
t6Mtu?,iii. Emolovee Enrollment r Chanoe Form' ' (For Self-insured Groups Onfi
(PLEASE USE BALL POINT PEN)

I New Enrollee

Date of Hire
I Re-hire

Date
! Coverage Change

Date

GROUP NO.: SECTION NO.: LEVEL 0F BENEFITS: ! Single ! Family ! Employee/Spouse

I Employee/Child(ren) ! Two Persons E Medicare Supplemental

EMPLOYMENT STATUS:

! Active E Retired n COBBA

EMPLOYEE CLOCK NUMBER: I EMPLoYEE DEPT. N0.: PAYROLL LOCATION:

CHANGES: n Add Dependents due to:

E Maniage fl Birth I Adoption

E Drop Dependents Due To:

! New Name

E New Address

n Change to Medicare Elig.

E Change Coverage

! Other

DATE OF EVENT
M0 

- 
DAY-YR.

COV. OR CHANGE EFF, DATE
MO. 

- 
DAY-YR.

E Divorce E Death X Other

Last Name FirstName lMlnitial E-mail Address

Street Address City State Zip I Phone No

Employee Date ol Birth

IVO. DAY YR.lt
Sex

NM trF

Employee Socral Security Number Marital Status:

E Single I Manied I Widowed

E Divorced n Legal Separation

Date Manied
MO. DAY YR.tl

Employer or Group Name Date of Hire-Full Time
MO. DAY YR.

I I

Job Title

Check Coverage Desired: E Health: Benetit 0ption or Product Desired E Prescription Drug E Dental E Vision

For HM0 and Point-of-service plans: Primary Care Physician (PCP) Name State Current Patient? E YES E NO

PCP Name for Dependents (il different than above):

MEDICARE
INFORMATION

Are you covered by Medicare?

ls your spouse covered by Medicare?

trYES ENO
trYES trNO

ll YES, Medicare No.

ll YES, Medicare No.

! Hemodialysis

! Hemodialysis

OTHER

INSURANCE

INFOBMATION

DO YOU OR ANY OF YOUB DEPENOENTS HAVE ANY OTHER HEALTH OR DENTAL COVERAGE? f] YES TI NO IF YES, COMPLETE THE SECTION BELOW,

NAI\,IE OF POLICY HOLDER NAI\,4E AND ADDRESS OF OTHER INSURANCE COMPAN' POLICY NUI\4BER :FFECTIVE DATI COVERAGE TYPES A/OBK STAIUS POLICY TYPE

E[redical EDenlal

EHospitalOnly EVisior

nPrescription Drug

E noive

E Retired

E singte

L_..1 l-amtly

E[4edid lDentat

nHospital 0nly EVisior

-Pras.rinrion Dnrd

E Active

E Retired

! Single

n ramity

What date did your most recent health insurance program become effective (check box if no prior/current coverage)? I I I No coverage

What date did/will this health insurance program terminate (check box if no prior/current coverage)?_/_/

RELATIONSHIP BIRTHDATE SEX
LAST NAME

(oNLY rF DTFFERENT) FIRST NAME soc. sEc. No. OVER AGE DEPENDENT STATUS

Spouse I!1O, DAY YB.tt NM trF

n Child tr Adopted

fl Stepchild n Other
trM trF fl F/Time Student tr Lv/Ab Health tr Disabled

Medicare Elig.; fl Hemodialysis fl Disability

tr Child tr Adopted

fl Stepchild n othea
trM trF ! F/Time Student ! Lv/Ab Health fl Disabled

Medicare Elig.; fl Hemodialysis n Disability

tr child tr Adopted

fl Stepchild fl Othea
trM NF fl FiTime Student tr Lv/Ab Health fl Disabled

Medicare Elig.; fl Hemodialysis n Disability

tr Child fl Adopted

n SteDchild n Othea
trM trF fl F/Time Student D Lv/Ab Health fl Disabled

Medicare Eliq.; fl Hemodialysis fl Disability

1. Legal Documenlation (court decree, guardianship papers, etc.) must be attached to this application il relationship is marked other

The lollowing is applicable if your group imposes a pre-existing condition exclusion: This plan imposes a pre-existing condition exclusion. This means that il you have a

medical condition belore coming to our plan, you might have to wait a certain period of time before the plan will provide coverage lor that condition. This exclusion

applies only to conditions lor which medical advice, diagnosis, care, or treatmenl was recommended or received within no more than a six-month "look-back" period.

Generally, this look-back period ends the day before your coverage becomes effective. However, if you were in a waiting period for coverage, the look-back period ends on

the day before the waiting period begins. The pre-existing condition exclusion does not apply to pregnancy nor to a child who is enrolled in the plan within 30 days alter
birth, adoption, or placement loradoption. Thisexclusion maylast upto 12 months (18 months ilyou are a lateenrollee) fromyourlirstdayolcoverage, or, if you were in a

waiting period, lrom the first day ol your waiting period. However, you can reduce the length ol this exclusion period by the number of days ol your prior "creditable

coverage." Most prior health coverage is creditable coverage and can be used to reduce the pre-existing condition exclusion il you have nol experienced a break in
coverage ol at least 63 days. To reduce the maximum 1 2-month (or 18-month) exclusion period by your creditable coverage, you should give us a copy ol any certilicates

of creditable coverage you have. lf you do not have a certificate, but you do have prior health coverage, we will help you obtain one from your prior plan or issuer.
There are also other ways lhat you can show you have creditable coverage. Please contact us if you need help demonstrating creditable coverage. All questions about the
pre-existing condition exclusion and creditable coverage should be directed to CustomerService@MedMutual.com or your sales representative.
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Traditional PPO

2021 Open 
Enrollment Change 
PPO Plan 



I hereby requesl enrollment in lhe coverage indicaled on this enrollment lorm.

or qualily improvement aclivities; and/or (d) ior credentialing purposes. I aulhorize Medical Mutual and/or lhe sponsor ol my gro,rp health plan to provide a pholocopy ol this

release lo any physician or medical inslilution to oblain rccords ,or the purposes stated above. This authorizalion will be valid lor a period ol lv/o and one-half years for the
pueose ol collecting inlormation regarding this enrollmentiom.

menl rom, claim, or as may be otheMise laMully required, or as we may furlher authorize. ll a Consumq Heporting Agency ls used, I (we) may request to be inteNiewed in

infomation may not be protecled by federal and state prlvacy requirements. A copy ol this aulhorization request is avaiable to me or my legal represenlalive upon wrjtlen

request. A pholographic copy oi th s aulhorization shall be as valid as the o ginal. This authorizallon shall be valid for a period ol two and one'hall years. I have the righl to

tion. The revocalron may adversely atlect my enrollmenl ora claim.

illness, alcohoi/dflrg abuse and/or HIV -Al0S lest resulls ordiagnosis. lexpressly consenttolhe release ol such rnlormalion.

lf enrolling in either a health mainlenance organization (H[IO) or po]nt ol seryice (POS) plan, I undersland thal: (1) Enrolle€ access is reslricled to nelwork health car

case olan HIVO plan, or lhe highest evelof benefits, in lhe case ota POS plan; and (3) lwillreceive a lsl ol plan physicians and plan lacilities upon enro ment and/or request.

memberoflhe group and that the lnlormation I have provided ls lrue and complete to the best of my knowledge.

Employee Siqnature Dale

CoMPLETE THE WAIVER SECTIoN BELOW oNLY iiyou do not want any coverage or wanl lo waive some 0llhe coverage options.

A. Waived coverages: I do nol want (Check all thal apply)

E Self: n Hea[h n orug ! Dental ! Vision through MedicalMutuaP

E Dependenl: E Heath n Drug n Denlal n Vision through Medical MWdior lhe lollowing spouse andor dependent(s) onty:

Please indicale reason forwaiving coverage:

n No coverage

E Employee/dependent has existing coverage. lnsurance clmpany name;

B. Tems and Declarations:

I undecland lhat ii I check any box ln Question A ol this Waiver, I am choosing not 1o have lhose persons covered under lhe heallh coverage designated, and any later
requesl lor enrollment and acceptance willbe subjecl to all undeMriling requirements.

lf you are declining enrollmenl for yourself or your dependenls (including your spouse) because ol other insurance coverage, you may be able lo enroll
youiself or your dependenls in this plan if: (1) you or your dependenls lose eligibility Jor lhal other coverage or reach the plan's liletime benefit maximum; or (2) the
employer stops cont buling towards you or your dependenls' olher coverage. However, you musl requesl enrollmenl within 31 days after the applicable event occurs
(othel coverage ends, liletime maximum is mel, or employer's contnbution ends). l, you oryour dep€ndent eilher become eligible for premium assislance, or lose eligibility
for cove@ge under the State Children's Health lnsurance Program {SCHIP), you will also be able to enroli in this plan. However you must request enrollment within 60
days aftersuch an event. ln addition, il you have a new dependenl as a resull ol marriage, birth, adoplion or placement for adoption, you willbe able to enrollyourseil and
yourdependents, provided thal you request enrollment wilhin 31 days atterthe marriage, birth, adoption or placementlor adoption.

I have read and understand lhe above lems:

Currenl Employer:

Print Emp oyee Name:

Pdnl Spouse Name:

Employee Signalure:

WARN ING: lf you or your family members are covered by more than one healthcare plan, you may not be able to collect benefits
from both plans. Each plan may require you to follow its rules or use specific doctors and hospitals, and it may be impossible to
comply with both plans at the same time. Before you enroll in this plan, read all of the rules very carefully and compare them
with the rules of any other plan that covers you or your family.




