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Section 3 Health Plan OptionsPlan �F��Medical:    �F  Enrollee only    �F  Enrollee and spouse   �F  Enrollee and child(ren)    �F  Enrollee, spouse, and child(ren)

What product are you selecting?

�F���#�M�V�F�$�)�J�1���	�O�P�U���B�W�B�J�M�B�C�M�F���G�P�S���%�J�O�J�O�H���P�S���1�V�C�M�J�D���4�B�G�F�U�Z�


���������������#�M�V�F���$�I�P�J�D�F���/�F�X���&�O�H�M�B�O�E���	�O�P�U���B�W�B�J�M�B�C�M�F���G�P�S���1�V�C�M�J�D���4�B�G�F�U�Z�
���������������������������������)�F�B�M�U�I�.�B�U�F���$�P�B�T�U���U�P���$�P�B�T�U�������������������������������#�M�V�F���$�I�P�J�D�F���7�"�-�6�&

Section 4 Spouse or Domestic Partner InformationLast nameSu�xFirst nameM.I.

Home address (street/apartment number, city/town, state, ZIP code—if di�erent from employee)

Date of birth (mm/dd/yyyy)Gender�F  M    �F  FSocial Security number 

(x*What is your primary l a n g u a g e  s p o k e n ?

H o m e  p h o n e  n u m b e rC e l l  p h o n e  n u m b e r
E m a i l  a d d r e s s

R a c e  ( p l e a s e  c h e c k  o n e )     

�F��Prefer not to answer�F  Hispanic or Latino
�F   American Indian or Alaska Native   �F   Asian   �F  Black or African American      � F   N a t i v e  H a w a i i a n  o r  o t h e r  P a c i � c  I s l a n d e r    � F   W h i t e

Primary care pr ovider (PCP) na me, street, city/town, state, and ZIP code (required���J�G���F�M�F�D�U�J�O�H���#�M�V�F�$�)�J�1���'�M�F�Y���P�S���#�M�V�F���$�I�P�J�D�F)Is this dependent a current patient of the PCP listed abo

ve?�F   Yes     �F   No
Provider IDGroup APP (0�	/17)

*  Social Security number is required in order to comply with the reporting requirements of the Mandatory Insurance Reporting Law. See www.cms.gov/Medicare/Coordination-of-Bene�ts-and-Recovery/Mandatory-Insurer-Reporting-For-Group-Health-Plans/Overview.html
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Section 5  Dependent Information (If necessary, please attach dependent addendum.)

Dependent #1 First name Last name M.I. Relationship
�F   Son    �F  Daughter

Date of birth
(mm/dd/yyyy )

Social Security number 
(xXX-XX-XXXX)*

Email address

Primary care provider (PCP) name, street, city/town, state, and ZIP code (required���J�G���F�M�F�D�U�J�O�H���#�M�V�F�$�)�J�1���'�M�F�Y���P�S���#�M�V�F���$�I�P�J�D�F) cit

  Son    �F




