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iy STATE N_n COUNTY i 02 SPOUSE 03 CHILDUNDER 12 03 CHILD TAX DEPENDENT 1625 (A ONLY) 03 CHILD 1925 TAX DEPS2 YR EXTH (MA ONLY)
04 STEPCHILD UNDER 13 05* FULL-TIME STUDENT 19 AND OVER 06 HANDICAPPED {VERIFICATION REQUIRED) 07 EX-SPQOUSE
TELEPHONE {HOME) TELEFHONE (WORK) IT IS VERY IMPORTANT THAT EACH MEMBER SELECT A PRIMARY CARE PHYSICIAN.
A5 A PLAN MEMBER YOU MUST CHOOSE A FRIMARY CARE PHYSICIAN (PGP}, IF YOU DO NOT HAVE A PCE, NON-EMERGENCY AND
{ ) { ) MOST SPECIALTY GAHE MAY NOT BE COVERED.
ARE ¥OU
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{OPTIONAL} American Sign Language Cape Verdean  Eng French Haitian Hafian IKhmer Laotian Riandirn Partuguese Russian Spanish Specily
*IF YOU HAVE LISTED A FULL-TIME STUDENT{S) AGE 19 AND OVER, BUT UNDER THE MAXINUM STUDENT AGE,
PLEASE SYPFLY THE FOLLOWING INFORMATION: HAVE YOU EVER BEEN A MEMBER OF HPHG, HPHC GF NE. OR HPHC INSURANGE COMPANY?  [1 YES 01 NO
STUDENT(S) HAME NAME OF SCHOOL(S) STATE IF YOU WOULD LIKE TO RECEIVE A MENU OF LECTRONIC WAYS TO INTEBACT WITH US, LIST YOUR E-MAIL ADCDRESS HERE.
E-MAIL ADDRESS: (OPTIONAL)
THIS INFORMATION MAY BE USED TO VERIFY ELIGIRILITY YOUR E-MAIL ADDRESS WILL BE STORED IN A PROTECTED DATABASE AND WILL REMAIN CONFIDENTIAL.

MEMBEASHIP WILL BECOME EFFECTIVE UPDN ACCEPTANCE BY THE PLAHN, BENEFITS UNDER THE PLAN WILL BE EXPLAINED IH A SEPARATE DOCUMENT. FOR AN EXFLANATION OF HOW HARVARD PILGRIM MAY USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION,
PLEASE READ YOUR NOTICE OF PRIVACY PRACTICES PROVIDED TO YOU BY HARVARD PILGRIK IN YOUR ENRGLLMENT KIT.

MAINE MEMBERS: PLEASE NOTE THAT THE SUBROGATION PROVISION APPLICABLE TO MANE MEMBERS, QUTLINED M A SEPARATE DOCUMENT, PERMITS SUBAOGATION PAYMENTS ON A JUST AHD EQLUITABLE BASIS.
HEW HAMPSHIRE MEMBERS: PLEASE NOTE THAN AN ENADLLED PARTICIPANT SHALL BE ALLOWED A GRACE PERIOD GF TEN (19) DAYS FOR MAKIHG ANY PAYTAENT DUE UNDER CONTRACT {MN.H. RSA 320-B:8(IV}{b).
| UNBERSTAND THAT A COFY OF THIS FORM WILL BE GIVEH TO ME, R MY AUTHORIZED REPRESENTATIVE. UPON mmm..c—mw,_,.

T 1S A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPARNY. PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR
A DEMIAL OF INSURANCE BENEFITS,
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