


Section 6. Employee and dependent information - List only family members you wish to add or cancel. 

--0 
al <= Name(s) of person(sl Date of birth Full-time Name of recognized Primary Care Physician (PCP) name Current --0 g 

C> Sex student age institution for ·;;; 
<C "' s: (Last name, first name, M.l.l (MM/DD/YYYY) (Refer to provider directory on anthem.com) Patient?� 19 or over? full-time students 

Self Name

□ □ □ □M
I I I I City □Yes

Social Security no.1 (required) □F I I I I I □
I I I I I I I I I I PCP no.
D Legal spouse □ Domestic partner Name

□ □ □ OM
I I I I City □Yes

Social Security no.1 (required) □F I I I I I □
I I I I I I I I I I PCP no.

Children up to age 26 or disabled dependents may be eligible. Please indicate if a child is a full-time student and circle disabled dependents.
Dependent Name

□lo □
□M 

I I I I 
□Yes City □Yes

Social Security no.1 (required) □F I I I I I □ □
I I I I I I I I I I I PCP no.

Dependent Name

□ □ □ □M
I I I I 

□Yes City □Yes
Social Security no.1 (required) OF I I I I I □ □

I I I I I I I I I PCP no.
Dependent Name

□ □ □ □M
I I I I 

□Yes City □Yes
Social Security no.1 (required) □F I I I I I □
I I I I I I I I I I PCP no.

Section 7. Prior coverage information - This section must be completed. 

Do you or any other member of your family have any other medical, dental, or Anthem Blue Cross and Blue Shield (Anthem) coverage?
D Yes D No If yes, please complete the following. 

Self

Name of insurance company
Certificate (policy) no.
First and last date of coverage
Reason for termination

Do you or� covered member have Medicare/Medicaid coverage?
□Yes □No 

Spouse/Domestic Partner 1
Dependents

2 

Have you or any covered member applied for Medicare/Medicaid disability?□Yes □No 

□

3 

Name(s) of Medicare beneficiaries Are you actively Retirement date Health insurance Medicare Part A Medicare Part B Medicare Part D
at work? (MM/DD/YYYY) claim no. effective date effective date effective date 

□Yes □No
□Yes □No 
□Yes □No 

Section 9. Employee signature - Required. 

For insurance entities, the term "medical loss ratio" refers to the ratio of incurred claims to earned premium for a prior calendar year. The MLR is calculated for
managed care (HMOl and PPG/Indemnity plans, one for state law purposes and the other as determined under federal law. For [2015], Anthem's Medical Loss Ratio
for state law purposes was [81.4%] for HMO plans and [81.4%] for PPG/Indemnity plans. For [20151, Anthem's MLR for federal law purposes was [84.6%] for small
group plans and [89.9%] for large group plans. 
I understand that intentionally false and/or intentionally incomplete responses or statements may result in rescission of coverage and/or non-payment of 
claims for myself or my eligible dependents. I understand a copy of this application is provided to me as part of my Subscriber Agreement or health benefit
plan document as applicable and is incorporated by reference therein. I certify that my statements in this form are true and complete to the best of my 
knowledge and belief. 
I'm signing here because I want to get information about my benefits by email or electronically. This may include my certificate or evidence of coverage, 
explanation of benefits statements, required notices and helpful or personalized information to get the most out of my plan, so I will make sure Anthem has
my most up to date email. These electronic communications may include specific details about me and my plan. I know I can change my mind at any time or 
request a free copy of specific materials by mail. I'll just contact Anthem to do either. 
W-9 Certification Language: I certify each Social Security number listed on this application is correct. 

�ployee signature I Print name

1 Anthem is required by the Internal Revenue Service to collect this information.
I Date (MM/DD/YYYY) 

I I I I ' 

1□14 

☐NB

☐NB

☐NB

☐NB

☐NB








