H)3 p-hOM' Low CvoM- ”

T o-515 0‘, 10~ SNS\VL-02 S

J) South Carolina =~ = ‘(A‘iompdn,onl,,e MEMBERSHIP APPLICATION
BlueCrass BhueShi &1 af South Careline
s ae indepondent licensee of the Compi:nion Lits is a sepcrale lile insui e company th=
Bhae Crons and Bhue Shield Arsociutivn d:es nol provide T'neTross Un-sr.i-m ol Souw Caralia

* Registred Marks of e Bl Cruss B Shikd Associlon, n Assoiain ofInependent B Cross and Bve Stk Pars,  P+0UCTS O Services. Coiipanion Life s solely raspanside, §M Service Mark of the Blue Cross and Blue Swield Association.

EMPLOYEE INFCEMATION (Please Print)

1. Name (Last, First, MI) 2. Birthdate I 3. Male O Female (J

[ Late Enrollee O Address Change [0 Benaficizry Chang? [J Cance"ation ~ Date Left Employmsnt: / /

4. Address: (Street) (City) (State) (2IP)
5. Employee Social Security Numoer: _____ - -____ & Home Phonc: ( ) - E-mail:
7. Name of Employer: Southerms  Des tgn Aeuices O . 8. GroupNo: 10595 1b -
9. Dept. No.: 10. Employer Identification No. (EIM): 11. Effectve Date of Action Requas'ed: / /
REASCN FOR APPLICATION
12.0 New fcmber—1am a full-time employee O Yes O No Full-time Dale of Hire: __/ /
O Coverage Change - Reason for Chenge: Dete of Occurrence:

O Reinstatement - Reason: [J Return from Layoff O Return from Leave (O Cancei'ation Error
[0 COBRA Qualifying Event: StartDate: _ / /
(O State Continuation—Start Date: ___/___ /[ Sponscred Mambership = Spaivsared Menrher's Social Security Number:

COVERAGE

13. MECICAL ELECTION
[ Employee Only [0 Employee/Spouse

INFORMATON  (+amSiteret-oy-Epayer—3 r - : s @d

O Employee/Child(ren) (O Family

O No Medical Coverzge due to: (Chack ons)
O Other BlueCross BlueShieid of SC Coverage (01)]
0 Covered by Military (03)
O Insurance with Anotiier Company (02)
O Covergd by Medicarc (12)

i

[ Covered by Spouse with tis Employer (07)
O Other (05) (Explain) J

ENROLLHENT INFORMATICN (List all individ«als to be covered.)

16. M2'e or Sorial Security Doas indivicJal Full-Time
Last Name First Mame Birthdzte Female Number have Mefie ;29 Status* | Student**

Employee gy on

Spouse gy nnN

Child gy OnN gy ON

Child Oy (N gy ON

Child ' gy ON gy ON

Child gy _0On gy ON

*If an individual has Medicare, what is the reason? ESFD, disatled (under age 65), working zgad (eligitle due to age), inactive (retirea, CJBFA state contizuziion.)

(**Age 19 through 22 Only) Please a'tzch Ragictrar's letter or tuition receipt showing credit hours. This is required before coverage can becema effective for this dependent.)

OTHER COVERAGE INFORMATION
17. Other than your coverage with this employer, do you or any of your family members have other health (including Medica
Medicare Effective Date: Health Insurance Claim Nuriber (HICN):
It yes, what is the name of the insurance company and ths Pelicyholder's ID Number:
8. Did you or any of your family members have h2alth cr dentai covaraJe in effect prior to your ccverag2 under this pclicy?
If yes, please attach a copy of the appliceble Certificate of Coverage or othier preof so (et we can c2fermine if you are
period for pre-existing conditiens.
[MPLGYCE CERTIFICATION Auitorization o Release Information and Statement of Understanding
| hereby authorize the release of any medical or non-medical information about mysc!f or eligibie or enrolled depen
professional, medical institution or other helthcare provider concerning the diagnosis, the treatment, and prognosis of an'
abuse. This authorization for relezse of my (our) past, present and future information, to includs Mzdizare Parts A and
coverage or review or investigation. of a claim. | understand the benefits for which | (wz) viit! be efigib'e are those disclose

and my employer. [ also understand that my coverage may be veided or terminated or cla'ms dé: nc-d if material misstatem
on this application subject to the Timie Limit on Certain Delenses provisions. The statemerits madz herein ave complete and 1

If | do not elect to receive coverage under the group plan ofiered by my employer and currantly do not have other healt
wich tn enrnll later 1 will he excluded from coverage for twelve months, then subject to pre-existing conditions for six mc

Signature: Date:
12064M (1109) ‘



