. Send to:
AmerIHe althw AmeriHealth Enrollment 1A] Standard Plans (ndicate co-pay amount
ENROLLMENT/CHANGE FORM PO, Box 42555 o | pos [ eeo
For all plans, including New Jersey Small Group Phlladelphla, PA 19101 _2555 ! |

Employer Benefits Program

[EA Subscriber/Member Enroliment Change - Employee Must Complete In Full

T New Application | __ Information Change . Change m . . Dependent Membershi
—J New Hire | Provide your Identification Number below and Address .. Add Dependent
__ Open Enroliment | indicate the change(s) you are making. Complete Last Name It adding spouse. indicatt
Tl Life Event Change | appropriate section(s) and sign at bottom of form. ~ Primary Care Office ) ,
Complete all information | 1 Rehire Y A
and sign form. I.D.# _ Dental Office Delete Dependent

NOTE: Please complete this section in its entirety, whether you are a new applicant or are
makinga change to ar existing contract. .

[El Subscriber Information

Social Secunty Number

Last Name First Name Middle Initial

F ol
| | |

Street Address City State Zip Code

Telephone Number Home ( ) — Employment Status Marital Status "2 Single  Divorced I Previous Health Insurance

(include area code) __Active . COBRA T Separated ) Widowed

Work: ( ) — I Retiree i Married
k{:] Complete ection fo O or POS O

Primary Care Office Name If Current Physician Check This Box Primary Care Code Number

| Primary Dental Office Name If Current Dentist Check This Box "~ * ‘ Primary Dental Code Number

am ' . ) Day of Birth Primary Care
Full Name First Name Middle Initial |Se yo Social Security Number | Office Name
Last Name month/day/year
i It current physician,
Spouse M e T
I
I f
Child 1 M }
| B
Chiid M
|-F
Child | ‘M
£

BA| s your spouse employed? ‘Yes [JNo @ When you become effer
If yes, please give name, address, and _ e enroliment form be cove
phone number of spouse’s employer. . _ o Yes = "No

5B/ Are you or any of your dependents currently receiving Medicare benefits? It yes, please give name
TYes 'No If yes, please give name of recipient. benefits

ins. Co. Name

PARTA EFFECTIVEDATE PARTB EFFECTIVE DATE MEDICARE CLAIM NUMBER

Policy Number___

SELF |T2YESTINO [JYESCINO
Policy Holder
SPOUSE [[ZYES[INO [CYESTINO
Type of benefits:
CHILD |T"YESIINO CIYESTINO | Health "1Presc

Important: Please read the back of this form, then si

AMERIHEALTH

Signature of Employee ~ DateSigned



