HPHC Insurance Company

REASON FOR SUBMISSION (PLEASE CHECK ALL THAT APPLY)

P ° CENROLLEMENT T CHANGE CTERMINATION
Dn‘zgoChoace PPC Plan NEW HIRE i1 COBRA | CHANGE COVERAGE TYPE T NAMEIADDRESS CHANGE {1 LEFT EMPLOYMENT £7] NO LONGER EUGIBLE
Enrollment / Change Form ANNUAL OPEN ENROUUMENT  RENEWAL ADD DEPENDENT LISTED BELOW 13 LOSS OF INSURANCE DATE .. L0 VOLUNTARY CANCELLATION [} DECEASED DATE

. LOSS OF INSURANCE  DATE | TERMINATE DEPENDENT (ATTACH BOCUMENTS " MOVED FROM SERVICE AREA
PO BOX 5225 o .

* WESTBOROUGH, MA 01581 (ATTACH DOCUMENTS) LISTED BELOW SMARRIAGE DATE TERMINATION DATE
1-877-213-5225 www.healthplansinc.com  orvper sare NEWBORN DATE
TO BE COMPLETED BY HPHC OKLY. GROUP /| COMPANY NAME (IF APPLIGABLE) DATE OF HIRE GROUP #DIVISION (IF APPLICABLE) EFFECTWE DATE
HHD, | IR N el BN B
AME

APPLIGANT N TYPc OF COVERAGE
FIRST MIDDLE LAST J 2-PERSON
ADDRESS [ FAMILY OTHER
APT. NO. STREET B0 BOX PLEASE USE THE CODES LISTED BELOW TO COMPLETE DEPENDENT RELATION ELOCK

TY TATE COUNTY

o s 02 SPOUSE / DOMESTIC PARTNER 03 DEPENDENT CHILD UNDER 23
04 STEPCHILD UNDER 23 05 HANDICAPPED (VERIFICATION REQUIRED)
TELEPHONE (HOME) TELEPHONE (WORK)
{ }
FIRST Mi  LAST (if NOT SAME AS APPLICANT) LINGUAGE DATE OF BIRTH SEX RELATION SOCIAL SECURITY NUMBER
CoDE MO DAY YR CoIE
APPLICANT
- - M| F 01 - -
SPOUSE
- - M F - -
DEPENDENT
- - M F - -
DEPENDENT
- - M F: - -
DEPENDENT
- - M| F - -
DEPENDENT
- - M F - -
LANGUAGE v PLEA APPROBRIATE CODE AFTER EA 1BER'S NA ORMATIO P ORK TOWARD B OUR NEED
copEs [AS] ¢ EN] [FRI [BAl WM O] kel Lo MNI [PT] RU] [sP [Vl owrer[ ]
(OPTIONAL) American Sign Language Cantonese Cape Verdsan E‘F\El?éh Frem:h Hamar Hmong Iaian Khmer  Laotian  Mandagn Porduguese Russian  Spanish  Vietnamese Specify

HAVE YOU EVER BEEN A MEMBER OF HPHC, HPHC OF NE, OR HPHC INSURANCE COMPANY? T YES NGO
IF YOU WOULD LIKE TO RECEIVE A MENU OF ELECTRONIC WAYS TO INTERACT WITH US, LIST YOUR E-MAIL ADDRESS HERE.

E-MAIL ADDRESS: {OPTIONAL)

YOUR E-MAIL ADDRESS WILL BE STORED IN A PROTECTED DATABASE AND WILL REMAIN CONFIDENTIAL.

sttt
Mernbership will becoms effective upen zccoplance by HPHC Benefts under the Plan w:ll be oxplained b 2 separate document For an explanation of thPHc may e of discloxe your protecied haalth information, please mn Your notics or ;:rmr.y pratrlns proviced te ¥ou by BFRC In ysur enroliment kit Please note thal the sebregalion provision applicable
Ll

o Malne members, oullined in a separate , promits

and any renewats of that palicy. | understand that a copy of this form wifl be ghven to me, of my authorizes upmunmwe, upon request. understand that 1may ravoke this ization, but that a

itd moby be s basis for denying an applieation of clakms fof benefits,

on & just and equitable basis. 1 undarstand that by signing below, | sm sgrecing to the femis of the evidenee of coverage, Al
of ather health plan 1o provide medical infermation and records to HPRG. | atse authorize the plan and any health care provider sendering services (e ma of my depondents {e recelve capics of iy of my dependents’ medical records zundusland 1hat any tnformation obtained under thic awthorization will be Bted i thi Golivary 0f healih services, 16 determine
cligibility for benefits (inciuding reimbursement by Third parties), in education 2nd research fn

form are desmed to ba representations xnd not warrantiss. 1 suthorize any health care provider

vilh i andin withHPHC't ienat and ik foviow aclivities, Permizsion is net given for sy ro-disclosure of this information other than as specifiad abave. This authoriaation is valid for the term of the poficy

be a basix for denying insurance benefils. Failure to cign this form may impair (he abllity of HPHC to ovaluate or process your application or clatm

IT 1S A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY. PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR

A DENIAL OF INSURANCE BENEFITS.

THE APPLICANT AND, [F APPIICABLE, THE EMPLOYER MUST SIGN AND DATE THIS FORM FOR ENROLLMENT.

APPLICANT SIGNATURE

BATE EMPLOYER SIGNATURE (IF APPLICABLE) DATE
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