The Harvard Pilgrim HMO

REASON FOR SUBMISSION (Please check all that apply)
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*iIF YOU HAVE LISTED A FULL-TIME STUDENT(S) OVER AGE 13 BUT UNBER THE MAXIMUM STUDENT AGE, HAVE YOU EVER BEEN A MEMBER QF Pilgrim Health Care, Harvard Cornmunity Health Plan, HCHP OF NE, HPHC QR HPHG OF NE?

SUPPLY THE FOLLOWING INFORMATION:

STUDENT(S) NAME

IF YOU WOULD LIKE TO REGEIVE A MENU OF ELECTRONIC WAYS TO INTERACT WITH US, LIST YOUR E-MAIL ADDRESS HERE,
NAMNME OF SCHOOL(S)

E-MAIL ADDRESS:

(OPTIONAL)

YOUR E-MAIL ADDRESS WILL BE STORED IN A PROTECTED DATABASE AND WILL REMAIN CONFIDENTIAL.

THIS INFORMATION MAY BE USED TO VERIFY ELIGIBILITY

MEMBERSHIP WiLL BECOME EFFECTIVE UPON ACCEPTANCE BY THE PLAN. BENEFITS UNDER THE PLAN WiLL BE EXPLAINED IN A SEPARATE DOCUMENT. FOR AN EXPLANATION OF HOW HARVARD PILGHIM MAY USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION,
PLEASE READ YOUR NOTICE OF FRIVACY PRACTICES PROVIDED TO YOU BY HARVARD PILGRIM IN YOUR ENROLLMENT KIT

MAINE MEMBERS: PLEASE NOTE THAT THE SUBROGATION PROVISION APPLICABLE TO MAINE MEMBERS, GUTLINED IN A SEPAFIATE DOCUMENT, PERMITS SUBROGATION PAYMENTS OM A JUST AND EQUITABLE BASIS.

NEW HAMPSHIRE MEMBERS: PLEASE NOTE THAN AN ENROLLED PARTICIPANT SHALL BE ALLOWED A GRACE PERIOD OF TEN (10) DAYS FOR MAKING ANY PAYMENT DUE UNDER CONTRACT (N.H. RSA 420-B:8(IV})(b).

| UNDERSTAND THAT A COPY OF THIS FORM WILL. BE GIVEN TQ ME , OR MY AUTHORIZED REPRESENTATIVE, UPON REQUEST. -

It Is a crime to knowingly provide false, Incomplete or misleading informaticn to an insurance company for the purpose of defrauding the company. Penalties may include imprisanment, fines or a denial of insurance benefits.
THE EMPLOYEE, SPOUSE AND ALL DEPENDENTS AGE 18 YEARS AND OVER MUST SIGN THIS FORM FOR ENROLLMENT.

EMPLOYEE SIGNATURE DATE DEPENDENT SIGNATURE (aga 18 yaars - ovar) DATE DEFENDENT SIGNATURE (ape 18 years - aver) DATE




