[image: image1.jpg]GROUP APPLICATION/CHANGE FORM

.-- PLANTYPE: o HMO o PLUS o PPO o OTHER
I. FOR OFFICE USE ONLY
He ] th 3 ]] . Ce CLINIC NO. (if applicable) GROUP NO. SUBSCRIBER NO. DENIAL DATE
Medlcal Plans SUB GROUP # PLAN CODE EFFECTIVE DATE APPROVAL DATE
102 East Main Street
Urbana, Illinois 61801-2744 « 217-337-8100 FOR EMPLOYER USE ONLY
REASON FOR INITIAL ENROLLMENT LATE ENROLLMENT (Applicant may be subject OPEN ENROLLMENT CONTRACT CHANGE
SUBMITTING APPLICATION: SUBSCRIBER/DEPENDENT CHANGE to 18 months of pre-existing condition limitation) (Applicant may be subject to 18 months (See Below)
(Attach Certificate of Creditable (See Below) LOSS OF JOB/LOSS OF COVERAGE of pre-existing condition limitation) TRANSFER
Coverage if applicable) NEW HIRE (Attach Group Medical eligibility form) SPECIAL ENROLLMENT (From another location)
SUBSCRIBER/DEPENDENT CHANGE CONTRACT CHANGE
ADD DEPENDENT NAME CHANGE: ELECT CONTINUATION (COBRA) CANCEL CONTRACT DECEASED
DELETE DEPENDENT FORMER NAME 18mo. 29mo. 36mo. LEFT EMPLOYMENT SWITCHED HEALTH PLANS
MARITAL STATUS CHANGE ADDRESS CHANGE SPOUSAL CONTINUATION COVERAGE MOVED OTHER
MARRIED DIVORCED PHONE CHANGE RE-ENROLL FROM LAY-OFF TOO EXPENSIVE
WIDOWED SEPARATED RE-ENROLL FROM LEAVE OF ABSENCE
NON-BENEFIT ELIGIBLE TO BENEFIT ELIGIBLE
DATE OF EVENT: BENEFITS ELIGIBLE DATE*: * Please refer to Eligibility Requirements of Group Enroliment Agreement for effective date of coverage .
Premiums are due beginning with Benefits Eligible Date.
TO BE COMPLETED BY APPLICANT
Last Name First Name M.1. Birthdate Sex Social Security Number
/1 oM e I I I I
Street Address City State Zip Code County
Home Phone Work Phone Height | Weight | Marital Status o Single o Married | Maiden Name of Applicant or Spouse
( ) ( ) o Widowed o Divorced
ame of P a are P a Name of Group/Employer Hire Carle Clinic # (if applicable)
ou do not sele PCP Date: / /
one be selectea ior yo o Check here if you are an established patient o Active o Retired

IF THIS IS ANEW APPLICATION, LIST PERSONS TO BE INCLUDED IN THE APPLICATION. IF ADDING OR DELETING A DEPENDENT,
LIST ONLY THAT DEPENDENT. SEE REVERSE SIDE OF THIS APPLICATION FOR THE DEFINITION OF AN ELIGIBLE DEPENDENT.

DATE OF BIRTH | CARLE CLINIC #| SOCIAL SECURITY
Mo/Day/Year | (IF APPLICABLE) NUMBER

PRIMARY CARE PHYSICIAN Net-1e S al=10)

(for HMO & Plus plans only) if you are an

established
patient

(If you do not select a PCP,

LAST NAME
spouse

FIRST NAME & M.I. | RELATIONSHIP

one will be selected for you.)

SON
DAUGHTER
SON
DAUGHTER

dependent(s) o
(]
(o]
(o]
o SON
(o]
(o]
[e]

DAUGHTER
SON
DAUGHTER

1. If any dependent child is over age 19, is he/she a full-time student? o Yes o No Ifyes, Dependent's Name
You must attach documentation of student’s full-time status (e.g. class schedule, letter from college admissions office, etc.)

2. If your spouse is not listed as a dependent on this application, you must provide your spouse’s birthdate: / /

3. Has any person listed on this application ever used another name? If yes, please indicate former name(s): ___
4. If you or any dependent listed above will be covered by Medicare while enrolled in this health plan, please complete the fo llowing:

Enrollee Name Medicare # Part A Effective Date Part B Effective Date Is Medicare eligibility due to:
o Kidney Failure o Disability
o Kidney Failure o Disability

5. Are you or any dependent listed on this application currently covered by other group health insurance or plan? o Yes o No If Yes, please complete the following

and indicate if double coverage is desired: o Yes o No If No, other group health insurance must be terminated.
Name of Insured Employer/Group Group #/Policy # | Insurance Co./Carrier | Subscriber # | Policy Coverage Dates | Family Members Covered
to
to

1, the undersigned applicant, hereby apply for the coverage offered by Health Alliance Medical Plans, Inc. (hereinafter referre d to as Health Alliance), for myself and any listed dependents according to the terms and conditions
stated herein, and represent to Health Alliance that the foregoing statements are complete, true, and correct and that no material information has been withheld or omitted concerning my past and present state of health and
no material information has been withheld or omitted concerning any dependent's past or present state of health. It is fully understood that if any material information has been withheld or omitted, whether intentionally or not,
then, at the option of Health Alliance, | and my dependents may not be accepted as a member of Health Alliance. Furthermore, if material information has been withheld or omitted, whether intentionally or not, and Health
Alliance not knowing of the withheld or omitted information, and thereafter such information is revealed to, or discovered by H ealth Alliance, then Health Alliance shall have the option to immediately terminate coverage and the
coverage of any dependents effective as of the date of the member's enroliment, and any such member, or responsible parent or g uardian in case of a minor, shall be required to reimburse Health Alliance for any and all sums
expended on his or her behalf for health care services from the date of enroliment to the date of termination together with reasonable attorney's fees and expenses incurred in collection of such sums. In addition, Health Alliance
shall not be responsible for providing or paying for any medical, hospital, or other health care services that may be necessary for treating the medical condition or symptom that was withheld, omitted or not disclosed on the
Evidence of Insurability form.

| agree that this application, including the Evidence of Insurability information (if required), is subject to acceptance by Health Alliance, and that, if a Subscription Certificate or other Evidence of Coverage is issued, services
will be available subject to the exclusions, limitations, deductibles, copayments and other conditions of the Subscription Certificate, other Evidence of Coverage and any amendment or rider attached thereto, | further understand
that rates for the Subscription Certificate issued are subject to change by Health Alliance, upon 31 days prior notice to my employer or to the plan administrator.

Health Alliance is hereby authorized and directed to obtain all information and records from any health care provider that, prior to enroliment, has advised, treated, attended or rendered services to me, or is in possession of
any information or records with respect thereto, but only as necessary for the determination of acceptability of this application. In addition, this authorization also allows Health Alliance to obtain all information delineated above
after acceptance into a Health Alliance plan for post-enroliment claims reviews, request for service benefits under the Subscription Certificate and other Evidence of Coverage, or for the establishment and maintenance of proper
records. A copy of this authorization shall be as valid as the original and this authorization and release shall remain in effect for as long as the applicant or applicant's enrolled dependents and members of Health Alliance or claim
coverage under the Subscription Certificate and other Evidence of Coverage.

Date
332-0999

Applicant’s Signature
WHITE: Health Alliance Medical Plans

CANARY: Health Alliance Medical Plans (will be returned as confirmation) PINK: Employer




[image: image2.jpg]The definition of an eligible dependent may be amended by the Group
Enrollment Agreement in effect at the time of enroliment.

Family Dependent(s): To be eligible to enroll in Health Alliance as a Family
Dependent(s), the individual must reside in the service area and must have
the following relationship with the Subscriber:

— a legally married spouse; or

— a natural born or legally adopted child whether or not the child resides
with the Subscriber; or

— a child for which the Subscriber is the legal guardian; or

— a stepchild who resides with the Subscriber fifty percent or more of
the year (this will be evaluated as of the date the service is provided).

Any child covered under this plan must be unmarried and under the
age of nineteen (19).

Any such unmarried child as defined above, who is between nineteen(19)
and twenty-three (23) years of age provided the child is a full-time student in
an accredited educational institution is eligible for coverage. Residency in
the Service Area is not required for the full-time student. However, coverage
outside the Service Area is limited to Emergency Services only. Upon the
request of Health Alliance, the Subscriber agrees to provide proof of full-
time student status. Coverage may continue through the last day of the month
of graduation or cessation of studies or age twenty-three (23), whichever is
earlier.

A dependent who attains the limiting age stated above and because of a
handicapped condition that occurred before attainment of the limiting age,
is incapable of self-sustaining employment and is dependent on his or her
parents or other care providers for lifetime care and supervision, will continue
to be included under Family Coverage. The Subscriber shall submit

documentary proof of disability and dependency when requested by Health
Alliance; but in no event more frequently than annually from the date on
which Health Alliance is first notified of the dependent's disability and
dependency.




