEEDS TO PROVIDE INSURANCE FOR THE CHILD?

PLEASE LIST THE FULL NAME OF THE CHILD(REN)

PLEASE LIST BOTH THE NATURAL PARENTS NAME AND DATE OF BIRTH: NATURAL FATHER / DATE OF BIRTH

NATURAL MOTHER / DATE OF BIRTH

List all family member(s), including yourself, who are included on this enroliment form and are currently covered through another plan:

Name of covered members: Type of Coverage: Type of Policy: Effective date Carrier Name:
(M)edical (D)ental (G)roup of coverage:
(V)ision (I)ndividual
/ /
/ /
/ /
/ /

Provide the following information on the carriers listed above:

Carrier Name: Policy/Group Number:

Street Address: City: State Zip

Carrier phone #:

Subscriber's Name: Social Security Number: Date of birth:

Employer's Name and Address (if group coverage)

Carrier Name: Policy/Group Number:

Street Address: City: State Zip

Carrier phone #:

Subscriber's Name: Social Security Number: Date of birth:

Employer's Name and Address (if group coverage)

IS EMPLOYEE or SPOUSE/DOMESTIC PARTNER COVERED UNDER THIS MEDICAL PLAN ELIGIBLE FOR MEDICARE BENEFITS? QO YES U NO
IF YES, ENTER DATE OF ELIGIBILITY FOR MEDICARE PART A DATE OF ELIGIIBILITY FOR MEDICARE PART B

SOCIAL SECURITY NO.

| certify that the above listed information is correct and that | am enrolling only eligible dependents as defined in the Plan Document. | understand that all
entitlements to benefits are void, and coverage may be canceled or modified retroactively to its effective date, if | have made intentionally false or
misleading statements or answers on behalf of myself or any family members. | authorize any person or institution providing care or services, or any
organization in possession of insurance benefit information to release any and all information pertaining to the care or benefits provided to me or my
dependents to Healthcare Management Administrators or its designated agent.

Employee’s Signature Date Signed / /

EMPLOYER SECTION I

Group Number _ 4040 Location Number Job Title
Date Hired: / / Coverage Effective Date: / / Effective Date of Change: / /
Late Enrollment: O Yes O No Special Enroliment: O Yes O No (If yes, attach waiver of health coverage)

Certified by: Today's Date: / /




