Enrollment Form Mail Completed Form to: Fax Form To:
mv—d%m_ﬁ_m_‘_m Contact Us with Questions PHP-Physicians Health Plan 517.364.8416
—l—mm—_ﬁ—d v_m—.— Email PHP.Enroliment@PHPMM.org PO Box wu..w Monday-Friday
nm—_ 517.364.8320 m_m= wnhﬂ:_m‘ MD 21060-0313 8a.m.toS p.m., EST
Attn: Enroliment Department Excluding Holidays
/ yi
Type of Plan O HMO O ppPoO O ASO/TPA O Pos 0 EpO Member Enrollment E\_Sm&nm_ Q Dental

Last Name B} OAIA First Name 2 Middle Initial

Street Address | | 5% «Ncw)&c@)& ey P PO Box _>un Number 3(5 _Q2 Lansing _ State M1 _ Zip Code {¢517)
Home Phone Number$\7-24|-D\&\ |Email Address dcywie\e, ) wash, eSAN _ Date of Birth ®\ z ¥4 _no::»< ba o

Social Security Number 427~ - 24 | Gender M Male ClFemale| Marital Status [ Divorced OLegally Separated [1Married [lSeparated W Single
Primary Care Provider Name

Ethnicity CaoCasion
Language Preference &\ Sl

City & State of PCP

Is Medical Insurance Available to

First Name Social Security | Date of Birth| Gender Relationship PCP Name Dependent Through Employer?
OmM OF |OsOD0 OH Ow Ow do OvYves ONo
OM OF |OsSsOD OH Ow OdLw ado O Yes [ONo
OM OF |OsOD OH OwW Ow fdo O Yes ONo
OM OF |OSOD OH Ow aLw do -~ HOYes @ONo
Do You or Your Family Have Any Other Healthcare Coverage? E[INo [Yes — Please Complete This Section O Medical ODental 0O Medicare
Policyholder Name | Date of Birth | Effective Date of Policy | Phone Number
Employer Name _ Insurance Company Name _ Policy Number
Medicare Policy Number _ Reason for Medicare: [J End Stage Renal Disease [] Disability [0 Over Age 65 [0 Over Age 65 And Working

Medicare Effective Dates

ACCURACY OF INFORMATION: On behalf of myself and anyone enrolled in or added to this application (“Us”), | understand and agree that any omissions or incorrect statements
knowingly made by Us on this application may invalidate my and/or my dependents’ coverage. NOTICE OF ENROLLMENT RIGHTS: | understand that if | decline enroliment for
myself or my dependents (including my spouse) because of other health coverage, | may be able to enroll myself and my dependents in this policy if | or my dependents lose
eligibility for that other coverage (or if the employer stops contributing towards my or my dependents’ other coverage). However, | must request enrollment within 30 days after
my or my dependents’ other coverage ends (or after the employer stops contributing toward the other coverage). In addition, | understand that if | have a new dependent as a
result of marriage, birth, adoption or placement for adoption, | may ke able to enroll myself and my dependents.

EMPLOYEE SIGNATURE . S — _ DATE m_mzmo_ 7 m\ </27 _

; loyer Use Only - ._.:_m Section ted In Order to Process the New Requ
Group Name —L)Vw H:O Group Number_ A Effective Date | 3 v_m: Ummn:u:o:
Sub Group Number :UOO _ Class Number _ Delta Dental Group Mumber &) 77 §—

Quaglifying Event Reason  [1Open Enrollment [ New Hire [JReturn BfStatus Change OOther | Date of Event
6Full-Time O Part-Time | @Active O Retiree | O Salaried fHourly | OUnion E/Non-Union |

Representative Printed Name M,clhae| [Sishee Representative Signature -
Representative Phone z::._vmq.m\.u \M%\(£NQ¢Wmﬁm Signed :\\ .N\b%
7 77

I'4




