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Q EMPLOYEE ENROLLMENT 0 EMPLOYEE CHANGE FORM
PLEASE PRINT AND COMPLETE IN BLACK INK ONLY

|SECTION A - COVERAGE SELECTIONS

Blue Cross and Blue Shield of Louisiana HMO Louisiana, Inc. Southern National Life
O PPO (Ded/Coins.) O TrueBlue (Ded/Coins.) O Dental O HMO (Plan #) Insurance Company, Inc.
Q PremierBlue (Plan#) ____ U BlueSaver (Ded/Coins.) . O POS (Plan #) a Life O Dependent Life

For BlueSaver only:  Please open an account with MySmartSaver Health Savings Account (HSA). O Yes U No
Send Spouse information from Section E as an authorized signer on MySmartSaver Health Savings Account (HSA). O Yes U No

LBl QYes ONo

SECTION B - EMPLOYEE INFORMATION
ENROLLEE'S LAST NAME

SEX (M/F) |BIRTHDATE (MM/DD/YYYY) {HIRE DATE OCCUPATION SOCIAL SECURITY NUMBER

!
MAILING ADDRESS (must provide street address| CITY STATE |ZIP \ E-MAIL ADDRESS HOME PHONE WORK PHONE
for HSA setup) |
|

MARITAL STATUS O MARRIED O SINGLE U OTHER (explain below) RETIRED O YES O NO ’ DATE RETIRED ‘EMPLOYER NAME
SECTION C - ENROLLMENT EVENTS | |

ENROLLMENT Requested Effective Date [ WAIVER OF COVERAGE

O New O Late QO Rehire Q Special Enrollee (Go to Qualifying Event Section Below.) I decline to enroll for this coverage due to:

U Spouse’s Employer Plan

Class (Select One): Q Active [ Management O Non-Mana?ement O Retiree O COBRA/State Continuation* 1 Other O Individual Plan O Medicare

*Please complete form 23XX0500 for BCBSLA products and form 03100 00081 for HMO products. O COBRA from Prior Employer

1 am enrolling for: Q VAEligibility QO Medicaid U Tri-Care

O Health: O Employee Only Q Employee & Spouse U Employee & Dependent Child(ren) 1 Employee and Family Q | Decline Q Other
O Dental: O Employee Only O Employee & Spouse U Employee & Dependent Child(ren) QO Employee and Family (| Decline if waiving all | o Section | .
Q Life: O Employee Only O Employee & Spouse O Employee & Dependent Child(ren) O Employee and Family O | Decline walving all coverages, please go to Section |, read and sign.

CHANGE (Please complete Section E) Requested Effective Date / l

Type of Change: 1 Name U Address [ Add Dependent O Delete Dependent O Subgroup [ Class O Cancellation O Qualifying Event (Complete next section)

QUALIFYING EVENT O Marriage QO Birth I Adoption 'EI Placement for Adoption Date of Qualifying Event Date / /

If you lost other coverage, was it due to; O Divorce O Death QO Termination or reduction in work hours T Employer contributions for coverage ended 1 Other
0 COBRA coverage exhausted (Refer to instruction page)
SECTION D - EMPLOYER INFORMATION (TO BE COMPLETED BY THE EMPLOYER

The information below must be completed by the Employer if an employee is making a change, or if the employee is canceling coverage.

Employer Name Employer Signature Date ! / Group/Subgroup Number /
Product Selection Change (please refer to instruction page) Subgroup Change: Move From — MoveTo S
Cancellation of Coverage: U Cancel Coverage (reason) _ Last Date of Employment / /

Class Change To: O Active O Management 1 Non-Management (1 COBRA/State Continuation® O Retiree [ Other (Explain)
*Note: If choosing COBRA or Louisiana State Continuation, please complete form 23XX0500 for BCBSLA products or 03100 00081 for HMOLA products.
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