MEMBER APPLICATION AND CHANGE FORM

Please print :m.? or type. E 0

Select One: HMO "] EAPOS PPO o )

Your employer must offer the plan selected | H(HFE\H H MVH%VZ Hear111 BENEFITS

Please Check All That Apply:

> Application for Membership | Change of Coverage: 2 Change of Status: PPO only select one: A Nafienal (NPPN)

) Anoual Enrollment ) Add Dependent(s) O Drop Dependent(s) O Change Address OO Change Name OY UPMC Health Benefits 23 Out-of-Area (Obio-Superhled)

) Mew Hire O Birth ) Marriage D Other OO COBRA ) &eleet / Change PCP 3 Preferred Healtheare System (PIS) Y Out-of-Area: WV (SelectNety

) COBRA Date of Qualifving Event / / Former Name () Vantage Y Out-af-Avea: Other (MultiPlan et al)

Group #
Employee Information
Employer / Company Name

Division # Effective Date:

Date of Employment

Mo/Day/Year / /
O Mr. O Mrs, O Ms, O Dre | Last First Middle Inifial Social Security #
Home Address / Apt. No. City State Zip

Home Telephone  ( ) Work Telephone  ( )

Dependent’s Address (If different) . ,, . - o . L
Home Address / Apt. No. City State Zip
Telephone  ( )
_ Type of Coverage (check one) O Emplovee Only > Empleyee and Spouse < Emplovee and Child 3y Employvee and Children O Family
Covered Family Membors (Please use the Provider Directory to select a PCP for yourself and each of vour covered dependents. Women also may select an OB/GYIN:
Name {(First, ML, Last) S5H# Birth date Dependent Mame of PCP Practice # :,M._“.,Mw_: Name of OB/GYN Practice #
o/Dav/yr 19 ar older* Paticut
FIS D Not Need of Area Coverage
Self / /
Spouse / /
Dependent / /
Dependent / / i
Dependent / / )
Dependent ; D / / ) )

* Dependent Codes: TS - Full Time Students, b - Disabled (1f dependent is a FTS or disabled. proof of states must be attached)
If vou or any family members ave covered by another group health pregram, please complete below: (attach separate sheets if necessary)

NameofMember | Name of Other Group Health Program Insurance

Policy #

Subjeet to revocation by me by written notice 1o my emplover, T authorize the vequived deduction (if anyy of applicable contributions from my wages. 1 have read and agree with the terms as stated on this application. By aceeptance of coverage and upon
signing this application for %o long ¢ am enrotled in UPMC Health Plhaw/UPMC Health Benefits, | anthorize, on the behall of mysell and my cligible dependents and spouse iCany, all of ms/our healtheare providers to release to UPSIC Health Plaw/
UPMC Health Benefits, or its amthorized agents all infermation velated to my/ony medical history and treatroent, including mentul health, substance abuse treatment/conditions and AIDS-rolated information, it any., for all lawful purposes velating (o the
administration of oy health henefits, including determining or reviewing coverage claims, c.:__:., assurance, chinical resource management and utilization review for services that Yae regoest ar receive. | further authorize UPMC Tlealth Plan/

UPMC Health Beuefits 1o release such information to bealth care providers and entities for such purposes, My right to revoeke this consent in writing at any time will not apply fo the extent that VPMO Health Plasv UPMO Health Benefits or any othoer
provider alreads has acted in relisnec on this statement,

Ansy persen whe koowingly and with infond to defraud any insurance company or other person files an application for insurance or statement of claim containing amy materially fabse information or conceals for the purpose of misteading, information conecrning
any fact materiat thereto commits a feaudulent insurance act, which iy a crine and subjects such person to criminal and civil penaltics.

TUNDERSTAND THAT PROVIDING FALSE INFORMATION OR OMISSION OF RELEVANT INFORMATION INTHIS APPLICATION MAY RESULT IN THE DENIAL OF CLAINVKS) OR CANCELLATION OF COVERAGE.
% Mo/Day/Yr / ; *. Me/Day/Yy / /

Signature of Employee Dare Signed Authorization - Employer mmusm:_g , . | Date wasz_

UPME Heatth Plan administers beaefit plans underwritten by UPMC Health Beoefils, Inc. This managed care plan may not cover alf your health care ax__mzmmm. Read your contract carefully to determine E_:os :3:: care services are covered,
UPMC Health Plan RMember Services 1-888-876-2756. UPMC Heatlth Benefits Member Services 1-877-381-3764.

White /Pink ~ UPMC Health Plaw/UPVIC Health Benefits Yellow - Emplaver Goobl - Member
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