Enrollment Application and Change Form.
O New Coverage 3 Request for Change

Anthem."22¥

Date of Birth: Sex: Other Company’s Name and Phene Number:

Other Company's Pelicy Number and Effective Date:

Medicare Number: | Part A EFf. Date: Part B Eff. Date:

I EMPLOYEE INFORMATION
Last Name First Name M Sex O Male | DateofBirth Social Security Number Marital [ Single LI Domestic
O Female Status O Married Partner
Home Address City State Op Code Home Phone Number
Employer Name .. . . Department 1 O Active Work Phone Number
ploverNae ity of St. Louis, Group 00221231, | % [
1 Retired {Date: )
H TYPE OF MEDICAL COVERAGE ' [ [F wHO SHOULD A TYPE OF CHANGE
Plan Selection: OO AccessChoice ~ High Opfion or £ AceessChofce — Lew Optien | BE COVERED [ Add Spouse/Child {complete Sec. 5) O Surviving Spouse — Former Employee SSN:
Reason for Application: O New Enmllment T NewHre E1COBRA [ Terminate Spouse/Chid (complete Sec. b)
Decline Coverage: T | deciine coverags for myself; 1 ] decline coverage for my dependents [ Employee Only O Address (enter ahove) £1 COBRA Continuee - Former employee S8N:
[ Reason for Dedline: O Covered under ancther plan; O Other: O Employee Plus Spouse 0 Name Change (complete Sec, §)
*Note: # you are declining coverage for yoursetf or your depeadents, because of coverage under | | 5 Employee Plus Chidiren) U Reinstatement - Reason: U Other:
| other heaith coverage, your are required to complete this section. Your failure to do so may cause | 0 Employee Plus Famity
| you or your dependents to be considered a late enroliee if you enrofl in this plan af a later date. N
(see Sections § and 7 below) HIPAA Qualifying Event: Date of qualifying event: i /
[ Marriage, I Birth, [ Adoption, O Legal Guardianship, LT Cther
H COVERAGE INFORMATION
A
Term Data of Birth Relation to Orther I
C}Cha | LastName First Name Ml Dependeit SSN. {MMDDIYY) Esmployee Sex Mevrance | Disabled
Employee:
Dependent: £ Spouse, O Daughter, O Sen [ OM ay
O Other: OF ON
Dependent: 2 Spouse, £ Deughter, O Sen ¢ O M ay ay
0 Other. aF ON ON
Dependent: B Spouse, 15 Daughter, O Son | OM gy ay
8 Ofher: 8F HN ON
Dependent: | [T Spouse, L1 Daughter, O8%n | OM ay oy
0 Other: oF N ON
K| OTHER INSURANCE 7 AUTHORIZATION
| On the day overage benins, will you, your speuse, or any of your dependents be covered under any On behalf of Fyself and anyone enrolled on or added to this form (*Us"), | autherize any health care professional er entity to give Anthem and fts affliates {and the
| sther haalth plan or palicy including another Arithem plaa, Medicare of Medicade? . . . . . . Oy ON enmployer) o any of their designeas, any and all records or information pertaining te medical history or services renderex fo Us for any adminisirative purpase, including
[ 15 another persen legally responsible for coverage for your children? . ... ... .. ... DY ON | | eveluation of an appication or & claim, and for any analytical or research purpases, | also authorize on behalf of Us the use of a Social Security Narber for purpase
[ i you answered Yes to either of the questions above, complete the fofiowing: of identification. | understand and agree that any omissiors or incorrect stalements mede on titis application may invalidate my andior my dependents’ coverage.
vm%c:,m Name with Other Health Plan: Sogia! Security Nurber: | further understand that coverage will become efiective only on the dale specified by the tnsurer or Plan Administrator after it has been approved by the instirer o Plan

Adminisirator and after the full premium has been pakd. By signing this form, | herelry centify that al the information previded is trus and correct. If my employer's Pian
plan is & contributary plan, | direct my empleyer to deduct the amount of any required coniributions from my pay. | can cancel this direction in writing at any time.
Notice of Enrollment Rights: | understand that i | andfor my dependents, i any, waive coverage and desire to partioipate in the plan at a laler date, coverage may be
subject to reatment 25 & late ensolles. | furfhier understand that f | decine enrollment for mysesfor my dependents (inchwding my speuse) because of other health

| Coverage, | may in he future be able to enroll myself or my dependents in this plan, provided that | request enrollment within 30 days aiter such coverage ends.

In addition, i 3 new dependent relationship forms as a resull of marriage, birth, adoption or placement for zdoption, | may be able to enrol rayself and my dependenis
provided that | request enrcliment within 30 days alter such .:_m_._.._mmm. birth, adogtion, or piacement for adoption.

Signature: Date:

H TO BE COMPLETED BY EMPLOYER

Date of Hire: Date Submitted: Health/Clrange Eff. Date: Poiicy Number:

Hesith Plare Subgroup: Employer Signature;

Form X-527-2_040910




