HEALTH INSURANCE ENROLLMENT/CHANGE FORM (FY2017)

WATER UNION Employees with hire dates PRIOR TO 7/31/13
PDSS UNION Employees with hire dates PRIOR TO 10/15/13

(Administered by Anthem Blue Cross & Blue Shield of NH)

Please send form to:

City of Manchester

Human Resources/Benefits

One City Hall Plaza

Manchester, NH 03101

Phone (603) 624-6543 Fax (603) 628-6065
benefitscoordinator@manchesternh.gov

Decline Coverage | Type of Change: [] New Enroliment
Change of Address
D D or Name Change I:l Open Enrollment

I:l Add Dependent (s)

D Cancel/Terminate

|:| Change Benefit Option

I:l Remove Dependent (s)

Date of Hire Date of Change Effective Date

MEDICAL BENEFIT OPTIONS (Based on 52 weeks)

ANTHEM HVIO PLAN ANTHEM POS PLAN LUMENOS REGIONAL HIGH DEDUCTIBLE HEALTH PLANS
. [ HDHP With HSA (31500733000 City Contribution) HDHP Without HSA
(Costperweek) Employee Share City Share [ (Cost per week) Employee Share City Share (Cost per week) Employee Share City Share (Costperweek) Employee Share City Share
[] single $3243  $152.89 [ Single $ 46.84  $220.80 [] single $25.55 $144.78 [] Single $21.22 $120.26
[] 2-Person $65.19  $307.32 || 2-Person $ 94.14  $443.81 [] 2-Person $51.31 $290.77 [ 2-Person $42.66 $241.73
[ ] Family $87.24  $411.29 [[] Family  $125.99  $593.95 [ ] Family  $65.74 $372.55 [ ] Family  $57.09 $323.51
Please select a Division:
PDSS Union Water Union
Employee Name (Last) (first) (M.1.) Home Phone # Employee DOB Employee SSN
Address (Street) (City) (State) (Zip Code) Home E-Mail Address
. . . Doctors Full Name and PCP# (— _—
Last Name First Name M. . | Date of Birth social SeFurlty # Gender Relatlo'n to 223{2555:; (If left blank Anthem will assign a doc%oﬁr)] EX|s't|ng
(Required) Subscriber uptoage 26) | (Leave PCP# blank if you can’t find it) Patient
Male Name Yes
EMPLOYEE ( As Above) As Above As Above E Female Self PCP # E No
Spouse (Whom you wish to cover or remove) |:| Male Name |:| Yes
Spouse
[ ] Female PCP # [ 1No
Dependent (Whom you wish to cover or remove) |:| Male Name |:| Yes
[ ] Female PCP # [ 1No
Dependent (Whom you wish to cover or remove) |:| Male Name |:| Yes
|:| Female PCP # |:| No
Dependent (Whom you wish to cover or remove) |:| Male Name |:| Yes
|:| Female PCP # |:| No
Dependent (Whom you wish to cover or remove) |:| Male Name |:| Yes
[ ] Female PCP # [ 1No

Other Health Care Coverage:

Do you or your dependents have other health insurance under a group plan, HMO or Medicare? |:| No |:| Yes (If yes, include a photocopy of the insurance card front & back)

Name of person covered

SSN or Medicare #

Effective Date

End Date Medicare Part A Medica

[l

[

re Part B Medicaid

[l

Other Insurance Carrier

[

Employee Signature

Oriainal sianature reauired, please print then sian & return to HR

Date Completed

Employer’s Signature

Date Entered

To be signed by Benefits Coordinator when entered into Anthem

This form can be found at http://www.manchesternh.gov/hr
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Sticky Note
You must print the form, then sign it and give it to your Payroll Clerk or to Human Resources; Benefits Coordinators. Original signature is required. Thank You!
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Sticky Note
Per Anthem, A PCP must be chosen otherwise your claims will be rejected! So please ensure to write your doctor's full name.
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