CAPITAL AREA SCHOOLS ImPE.I _chm>20m OOszNjCE_ (CASHIC)

12 Computer Dr West, Albany, NY 12205 -~ o GROUP NAME
Last Name First M.I
Your Social SecurityNo. T _ T _
{18Single [ Married {3 Separated [ Divorced [ Widowed Effective Date
Address County / /
Date of Marriage / / Date of Divorce / / Retire Date , ,
Phone No.: ( ) ( )
City State Zip Code Employment Status: C1FT [JPT Hrs/Weekly OActive ClRetred CICOBRA | | &P No.
Hire Date / / Status Chg Date / / Loc. Code
[0 Open Enroliment (complete Section D) Carri Ti Other Coverage?
arrier ier ;
| [ New Enrollment/Reinstatement (complete W_wrmﬂwmmwm_“ﬂw%% mewnm%hwwﬂ group health plan available to you or
Section D) Indem/Blue Shield Oid 2P OFam  [IMder OYes  [iNo
nmw [ Change Coverage to (check new coverage) PPO/Blue Shield Cind C2p CFam 1 Mder it Yes; Policyholder Name Relationship
. | 0 Cancel Coverage (check what applies) POS/Blue Shield Omd D2 DOFam  OMder st LISpouse  LIchid
{J Add/Delete Dependent (complete section D) CDPHP EPO Owd 2 Ofam  Cvder SogaT Sevurity Number B Bale
| [ Information Change (complete Section A
ge (comp ) MVP HMO Oid D2 Ofam  Dwder / / / /
|| [ Waive Coverage (must provide proof of -
Rx ind COep CFam O Mder Insurance Co. Name Policy #
Insurance)
- Dental Cind  [O2p OF 3 md
i | LINYS Dependent Coverage up to Age 29 ° " am ol
Other Omd  D2op OFam  CMder
PlanType [JSelfonly [Seli/Spouse [ SelfiChild(ren) [JFam
Reason/Comments:
Coverage Type [OHealth [lbrug [DODental [ vision

LIST APPLICANT AND ALL ELIGIBLE DEPENDENTS

* (See Dependent Verification Requirement Below)

Copy of Medicare
card required

3N
o I . . . Birth Date FIT Saocial Medicare A& B i n
Relationshi Last First M.L
2 m P : (mo/daytyr) Student Security # Effective Date Primary Care Physician (PCP)
Self / /
| ) OM OF / / n/a / / / /
Spouse/DP
oo ae /1 n/a / / f—
3 Son OYes / /
= Ylo Daughter / / O No / / / /
[ Son [J Yes / /
t Blg Daughter / / O No / / / /
{1Son O Yes / /
o = [J Daughter / / I No / / / /
s
0 0 on / / ] Yes / / 7 7
[ Daughter [1No / 4

Do your dependents reside in your home? [JYes [ No

f No, give address:

Do you have a disabled dependent beyond age 19? [JYes [ONo
List name(s):

Full-time college students age 18 and over (Dental Only):
List Names: School Name and Address:

Dependent Verification*

School District Representative (SDR) (please initial)

Date:

* The SDR by initialing above affirms that they have received and reviewed

the required dependent verification documentation, and that the dependents

Applicant’s Signature:

Date:

Employer’s Signature:

for whom this applicant is requesting coverage meet the minimum standards
for dependent coverage established by this district and the Capital Area

Date:

Schools Health Insurance Consortium (CASHIC).
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