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APPLICANT INFORMATION: Complete all sections, sign at bottom and read information on reverse side.

Check one: [J New Application
[J Other (name change, address change, etc.)

1 Add Dependent
Indicate change

[l Change Ind. Plan Choice (setect new ensice below)

Eff, Date (mm/dd/wy)
/ /

Marital Status: (] Single

(3 Married (Civil Union) [0 Legally Separated
OWidowed [ Divorced

[ Separated
(7] Domestic Partnership
(include “Statement of Domestic Partnership")

Email Address

{Deductible=Individual/Family}):

{JHMQO $25/$35 Hospital Copay $500

[JHMO $30/$45 Hospital Copay $500
with Radiology Copay*

(Select one) (Deductible=Individ./Family):

{7 $500/$1,000 In-Network Deductible
7 $1,000/$2,000 In-Network Deductible

First Name Middle Name Last Name

Street Address Home Telephone Number
City State ZIP Code Work Telephone Number
P.0. Box/Billing Address (if different from street address) City State Z1P Code
ConnectiCare, Inc. = HMO Benefit Plans and ConnectiCare Insurance Company, Inc. = POS Benefit Plans

HMO Benefit Plans (Select one) POS Upfront Plan Deductible Benefit Plans | HSA Compatible Plans

(Select one HMO plan or POS plan)
(Deductible=Individual/Family):
HMO HDHP

(] $1,500/$3,000 In-Network Ded.

7] $2,000/$4,000 In-Network Deductible

[JHMO Hospital Deductible $2,000/%4,000 [J $3,000/$6,000 In-Network Ded.

[1HMO Upfront Plan Deductible $1,500/$3,000 | oR | Pharmacy Co-Pay (Select one): OR | [T $5,000/$10,000 In-Network Ded.
[THMO Upfront Plan Deductible $2,500/%5,000 [T $10/$20/$35 [T No Pharmacy Option POS HDHP
Pharmacy Co-Pay (Select one): [0 $15/$25/540 ' [ $1,500/$3,000 In-Network Ded.
[0$10/$20/$35 [0 $15/$25/340 Pharmacy Apnual Maximum {Select one): [J $3,000/$6,000 In-Network Ded.
Pharmacy Annual Maximum (Select one): 1 $1,000 [7$3,000 [ $5,000/$10,000 In-Network Ded.
0s$1,000 {3%2,000 [J$3,000 [ $2,000 [J No Pharmacy Option
*Plan enly available with $20/50%/50%/%3,000 Rx
MEMBER(S): 2 | Social Security:Number. orCament | . | Dateof Bm:h g‘gﬁl&?rgf PrimaryCare | Provider ID Number Existing
First Name/Middle Initial/Last Name |3 f‘g Member Identification Number Sex | (mm/dd/yy) a0 ;",,ue, Physician (6 or 8 digits) Patient
Applicant 1 0m . Y
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[J Check if enralling a disabled dependent age 12 or over and submit a ConnectiCare proof of disability form,

*Complete student, verification form.

Tell us about your other insurance: Do you have any other health insurance policy or certificate in force? [ Yes [J No
Name of other insurance company Type of coverage Last date of coverage
O Group [J Individual
Do you intend to replace your current medical or health policy with this policy? [IYes [ No
AGENT SECTION: FOR BUSINESS USE ONLY:
Agency Name Phone Number . Effective Date
Rowst & S. Capon Bt/ 203-281-557 ,
Agent Name {Print) . Account # QOther
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