Envollment/Change Form CIGNA HealthCare of New York
. . : : 100 Enterprise Drive
Employee: Complete Sections A and B. Rockaway, NJ 07866

Then Sign and Date Section C.

P

Subscri {Last, First, M.} 2. Social Security No.
‘5. Address (No.) (Street) City} {State) (Zip) .6. County

Subscriber | rt Cnice
Om o0
[ r | Aternate Choice O 0
Spouse Relationship Om First Lnoice O O
[ F | Alternate Choice 0O O
First Dependent Relationship Owm First Choice o O
[ F | Alternate Choice O O
Second Dependent Relationship O First Choice 0O 0
M
[ F | Alternate Choice O o
Third Dependent Relationship D First Choice D D
M
) ]
OF Alternate Choice ) D I:I
. Complsts If Dependent’s Name Full-Time Student Dependent’s Name Full-Time Student
Enrollin O O v
Dependentts) i Yes s
Age 19 Or Over O Mo ) O o
14, Complete If Enm!ﬂng A Handicapped Dependent’s First Mame [Attach Doctor's Statement) 15. Complete If Enter Child’s Complete Name And Date Adopted/Marriage Date
Han ca%ped Dependent Enr img An
Age 19 Or Over In Adopted Child
Addition To Above Or Stepchild

G

pouse’s Employer Name And Address

194.Does your spouse have other Insurance?| 19B. If yes, Name, Address And Policy No. Of Insurance Company / HMO Providing 20. Are You Or Any Of Your Dependents Covered
Medical Benefits At Spouse’s Employer Under Your Spouse’s Benefit Plan Or HMO?
Oves [ wo vou [ ves [ no
= Dependent(s} D ves [J No

Complete the following if you or any dependent is covered by any Insurance, HMO, Medicaid or Medicare, other than the plan identified in Box 198.

23. Insurance Company/HMO 24, Effective 25. Medicare
21. Name Of Person 22. Type Of Coverage & Policy No. Name And Address Date FallA PaitB Porld &6
o ad 0O
o 0O 0O
26, Have You Or Your Dependants Ever Been If Yes, Under What Name and Social Security No.? At CIGNA HealthCare Of:

A CIGNA HealthCare Member?
O ves O e as: [ Enrollee [ Dependent

"Any person who knowin?ly and with intent to defraud any insurance company or other person files an application for insurance or statement

of claim containing any false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits
a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated
value of the claim for each such violation."

Signature - The information provided above is true and correct to the best of my knowledge, and | accept the provisions on the reverse side of
this form. (The subscriber is responsible for the total cost of care received or for drugs purchased which are not authorized by the plan.)

7. Subscriber's Signature 29. Si prefiere recibir el material de

post-inscripcién en Espaiiol, EI
por favor marque aqui

30. Check One: 0 Open enrollment [ New Employee 31. Effective Date Or Cancellation Date
O Change O cCancellation

32. Employer Name 33, Date Of Hire 34. Group No. 35. Division No.
36. Changes (Check Appropriate Boxes) [J ID Card Request [ Cancel All Dependents
O Add Dependent [LisT vames in Box 7} L Cancel Named Dependent{s) Only {List Nsmes In Box 7)
[ Address Change [0 Name Change [ Marriage [ bpivorce
O ([:j)n¥§nMTo COF_—FIM M O 38 m [0 Reinstatement of Coverage [ Age Limit

0. 29 Mos. 08 O cancel All Coverage O Change In Student Status
O Convert To Nen-Group CIGNA HealthCare O Other

[J Physician Chan ge
ERRINAE  Ba. 3068




