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If you answer “Yes” to any of these questions, you must complete and retum the Supplemental information for Dependent Enroliment form with this appiication,
is the address for any dependents different from Do any dependents have other grous heatth
your residence address? I ¥Yas T Ne insurance/Medicare? TiYes [ No
Do any dependents have a custodial parent who is Are any listed dependents over the dependent age and
responsible for their care? CYes [1No continuing as fulkime students? CYes CINo
Do you have other health insurance that will be in Avre any listed dependents on this application disabled? OYes ONo
effect at the same time as this coverage? [JYes [ No
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Provide & copy of your Medicare card with this application,

Section 4. Statement of Understanding of Financiat Responsibility for BlueCare HMD Plus _ ]
furderstand that treatment readered by a provider in the First Priorty Health (FPH) provider network will bs paic at the highest ievet of benefits. | alsoc understand that if there is no provider in the FPH
retwork that can petform the service, and the servica Is medically necessary and appropriate, | can request prior authorization fo use a BlueCard® or nor-participating provider and racelve care at the
highest{ level of benefits. [ also understand that H | directly access care from a provider in the BlueCard network, my out-oi-packe! expenses may be significantly higher than if | eceive care from 2
provider within the FPH natwork and | wil be responsibie for the applicable deductibie and consurance. | understand that my plan does not provige covarage for benefits received from a non-participaiing
provider without prior approval from FPH, | undarstand that if | directly access care from a non-paritipating provider, | will be solely responsibie for all costs incusred.

Applicant Signature Date

Section 5. Conditions of Enroltment  Please sign this section of the form, The form will not be processed without your signatire,
I rereby appiy for erroliment as checked heraon, made avallable to me through the groups with which | am affiiated. 1 understand that if this appiication is actepled, you will provide me with an
identification card and group fterature indicating the benefits and conditions of enroliment. ¢ acknowledge that ! will be bound by the terms and sondiiions of the aroup coniract. | am authorized by my
dependents, listed above, to enrolf them in & Blue Cross of Northeastem PennsylvaniaiHighmark Blue Shisld/Sirst Friority Health®First Priosity Lite Insurance Company® healih care plan. | authorize
fhe Social Security Administration to furnish Blue Cross of Northeastern Pennsyivania/Hiohmark Blue Shield/First Pricrity Health/First Priorty Life Insurance Company medicat o any other informatior:
acquired by i under Title XVl of the Social Security Act (Medicare) to the extent necessary to protess any ciaim under my agreemerd. !f enrofled in & First Priority Health product, | understand that
treaiment rendered by a provider in the First Priority Health natwork will be paid at the highest level of benefits, | also understand that if | directly access care from a provider in the BlueCarg
network, my oui-of-pocket expenses may be significantiy higher than if | receive care from a provider withit the First Priority Health netwark and { wili be responsivle for the appiicadie deductibie and
coinsurance. | understand that if | directly access care ffom a non-paricipating provider, | will be soiely responsible for alt costs incusred.

Any person who, knowingly and with intent to defraud any insurence company or other person, files an appiication for insurance or statement of ciaim containing any matenaly false information or conceals, for
the purpose of misleading, information conceming any fact material thersto, commils a fraugulent insurance act, which is & crime ang subjects such person 1o criminal and chvii penalties.
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Any person who, knowingly and with: intent fo defraud any insurance company or other parson, files an application for insurance or statement of claim containing any materiaky felse information o conceals, for
the pumpose: of misieading, information conceming any fact material thereto, commits a fraudulent insurance act, which i a crime and subjects such person o criminat and civit penaffies.
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