17 Columbia Circle ¢ Albany, NY 12203-5190 * (518) 862-3700

ENROLLMENT
APPLICATION/
CHANGE
ForMm

Check Type of Coverage: B Premier (COPHP HMO)

W Plus (COPHP HMO with UBI POS)

Check all that apply Explanation and Effective Date

] New Enrollment O New Hire [ Open Enrollment Date hired ____ / /
m mMMWMM MWH%Mwacz {3 Qualifying Event/Reason: [ Part- to fuil-time

[1 Add Dependent [ Effective Date I Union
w {J Termination [ Employee Terminated [JMoved Outof Area |
W I Remove Dependent | [J Open Enroliment—Transferred to another plan Group/Division #:

Sy [ Dissatisfaction J Cost [JSpouse’s Coverage
[ Other: Effective Date: B. [J Active

W PPO (UBI) (For PPO. see reverse side for additional instructions) LSRR TR ST r oS LR PHETY

Date coverage is to be effective:

Employee Status: A. [J Full-time

I Temporary to permanent

to non-union [} Other

Date of status change ___ /[

[} Part-time (hours per week)

[JRetiree [}Salaried 5 Union {JOther

e b First Name ML Last Name 4. Your Social Security # 7. Employer Name
_m_ - -
m. 2. Street Address Apt. # 5. Marital Status:  [JSingle [ Diverced []Separated [ Widowed 8. Chamber/Associatior:
/]
a TiMarried:  Date of Marriage / /
D13 ity State County Zip Code [6. Telephone: T B o ‘_,,‘wwmmwmrn:,\ﬂﬂmwmmo: are wﬁlﬁ?@ﬁru»oxn o
Howme: { ) - Work: { ) - I Individual [ Family
Date of Birth Medicare A & B* Select a Primary Care Physician. You, and cach
(mm/dd/yy) Effective Date dependent, must select one Primary Care Physician. -
All depen- *Copy of Female members may also choose one OB/GYN. m .
| @ {Name: Indicate different last names, if | dents over Social Medicare Card | Full- For all selections, indicate if you are a current patient Group m .2
| & |applicable. List oldest dependents first. | age 18 must Security must be Time and the PCP #/Group # from the provider directory. Location |w &
| & {First ML Last |sign below |Relationship| Number attached. Student | Primary Care Physician (PCP) First and Last Name | PCP Number Number |y
O 0o Applicant Self ! : oA/ PCP J
e i i D — -t e
|3 /2™ OF i S ) A OB/GYN =]
i bk < - —— i o " Sl e
2o ojm £J Husband Coi oA PCP [
= ] wife P = o
x / [1Other Pt oB /7 OB/GYN 0
2loicle 1Son ,_ DA/ /0 |[DYes ivcp 0
i | O S T T A
3 /  |ODaughter : o8/ ONo |OB/GYN 0
o ! P -
“lojojes [1Son W OA /7 / |OYes |PCP o
/|0 Daughter CB / /  ICNo loB/GYN O
O} 0104 DiSon L] jOA /7 [OYes pCP 0
. , =3
/|3 Daughter ﬂ L os [JNe |OB/GYN 0
Do %onm dependents reside in your home? Other Coverage—Do you, your spouse, or any of w.ﬂ_.:‘ dependents have any other medical insurance that will
[TYes [INo If no, give address(es): be maintained in addition to COPHP? [JYes (J V_o 1f yes, complete below.
s | Policyholder name: Relationship:
_._W___ Full-time college students age 19 and over: Expected Date of Graduation: L USelf  [1Spouse {1 Child
&' |8chool Name and Address: " ﬁNu ‘Social Security Number: Date of Birth;
i <
o S / /
& | Do you have a disabled dependent beyond age 197 | Insurance Carrier: Policy #: Effective Date:
ONo (I Yes (list name[s]): el
W T s Al
— - | Address Employer Name:
0 1o the | ] 0_
w A
g Adult =1 = = —_—_—_—_—_—_~—"Y"- e e e
W Applicant’s Dependent | Covered Individuals:
= | Signature Date Signature Date i
)
& | Aduit Adult o s i s =
* Dependent Dependent | Plan Type: . ﬁc,,\onmmm Type:
£ |Signature Date Signature Date _rD Self Only [ Self & Family U Hospital  [JMedical [ Drug {JDental (I Vision

Form 3315-0%98

CDPHP Companies: Capital District Physicians” Health Plan, Inc. (CDPHP); CDPHP Universal Benefits, Inc. {UBT)
ORIGINAL TO BE FORWARDED TO CDPHP



