
Type of Contract(check one) Effective _....;;0...:;1_--=..0.::..1-....;;2.::..0:...:1:...:0:....--___ Anthem Blue Cross 
Benefit Plan (check one) 

and Blue Shield 
Employee o o Blue Access Standard PPO 

Membership 
Parent Plus o Blue Access Enhanced PPO o Application
(Employee/Child(ren» 

o HDHP 

Employee/Spouse o 

Family 0 
(Employee/Spouse/Child(ren» 

o New Enrollment o Change of Status o COBRA IX] Change of Benefits Plan 
A rIDDllcant 

Social Security Number Name - Last First Initial Date of Birth Sex 
OM OF 

Status Home Address - Street City County State Zip Code 
o Single 0 Married 

Group No. Date of Employment IName of Group IHours Worked Per Week 
00023062 Murray State University D 371/2 D 40 

Other Health Coverage Will you or any eligible dependents have other health insurance with another carrier after enrollment in this health plan? 
DYes 0 No If yes, please list in the sp ace provided below. 

Effective Date Place of Type of Coverage 
Identification Number Name of Policy Holder, Insurance Company and Address of Policy Employment Single Other 

I 
Dependents If you are applying for a Parent/Plus. Employee/Spouse or Family Health Contract, list aI/ dependents below. If 

.. 
!".n::lr.A i!". rAnllimci ::lttar.h a li!".t to this form 

Name of Dependents Date of Birth Sex FT Student Over 19 Relationship 
Last First Initial' Mo. Day Yr M F Yes No to Applicant Social Security No. 

Spouseo Add 
o Cancel 

Dependento Add 
o Cancel 

Dependento Add 
o Cancel 

Dependento Add 
o Cancel 

If you are adding or cancelling a dependent from your contract. please check and provide appropriate reason and date below 
Date Date Date Date of Birth Other - Explain - Date I 

o Divorced o Deceased 10 Married o Newborn 10 

Medicare Information (List any family memoer tnat IS entitled to Medicare l:IeneTlts) 

Name of Family Member Medicare Claim Part A Effective Part 8 Effective Reason for 

last First Number Date Date Currently Working? Medicare Entitlement 

No - Yes Age _ Disability _ ESRD __-

No Yes Age Disability ESRD 

Read carefully before signing. 

Please review your application for errors or omissions. An eligible claim may not be paid if omissions or errors relating to the claim are found on this application. If 

dependent or other coverage information changes at any time while your contract is in effect, you must complete a new application form within 30 days. You may 

obtain a copy ofthe HIPM Privacy Notice for the MSU Employee Health Plan by contacting MSU Human Resources, 404 Sparks Hall, (270) 809-2146. 


I consent, agree and understand for myself and my dependents that the Plan(s) are authorized to furnish to my employer upon such employer's request all 

pertinent medical records of claims made by providers under my contract. 


I acknowledge that I have read the foregoing provisions .and I expressly accept such provisions as a condition of coverage. I represent that the answers given to 

all questions on this application are true and accurate to the best of my knowledge and I understand they are being relied on by the insurer in accepting this 

application. Any material misrepresentation found in this application may result in denial of benefits or cancellation of my coverage(s). Any person who knowingly 

and with intent to defraud any insurance company. health maintenance organization, self-insured plan, or other person, files an application for insurance or other 

form of health care coverage containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto 

commits a fraudulent insurance act, which is a crime. 


Business 

Phone (\...__---' _____________ Applicant Signature ____________________________ 


Home 

Phone(~____~ _______________________ 
 Date'--____________________ 


