ENROLLMENT APPLICATION
HOW TO ENROLL IN EHP
Please detach this page and review these instructions before completing the “Enroliment Application”. If
you have any questions please contact an EHP Service Representative before signing this Application.

EHP Customer Service at (410) 424-4450 or 1-800-261-2393
INSTRUCTIONS FOR NEW APPLICANTS:

« PLEASE PRINT OR TYPE. (Press down firmly so that each copy of application is readable.)

« COMPLETE SECTIONS NUMBERED #1-#20. Enter the information about your family members who are
to be covered in #11—#15. If you have elected the EHP BASIC PLAN, you must complete #16. Please
note that you are not required to complete #16 if you have elected the EHP PREMIUM PLAN.

« [f you have elected the EHP BASIC PLAN, you must choose a Primary Care Physician and complete #16.
In this area write the name and number of the physician(s) you wish to select as your Primary Care
Physician(s). Female enrollees, age 14 and older, for obstetrics and gynecological care, should select a
Medical Primary Care Physician as well as an OB/GYN Primary Care Physician. Primary Care Physicians
are identified in the EHP Provider Directory.

IMPORTANT: If you are enrolling in the EHP BASIC PLAN and you do not select a Primary CGare Physician,
benefits will not be paid.

« COMPLETE #18. Your application cannot be processed without this information. However, do not enter
your current insurance information if that insurance will be canceiled when EHP becomes effective.

« |F YOU ARE COVERED BY MEDICARE, COMPLETE #19. Please refer to your Federal Medicare Card
(red, white & blue) for the information requested here.

» SIGN AND DATE #20 ON THIS FORM AND RETURN IT TO YOUR EMPLOYER.
INSTRUCTIONS FOR APPLICANT CHANGES:
» PLEASE PRINT OR TYPE.
» COMPLETE #1 BY CHECKING THE TYPE OF CHANGE YOU ARE REQUESTING.
« COMPLETE #2 THROUGH #19 (ONLY AS.THEY APPLY TO THE CHANGE YOU REQUESTED IN #1).
« SIGN AND DATE #20 ON THIS FORM AND RETURN [T TO YOUR EMPLOYER.

WARNING: ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE/SHE IS FACILITATING A
FRAUD AGAINST AN INSURER, SUBMITS AN APPLICATION, OR FILES A CLAIM CONTAINING A FALSE, OR
DECEPTIVE STATEMENT IS GUILTY OF INSURANCE FRAUD WHICH MAY BE PUNISHABLE AS A FELONY.
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JOHNS HOPKINS HEALTH SYSTEM CORPORATION/JOHNS HOPKINS HOSPITAL

JOI-INS HOPI{[NS ENROLLMENT APPLICATION
{PLEASE PRINT - PRESS FIRMLY USING BALL POINT PEN)

EMPLOYER HEALTH PROGRAMS 6704 Curtis Court « Glen Burnie, MD 21060
{410} 424-4450 « 1-800-261-2393

W

NEW ENROLLMENT/CHANGES IN ENROLLMENT

1. TYPE OF REQUEST (CHECK BOXES, AS APPROPRIATE) C1NEW APPLICANT [ ADD SPOUSE/DEPENDENT (0 DELETE SPOUSE/DEPENDENT 0 CHANGE NAME/ADDRESS

MEDICAL DENTAL
O PREMIUM O EMPLOYEE 1 EMPLOYEE & CHILD [1 HIGH OPTION 0 EMPLOYEE [0 EMPLOYEE & CHILD
O BASIC O EMPLOYEE & SPOUSE [0 EMPLOYEE & FAMILY O COMPREHENSIVE [0 EMPLOYEE & SPOUSE O EMPLOYEE & FAMILY
{1 EMPLOYEE & SAME SEX [} EMPLOYEE & FAMILY WITH SAME 1 EMPLOYEE & SAME SEX  £1 EMPLOYEE & FAMILY WITH SAME
DOMESTIC PARTNER SEX DOMESTIC PARTNER DOMESTIC PARTNER SEX DOMESTIC PARTNER
APPLICANT INFORMATION
2. NAME - LAST FIRST INITIAL 3. SOCIAL SECURITY NO. 4. DATE OF EMPLOYMENT
5. MAILING ADDRESS CiTY STATE | &P CODE COUNTY
6. HOME PHONE NO. WORK PHONE NO. 7. MARITAL STATUS 8. EMPLOYER
{ } ( ) O SINGLE  [3 MARRIED
9. ARE YOU RETIRED? 10. ARE YOU CURRENTLY ACTIVELY AT WORK?
OyYeEs OnNo Oyes 0ONO IF NO, REASON:
SPOUSE/DEPENDENT INFOCRMATION (COMPLETE THIS SECTION FOR YOURSELF AND COVERED DEPENDENTS)
) . BIRTHD, _ 16. LIST NAME & (D NUMBER OF THE PRIMARY GARE
11, NAME {LAST, FIRST, MIDDLE INIT?AL) 12, SEX {13. BIRTHOATE ||, oot amowssie | '~ DISABLED | ™ o) VSICIAN (FGF) FROM THE DIRECTORY FOR EACH MEMBER PCP 1D, NO. CURRENT
MF) Imol pay | v ¥/ (COMPLETE FOR BASIC PLAN ONLY) PATIENTY/N

§ PCP
SOC. SEC. NO. \ OB/GYN {FOR FEMALES AGE 14 AND OLDER)
A

% PCP
SOC. SEC. NC. & OB/GYN (FOR FEMALES AGE 14 AND OLDER)
b

womo|reomo|~ovmo|mecove|mr-me

& CHILD PCP
D STEPCHILD

S0C. SEC. NO. O OTHER OB/GYN (FOR FEMALES AGE 14 AND OLDER)
{SPECIFY)
[ CHILD PCP
O STEFCHILD

SOC. SEC. NO. O OTHER OB/GYN (FOR FEMALES AGE 14 AND OLDER)
(SPECIFY)
O CHILD PCP
B STEPCHILD

50G. SEC. NO. O OTHER OB/GYN (FOR FEMALES AGE 14 AND OLDER)
(SPECIFY)

17. IF ANY DEPENDENT CHILD IS OVER AGE 19, IS HE/SHE A FULL-TIME STUDENT? ' Oyes ONO

YOU MUST ATTACH DOCUMENTATION OF STUDENT'S FULL-TIME STATUS
(E.G. CLASS SCHEDULE, LETTER FROM COLLEGE ADMISSIONS OFFICE, ETC.) IF YES, DEPENDENT'S NAME:

17A.1S YOUR SPOUSE/DEPENDENT EMPLOYED? O YES [INO IFYES, NAME OF EMPLOYER

18. DO YOU OR ANY OF YOUR DEPENDENTS HAVE OTHER: A. GROUP HEALTH COVERAGE? OYES LOINO IFYES, IS COVERAGE H SINGLECR O FAMILY
B, GROUP DENTAL COVERAGE? OYES [COINO IFYES, IS COVERAGE ©]SINGLEOR O FAMILY
IF YES,
NAME OF HEAETH INSURANCE CARRIER: : POLICY NUMBER:
NAME OF DENTAL INSURANCE CARRIER: POLICY NUMBER:
DATE EFFECTIVE DATE TERMINATION DATE
NAME OF INSURED: . OFBIRTH: . OFCOVERAGE: — . OF COVERAGE:
FAMILY MEMBER COVERED AND RELATIONSHIP:
19. IFYOU OR ANY DEPENDENT LISTED ABOVE WILL BE COVERED BY MEDICARE WHILE ENROLLED IN THIS HEALTH PLAN, PLEASE COMPLETE THE FOLLOWING:
ENROLLEE NAME MEDICARE NO. PART A EFFECTIVE DATE PART B EFFECTIVE DATE
ENROLLEE NAME MEDICARE NO. PART A EFFECTIVE DATE PART B EFFECTIVE DATE
20, tapply for EHP enrollment for the persons listed, and agree that | and my family members shall be covered according to the terms of the Plan. | hereby authorize deductions from my earnings of any required
contribution as applicable. | hereby authotize any licensed physician, medical practitioner, hospital, clinic or other medical or medical-related facilty, insurance company, the Medical Information Bureaw, or
other organization, institution, or person that has any records or knowledge of me or my family’s health to give EHP such information. A photographic copy of this authorization shall be as valid as the original.
To the best of my knowledge and belief, all statements to the questions in the application are complete and true, and | agree that they will be the basis of the issuance of any coverage. | will notify EHP
premptly in writing concerning any changes in the above information.
Any malerial misrepresentation, whather intentional or not, may result in denial of a claim or retroactive cancellation of coverage.
APPLICANT SIGNATURE: DATE:
FOR EMPLOYER/GROUP USE ONLY EHP USE ONLY
REASON FOR SUBMITTING APPLICATION EFFECTIVE DATE GROUP NO. SUBGROUP INITIAL
CINEW HIRE
[JLATE ENROLLEE
CIQGPEN ENROLLMENT/ELECTION PERIOD MEDICAL DENTAL WORK LOCATION (F APPLICABLE) DATE
CJEMPLOYMENT STATUS CHANGE
CIFAMILY STATUS CHANGE VISION OTHER

EHP




