_VANDERBURGH COUNTY . & .. pubscribert

 Effective Date Of Coverage: |- Date Of Employment . | Type of Enrollment: LT
oMo Day. JY¥r.. | Mol Day v () openEnroliment . Ll NewHire . -

| Location ____- -

Mo Day Yr

, , | EFFECTIVE DATE OF CHANGE .
g Addlng_dependent(hst name(s) below) I l ‘ l [ Termination of employee coverage
{3 Marriage . {check reason below)
01 Birth 1 Namechange
(3 Adoption (attach adoption decree) Previous nam 0 Leftemployment
(3 New student {attach current class schedule) . 0 Moved out of area
[} Address change (list new address below) Current name 0 Payroll deduction too high
L COBRA coverage (list name{s) below) ) i {1 Other Insurance
Q Original COBRA effective date [} Deleting dependent(s) {list here with reason): 0O Other reason (list here)
[ conversion (list name(s) below)
O other
Social Security No. Employee's Last Name First Middle Date of Birth
Mo l Day I Yr
Street Address G State Zi
v ® sex [IMale UFemale
E-Mail* Home Phone Wark Phone Marltal Status
Q Single  Q Widowed
*By glving my e-mall address | authorlze WHP to electronically send newsletters and other communication regarding my account via this Internet address. | (0 Marrfed (3 Divorced

CHEALTH PLANG. o
Haveyoubeen| Is dependent Is
Date of Birth Sex | Relationship Primary Care Physiclan treatedby | afullime | dependent
Mo ; Day, ¥r to Employee| Select One for Each Family Member |this physician? |  student? disabled?
15 Yes, attach required verification,
am Q Yes Q Yes 0 Yes
Employee
QF Q No 3 No J No
am 1 Yes 0 Yes 0O Yes
Spouse .
QF Q No 0 No 0 No
oM Q Yes 0 Yes Q Yes
arF QO No 0 No 0 No
0 M Q Yes Q Yes Q Yes
‘ QF 0 No . Q No 0 No
am 0 Yes O Yes Q Yes
QF Q No Q No

Does spouse have medical coverage through employer? {1 Yes [INo

Policyholder's Name Policyholder's Date of Birth Policyholder's Soclal Security | Policyholder's Employer Palicyholder's Work Phone
Mo Day Yr
Insurance Company List Family Members Covered Under This Pollcy Relatlonship To Policyholder

Policy Number

Are you covered under Medicare? [} Yes 1 No Is your spouse covered under Medicare? 0 Yes QNe
if yes, list Medlcare No. If yes, list Medicare No.
Part A Effective Date: Part B Effective Date: Part A Effective Date: Part B Effective Date:

lunderstand that WHP may collec t personal info rmation about me from outside sources, and that b oth personal and privileged information may be collected and
disclosed to outside parties without my authorization as permitted by law. By signing this Enrollment Form, lagr ee toabide by all of the terms, cond itions, rig hts
and resp onsibilitles as d efined in the WHP Memb er Hand book and Agreement.

Employee’s N R R
Signature Date Approval .- ; z Date

Form#2004,APP Welbiorn Health Plans 4 101 SE. Third Street 4 Evansville, Indiana 47708 ¢ (812) 426-6600 White Copy~ WHP  Yellow Copy ~ EMPLOYER  Plnk Copy ~ EMPLOYEE
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