Enrollment/Change Form

Employee: Complete Sections A and B.
Then Sign and Date Section C.

CIGNA HealthCare / CoMED HMO

100 Enterprise Drive
Suite 610

Rockaway, NJ 07866
(201) 361-3444

Subscriber Name (Last, First, M.I.)

Si

3. Home Phoné

"

4. Business Phone

5. Address (No.) {Street)

(City)

(Zip)

6. County

Subscriber First Choice
- OM o o
] F | Alternate Choice oo
Spouse Retationship First Choice -
OMm o o
OF Alternate Choice oo
i First Dependent Retationship First Choice
OM{y - o o
[ F ]| Atternate Choice o o
Second Dependant Retationship First Choice
: OM o o
sjf} n
OF Alternate Choice O o
| Third Dependent Relationship First Choice
] aly oo
OF Alternate Choice 0O O
Fourth Dependent Relationship First Choice
OM O o
i 1 F | Alternate Choice 0O 0o
~ Comy lote If Dependant’s Name Full-Time Student . | Dependent's Name Fuli-Time Student
S(o":o’r'\'(‘i%m(s) O Yes O Yes .
Age 19 Or Over 0 No 0 No
14. Complete if Enroiling A Handicapped Dependent’s First Name (Attach Doctlor’s Statement) 15. Complete If Enter Child's Complete Name And Date Adopted/Marriage Date

Handi ed Dependent
Age 19(;%?‘2)ver l?\p
Addition To Above

DN B:

17. is Spo‘ﬁsAa“EmpI’oye({i -

O ves O nNo

i —
18. If “Yes”", Spouse's Employer N

Enrol Ii:g An
Ad%? Child
Or hild

am;a And Address

19A. Does your spouse have other Insurance?

Maedical Banefits At Spouse’s Employer

19B. If yes, Name, Address And Policy No. Of Insurance Company / HMO Providing

20. Are You Or Any Of Your Dependents Covered
Under Your Spouse's Benefit Plan Or HMO?

Oves [

as:

No
)

Signature - The information p

[ enroliee [ ] Dependent

rovided above is true and correct
this form. (The subscriber is respensible for the total cost of care received

)

0 the best of

o

edge,

e

1 my knowl

s CEE R R
and | accept the provisions on
orfor drugs purchased which are not authorized by the plan.)

O ves [N You [Jves [ No
Dependent(s)y L[] Yes [ No
Complete the following if you or any dependent is covered by any Insurance, HMO, Medicaid or Medicare, other than the plan identified in Box 19B.
. 24. Insurance Company/HMO 25. Effective 26. Medicare
22. Name Of Person 23. Type Of Coverage & Policy No. Name And Address Date PatA PartB PatA&B
o o 0
27. Have You Or Your Dependents Ever Been A CIGNA HealthCare Member? If Yes, Under What Name and Social Security No.? At CIGNA HealthCare Of:

B &
the reverse side of

o

29. Subscriber’s Signature

31. Check One:

(0 Openenroliment [1 New Employee
O Change [J Cancellation

32. Date Of Hire 33. Effective Date

biotboaodt o
Or Cancaeliati

ion Date

M

34, Group No.

30. Date

36. Employer Name

Employer Signature

37. Changes (Check Appropriate Boxes)

[ ID Card Request
(List Names In Box 7)

1 Cancel All Dependents

[0 Add Dependent

O Cancel Named Dependent(s) Only (List Names In Box 7)

O Address Change

O Name Change

(O Marriage

] Divorce

[J Convert To Cobra [J 18 Mos.

0 Physician Change  RP Code

[J Convert To Non-Group CIGNA HealthCare

0 36 Mos. O Reinstatement of Coverage

O Cancel All Coverage.
(1 Left Employ/Laid Off

[J Age Limit
O Change In Student Status

J Other
[J Open Enroliment

[ Cost

O ineligible
[ bissatisfied with HMO

DS code

5068828 Rev.4-95

CICGNA HFAI THCARE 1 AARMEN LIAMA AADV




