
Primary applicant name: _______________________ 

Welcome 
Connecticut Individual Application
Thanks for choosing us. We’re glad you’re here. 

If you have any questions while filling out this form, give us a call at 1 (877) 212-1793. But if you’ve worked with an agent or broker, contact them 
first. 

Did you know? 
Anthem now offers individual term life insurance coverage. Please contact your agent or broker. If you don’t have an agent or broker, you can apply 
at anthem.com or call us for additional information at 1 (877) 212-1793. Term Life Insurance underwritten by Anthem Life Insurance Company. 

About this form 
Use this form to apply for new medical, dental or vision coverage or to change existing coverage with Anthem Blue Cross and Blue Shield (Anthem). 

You can apply or change coverage: 
1.  During the annual Open Enrollment period 

Your coverage will start based on when we receive your complete application. The earliest date coverage can start is January 1st. 
2.  When you have a Special Enrollment period due to a qualifying event 

When you’re done with this form, fill out Appendix A: Special Enrollment, which includes information about qualifying events, when 
coverage starts, and limits on the plans you may select for certain qualifying events. 

3.  For new dental and vision 
x  For new dental and vision coverage, you can apply any time of the year. 
x  If you apply with medical coverage, your effective dates will match. 
x  If you apply without medical coverage, your effective date will be based on when we receive your complete application. 

Coverage starts the 1st day of the month after the date we receive your complete application. 

Tips for filling out this form 
x  Answer all questions. Please print clearly using blue or black ink only. 
x  Please submit all pages. 
x  You can also apply online at anthem.com. 
x  Refer to your Health Plan Guide for plan and enrollment details. Don’t have a copy? Ask your agent or contact us. 
x  If you’re enrolling in a medical plan, you must choose a Primary Care Physician (PCP). View a list of doctors for your plan on anthem.com 

or call us. If you don’t choose a PCP, we’ll pick one located close to you. 

Some frequently asked questions 
1.  Do I need to include a payment? 

Yes. We can’t process your application without your first month’s premium payment. Without it, your enrollment will be delayed. We won’t 
charge your card or cash your check or money order until you’ve been enrolled. 

2.  Why do you need my Social Security Number (SSN)? 
The IRS requires us to collect it. It won't be shared unless required by law.  
If you enroll in a health savings account (HSA) compatible plan with us, we may give it to our HSA banking partner.  

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans, Inc. Independent licensee of the Blue Cross and Blue Shield  
Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.  
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Connecticut Individual Application  Please indicate the reason for this application: 
 Open Enrollment 
 Special Enrollment Period (also complete Appendix A) 

 New coverage 

�
�

�

�
�  ________________

- -

� � �  � � � �

___________________________________________________________________________________________________________ 

� � � � 

/ / 

� �  

 � � �  

- -

� � � � / / � �

� �  

� � 
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 Change coverage 
 Add dependent to existing coverage

Subscriber 
ID no. 

Step 1: Who is applying? 
Primary Applicant 

Last name (legal name) First name (legal name) M.I. Social Security Number 

Marital status 
Single Married Domestic Partner 

Sex 
M F 

Date of birth (mm/dd/yyyy) Legal resident of CT 
Yes No 

County (for home address) 

Home address (not a P.O. Box) City State ZIP 

Billing address (optional — if different than home address) City State ZIP 

Mailing address (optional — if different than home address) City State ZIP 

Email address: 
For myself and any dependents, I’m providing my email address because I want to receive information about my benefits by email or electronically. This 
may include my contract or Evidence of Coverage, billing, explanation of benefits, required notices and helpful or personalized information to get the 
most out of my benefits. I will make sure Anthem has my most up to date email. These electronic communications may include specific details about me 
and my plan. I also understand that by providing my email address information about my dependents may be sent by email or electronically. I know I (or 
my enrolled dependents) can change my mind at any time and request a free copy of specific materials by mail. To do either, I (or my enrolled 
dependents) will update communication preferences by going to anthem.com or calling Member Services. 

Primary phone Secondary phone Preferred written language 
English (ENG) Spanish (SPA) 

Preferred spoken language 
English (ENG) Spanish (SPA) 

PCP PCP ID Current Patient 
 Yes  No

Coverage(s) selected  Medical  Dental  Vision 
To enroll a spouse/domestic partner and/or dependent, the primary applicant also must be enrolled. 
If the primary applicant selects medical coverage, all family members listed on this application will be enrolled in the medical coverage. 

Spouse or Domestic Partner 

Last name (legal name) First name (legal name) M.I. Social Security Number 

Relationship to applicant 
Spouse Domestic Partner 

Sex 
M F 

Date of birth (mm/dd/yyyy) Legal resident of CT 
Yes No 

PCP PCP ID Current Patient 
 Yes  No

Coverage(s) selected  Dental  Vision 
To enroll a spouse/domestic partner and/or dependent, the primary applicant also must be enrolled. 
If the primary applicant selects medical coverage, all family members listed on this application will be enrolled in the medical coverage. 



Child dependent Children must be under age 26. If your child is age 26 or older, you must complete a Mentally or Physically 
Incapacitated/Impaired Dependent Child Certification Form (make sure their doctor signs it, too). 

Last name (legal name) First name (legal name) M.I. Social Security Number 
- -

Relationship to applicant 
� �  ______________________________ Child Other

Sex 
� �M F 

Date of birth (mm/dd/yyyy) 
/ / 

Legal resident of CT 
� �Yes No 

PCP PCP ID Current Patient 
� � Yes  No 

Coverage(s) selected � � Dental  Vision 
To enroll a spouse/domestic partner and/or dependent, the primary applicant also must be enrolled. 
If the primary applicant selects medical coverage, all family members listed on this application will be enrolled in the medical coverage. 

Child dependent 

Last name (legal name) First name (legal name) M.I. Social Security Number 
- -

Relationship to applicant 
� � ______________________________ Child Other 

Sex 
� �M F 

Date of birth (mm/dd/yyyy) 
/ / 

Legal resident of CT 
� �

� �

Yes No 

PCP PCP ID Current Patient 
 Yes  No 

Coverage(s) selected � � Dental  Vision 
To enroll a spouse/domestic partner and/or dependent, the primary applicant also must be enrolled. 
If the primary applicant selects medical coverage, all family members listed on this application will be enrolled in the medical coverage. 

Child dependent �

- -

Check here if you have more dependents. Print an extra copy of this page and attach to your application. 

Last name (legal name) First name (legal name) M.I. Social Security Number 

Relationship to applicant 
� �  ______________________________ Child Other

Sex 
� �M F 

Date of birth (mm/dd/yyyy) 
/ / � �

Legal resident of CT 
Yes No 

PCP PCP ID Current Patient 
� � Yes  No 

Coverage(s) selected � � Dental  Vision 
To enroll a spouse/domestic partner and/or dependent, the primary applicant also must be enrolled. 
If the primary applicant selects medical coverage, all family members listed on this application will be enrolled in the medical coverage. 

Eligibility The answers to these questions are needed to determine your eligibility. 

Are any applicants enrolled in Medicare? � �No Yes If yes, who? 
Are any applicants currently incarcerated (with more than 60 days left to serve before release) as a result of a conviction? (not just pending disposition 
of charges) � No � Yes If yes, who? 
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Step 2: What coverage would you like?  
Medical Plans 
Choose only one medical plan. 
HMO products require you to select a Primary Care Physician (PCP) in Step 1. 

Anthem Bronze 
HMO Pathway Enhanced 6200/12400/40% 
for HSA (5L2D) 
HMO Pathway Enhanced Tiered 
6100/7100/0%/50% (5L2F) 
HMO BlueCare Prime 8500/50% (5L2E) 

�

�

�

�

�

�

�

�

�

�

�

�

�
�

�
�

�
�

�
�

�
�
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Anthem Silver 
HMO Pathway Enhanced Tiered 
2600/6500/10%/40% (5L2T) 
HMO Pathway Enhanced Tiered 
2800/3800/10%/40% for HSA (5L2U) 
HMO BlueCare Prime 5100/30% (5L2S) 

Anthem Gold 
HMO Pathway Enhanced Tiered 
2000/3000/10%/30% (5L2L) 
HMO BlueCare Prime 2500/20% (5L3Y) 

Anthem Catastrophic Only available to applicants under age 30, unless otherwise qualified. 

HMO Catastrophic Pathway Enhanced 8550/0% (5L2Q) 

Health Savings Account (HSA) Enrollment If you choose an HSA compatible plan, please select one of the options below: 

I request that Anthem facilitate opening my HSA with its service provider and, as part of that transaction, I understand Anthem will disclose my 
name, SSN, and claims data, and that of my dependents if applicable, to its service provider to support my HSA. 
 I request that Anthem NOT facilitate opening an HSA with its service provider for me. 

Current medical coverage  One or more of the applicants currently have health care coverage (Please fill out the info below.) 

Name of person covered
(Last, First, M.I.) 

Coverage
Type Insurer name Policy ID no. 

Coverage Dates (if applicable) 
(mm/dd/yyyy)

Termination Date (if different 
from coverage end date) 

 Group 
 Individual 

Start: 
End: 
Termination Date: 

 Group 
 Individual 

Start: 
End: 
Termination Date: 

 Group 
 Individual 

Start: 
End: 
Termination Date: 

 Group 
 Individual 

Start: 
End: 
Termination Date: 

 Group 
 Individual 

Start: 
End: 
Termination Date: 



Dental Plans 
Dental coverage for children under age 19 is already included in all our medical plans (Also known as Pediatric Essential Health Benefits). 
Choose a dental plan if you want to buy coverage for more than these Pediatric Dental Essential Health Benefits. 

Dental plan options 
�
�
�

�
�
�

�
�
�

 Anthem Dental Family Value (2J50) 
 Anthem Dental Family (1FRP) 
 Anthem Dental Family Preventive (5SKX) 

 Anthem Dental Family Enhanced (1FRQ) 
 Essential Choice Bronze (5SG0) 
 Essential Choice Silver (5SG1) 

 Essential Choice Gold (5SG2) 
 Essential Choice Platinum (5SG3) 
 Essential Choice Incentive (5SG4) 

Prior and other dental coverage 

Name of person covered 
(Last, First, M.I.) 

Coverage 
(check all that apply) Insurer name Policy ID no. Dates (if applicable) 

(mm/dd/yyyy) 

�
�

 Dental 
 Orthodontia 

Start: 
End: 

�
�

 Dental 
 Orthodontia 

Start: 
End: 

�
�

 Dental 
 Orthodontia 

Start: 
End: 

�
�

 Dental 
 Orthodontia 

Start: 
End: 

�
�

 Dental 
 Orthodontia 

Start: 
End: 

Vision Plan 
Vision coverage for children under age 19 is already included in all our medical plans (Also known as Pediatric Essential Health Benefits). 
Choose a vision plan if you want to buy coverage for more than these Pediatric Vision Essential Health Benefits. 

Vision plan options 

�
�

�
�

Blue View Vision Bundled (1RY3) 
Blue View Vision Value (2SVD) 

� Blue View Vision Plus (2SVC) 

Blue View Vision Enhanced (2SVB) 
Blue View Vision Basic (5LC1) 

�

�
�
�Blue View Vision Premier (5LF0) 

Blue View Vision Ultra (5LGB) 
Blue View Progressive Select (5LD2) 
Blue View Progressive Preferred (5LCK) 
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Step 3: Please read and sign  
Important legal information 
I, the undersigned, understand that: 
x  

  
  

 
 

I must include my first premium payment with this application, but that does not mean coverage has been approved. I’m applying for the 
coverage I chose in Step 2. To the extent permitted by law, Anthem has the right to accept or decline this application. If my application is 
denied, my bank account or credit card will not be charged, and if I paid with a money order, it will be returned to me. 

x I’m responsible to let Anthem know, in a timely manner, of any change that would make me or any dependent ineligible for coverage. 
x Check payments may be handled as Automated Clearinghouse (ACH) debit transactions. That means if I pay by check, the paper check will be 

destroyed and the debit payment will appear on my bank statement. My check won’t be given to my financial institution or sent back to me. This 
does not mean I will be enrolled in an automatic debit process to pay my premium. Any resubmissions due to insufficient funds may also be 
electronic. All checking transactions will remain secure, and my payment by check means I agree to these terms. 

x I agree and consent to the recording and/or monitoring of any telephone conversation between Anthem and me.  
x I’m applying for individual health and/or dental and/or vision coverage which is not part of any employer sponsored plan and I’m responsible for  

all of the premium payments and making sure that all premiums are paid on time. 
x 
 

  

I certify that each Social Security Number listed on this application is correct. 
x My domestic partner, if applicable, is only eligible for coverage if: he or she has been my sole domestic partner for 12 months or more; he or 

she is at least 18 years of age; he or she is mentally competent; he or she is not related to me in any way (including by blood or adoption) that 
would prohibit us from being married under state law; he or she is not married to or separated from anyone else; and he or she is financially 
interdependent with me. 

x I represent that I have read the Important Legal Information section, and I agree to the coverage conditions. I represent the answers given to all 
questions on this application are true and accurate to the best of my knowledge and belief, and I understand they are being relied on by Anthem 
in accepting this application. Any act, practice, or omission that constitutes fraud or intentional misrepresentation of material fact found in this 
application may result in denial of benefits, rescission or cancellation of my coverage(s). 

I sign this application for and on behalf of any eligible dependents and myself if covered by Anthem. I am acting as their agent and representative. 
This application cannot be altered by the applicant after submission to Anthem absent the acknowledgement and consent of Anthem. 
By signing this application, I certify that the premium for my coverage will not be paid by a provider of health care services, hospital, non-profit 
organizations (including religious organizations) that have or whose primary donors have a financial interest in the benefits of the contract/policy, 
commercial entity with a direct or indirect financial interest in the benefits of the contract/policy, or an employer that offers coverage under an 
employer health plan. I understand that if a third party is paying my premium, Anthem may decline to accept such premium payment if it is made by 
a person or entity from which it is not required by law to accept. 
Please sign below 

Primary Applicant (or legal representative) Date 

Spouse/Domestic Partner (or legal representative) Date 

Dependent Child (age 18 or over) Date 

Dependent Child (age 18 or over) Date 

Dependent Child (age 18 or over) Date 
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Did an agent or broker help you?  � � Yes  No If yes, make sure they fill out this section. 

Agent (or Broker) Certification All fields required. 

I certify to the best of my knowledge and belief, the responses herein are accurate. 

Agent/Broker signature Date 

Agent name (please print clearly) 

*(A) Writing Agent TIN/SSN (encrypted TIN is ok) **(B) Writing Agent/Agency/General Agency TIN (encrypted TIN is ok) 

Agency name 

Agent address City State ZIP 

Agent phone no. Agent fax no. Agent email 

*Field (A) — Always provide your Writing Agent TIN/SSN. **Field (B) — If you are a Direct Agent, with no relationship to an Agency, also enter your 
Agent TIN/SSN in Field (B). If this policy is sold through an Agency without a General Agency, enter the selling Agency TIN in Field (B); if this policy 
is sold through a General Agency, enter the General Agency TIN in Field (B). 

Here’s what’s next.  
1)  Can you check a few items? When illegible or missing, they can cause enrollment delays. 

x  Your name and address is clear and complete 
x  You’ve included your first month’s premium payment 
x  Everyone 18 and older applying for coverage signed this form 
x  Please make sure you submit all the pages of the application including this page, even if you don’t have an agent 
x  If enrolling due to a qualifying event, you’ve completed Appendix A: Special Enrollment 

2)  All good? Send this to us by mail to Anthem Blue Cross and Blue Shield, P.O. Box 659960, San Antonio, TX 78265-9146 or 
by fax to 1 (800) 848-2512. 

3)  We’ll be in touch in the next few weeks (or sooner). If you have questions before then, call us at 1 (855) 837-8537. 

Thank you!  
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Appendix A: Special Enrollment 
If you’re applying for coverage due to a qualifying event, please fill out this section along with your application. 

Qualifying event date 
Date of qualifying event 

/ / 
For Loss of Coverage, this is the last date of existing or prior coverage. For all other events, please
enter the date based on the qualifying event. 

You must apply for coverage within 60 days after your qualifying event for the following events (except in cases of pregnancy). If you have 
existing coverage and are adding one or more dependents due to marriage, birth, or adoption, you may add the new dependent(s) to your 
existing plan or apply for another plan for the dependent(s) who doesn't have current coverage. 

Qualifying events Coverage effective date 
�

�

�

1. Marriage or Domestic Partnership 
Got married or in a domestic partnership that becomes eligible for coverage 
(see step 3 for description of eligibility). One or both of the spouse(s)/domestic 
partner(s) must have had Minimum Essential Coverage for one or more days in 
the 60 days prior to the marriage/domestic partnership, unless one or both of 
the individuals has moved from a foreign country or U.S. territory within the 60 
day period before the marriage/domestic partnership. 

First day of the month after we receive your complete 
application 

2. Birth or adoption 
Notification of birth of newly born child may be up to 61 days after the date 
of birth 
Adoption or placement for adoption or appointment of guardianship 
(Notification of a newly adopted child may be up to 61 days after the date of 
adoption) 

Select an effective date: 
�
�

�

�

�
�
�

�
�

�

�

�

 Same as the event date 
 First day of the month after we receive your 
complete application 

 Based on when we receive your complete 
application* 

 First day of month after the event date 

3. Court order or guardianship 
Required by a court order to provide an eligible child(ren) coverage, including a 
child support order or appointment of guardianship of a child 

Select an effective date: 
 Same as the event date 
 Based on when we receive your complete 
application* 

4. Death 
Death of a family member enrolled under current coverage 

Select an effective date: 
 First day of the month after we receive your 
complete application 

 Based on when we receive your complete 
application* 

5. Immigration 
Immigration status changed 

6. Other qualifying event 
If you can’t find your situation, contact your agent/broker or call us. We can 
only enroll based on events defined by state and/or federal law. 

Based on when we receive your complete application* 

� 7. Pregnancy 
You are pregnant as certified by your licensed health care provider. You must 
apply for coverage within 30 days of the certification of the pregnancy. 

Coverage will be effective on the first day of the month 
in which you received the certification from your 
licensed health care provider that you are pregnant. 

* If the coverage date is based on when we receive your complete application, then if we receive it: 
x Between the 1st and 15th day of the month, coverage starts the 1st day of the following month. 
x Between the 16th and the last day of the month, coverage starts the 1st day of the second following month. 
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You must apply for coverage within 60 days before or 60 days after your qualifying event for the following events. 

Qualifying events Coverage effective date 
8. Loss of coverage: Lost or will lose Minimum Essential Coverage: 
�

�
�

Involuntary loss of coverage (for any reason except non-payment of 
premium or fraud) 
A legal separation or divorce 
Moved to a new service area. Minimum Essential Coverage must have 
been in effect for one or more days of the 60 days prior to the move. 

First day of the month after we receive your complete 
application 

9. Permanent move 
�
�

�

�

Moved to U.S. from a foreign country or a U.S. territory 
Permanent move to a new service area (within the U.S.). Minimum 
Essential Coverage must have been in effect for one or more days of the 60 
days prior to the move. 

10. Non-calendar renewal 
Current policy does not renew on a calendar year basis (renews on a date 
other than January 1) 

11. Jail or prison 
Released from jail or prison (incarceration) 

Based on when we receive your complete application* 

* If the coverage date is based on when we receive your complete application, then if we receive it: 
x Between the 1st and 15th day of the month, coverage starts the 1st day of the following month. 
x Between the 16th and the last day of the month, coverage starts the 1st day of the second following month. 

Almost there! We may need a bit more info. 
We need supporting documentation for most qualifying events, such as a letter or official form from the source (employer, state or federal agency, 
for example) to confirm the qualifying event occurred. It should also include the date the event happened, and the names of all applicants affected. 

If you’re applying because you’ve lost coverage, we need supporting documentation with the reason coverage was lost. In all cases, we might 
need additional documentation to confirm eligibility. 

Give us or your agent a call if you have any questions. 
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Payment Methods for Individual Applications

Applicant/Member name Primary applicant’s Social Security number

Anthem Blue Cross and Blue Shield (Anthem) will accept monthly payments on behalf of applicants/members if the payment is made by the following persons or
entities: The Ryan White HIV/AIDS Program; other federal and state government programs that provide monthly payments and cost-sharing support for specific
individuals; Indian tribes, tribal organizations and urban Indian organizations; or a relative or legal guardian on behalf of an applicant/member.
Unless required by law, Anthem does not accept monthly payments from third parties that are not listed above. Examples of third parties from whom Anthem will
not accept monthly payments include, but are not limited to, insurance brokers and/or agents, doctors, hospitals, not-for-profit organizations (including religious
organizations) that have or whose primary donors have a financial interest in the benefits of the contract/policy, commercial entities with a direct or indirect financial
interest in the benefits of the contract/policy and employers that offer coverage under an employer health plan. Note: As allowed by law, Anthem reserves the right
to decline monthly payments from third parties.
I authorize Anthem to debit the bank account listed or charge the credit/debit card listed for my first monthly payment on or after the day that my coverage is
approved. By signing this form, I understand that the amount of the first payment may change from what I was told because my coverage has not been approved
yet. In addition if I select Option 1 or Option 2 below, I understand that my future payments may vary as a result of changes(s) I make once enrolled, including but
not limited to, adding and deleting dependents, moving my residence, changing coverage and/or changes made by Anthem of which I am notified according to my
plan/policy. In addition, I understand if changes I make are close to the auto withdrawal date, Anthem may not be able to notify me before the withdrawal is made.
I agree to pay any service charge that Anthem may bill me because the debit/charge was not honored. I understand if my monthly payment increases based
on a certain percentage, Anthem will stop my automatic payments and send notification to me. I will have the option to restart the automatic monthly payments.
Please choose how you want to pay your monthly payments for all of your plans. Put a check in the box for either
Option 1, Option 2 or Option 3.

MEMO ______________________________ ______________________________

|:123456789 |: 1234567890123 1175: | 1234567890123 

Option 1 Bank Account Authorization: Have your first and future monthly payments automatically deducted from your bank account.
All of your monthly payments will be taken out of the bank account you check below.
Checking account: Business    Personal
Savings account:  Business   Personal
Enter the requested debit date from your bank account  (1st to 6th
of each month). If no date is requested your monthly payments will be
debited on the first of each month.
Write the routing and account numbers that are on your check here:

9-digit bank routing number Bank account number 

I authorize Anthem to automatically debit the bank account listed above each month to make my monthly payments. I agree that Anthem's rights with each
debit are the same as if the debit was a check that I signed. I understand monthly payments will be made on the day I’ve indicated or within 3 business days
thereafter. I authorize Anthem to automatically debit my account (and to make corrections to previous debits). This authority stays in effect until I let Anthem
know that I no longer want them to debit my account by giving them a 30-day advance written notice. I understand that if my bank does not allow Anthem to debit
my account for any reason, I will automatically be removed from automatic monthly payments and will be billed by mail. I understand if my monthly payment
increases based on a certain percentage, Anthem will stop my automatic payments and send notification to me. I will have the option to restart the automatic
monthly payments.

Authorized signature (as it appears on bank’s records)

X
Printed bank account holder’s name (as it appears on account) Date (MM/DD/YY)

Option 2 Credit/Debit Card Authorization: Have your first and future monthly payments automatically charged to your credit/debit card.
Complete the information below
Enter the requested charge date for your credit/debit card  (1st to 6th of each month).

I authorize Anthem to automatically charge my credit/debit card listed below each month to make my monthly payments. I understand monthly payments will be
made on the day I’ve indicated or within 3 business days thereafter. I authorize Anthem to charge my credit/debit card until I let them know that I no longer want
them to charge my credit/debit card by giving them a 30-day advance written notice. I agree that Anthem, in honoring the monthly payments charged to my credit/
debit card, is not responsible for any fees charged by my bank. I understand if that if any Anthem credit/debit transaction is not honored, I will automatically be
removed from automatic monthly payments and will be billed by mail. I understand if my monthly payment increases based on a certain percentage, Anthem will
stop my automatic payments and send notification to me. I will have the option to restart the automatic monthly payments.
Anthem accepts     Visa   or     Mastercard    (Note to applicant: Please check one.)

Card number
Expiration date    (MM/YY)

Billing address for this credit/debit card City Zip code

Authorized signature (as it appears on card)

X
Printed card holder’s name (as it appears on card) Date (MM/DD/YY)

See page two for Option 3 First Monthly Payment Only: Send us your first monthly payment now and receive a bill each month for your future
monthly payments.
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Payment Methods for Individual Applications

Applicant/Member name Primary applicant’s Social Security number

Option 3 First Monthly Payment Only: Send us your first monthly payment now and receive a bill each month for your future monthly
payments.
Choose one of the ways below that you would like to pay only your first monthly payment.

 Check (enclose your paper check with application)            Electronic check (fill out section A below)          Credit/Debit card (fill out section B below)
A. Electronic check: Instead of sending us a paper check, you can use an electronic check that allows Anthem to take the money right from your bank

account to make your first payment on the day that your coverage is approved. You will not get the check back from your bank. (We will not keep this
information on file or use it for any future payments.) Please fill out this information.

Printed account holder name Routing number Account Number Amount of first payment
$

B. Credit/Debit card: I allow Anthem to charge the credit or debit card I listed below one time for my first monthly payment. This payment will cover the first
monthly payment for all of the plans I have with Anthem.
Anthem accepts  Visa  or   Mastercard (Note to applicant: Please check one.)

 Card number
Expiration date    (MM/YY)

Billing address for this credit/debit card  City  Zip code

I authorize Anthem to debit/charge the bank account or credit/debit card listed above to make my first monthly payment only.
I agree that Anthem will not have to pay any fees that my bank may charge because my electronic check or credit/debit card was rejected even if I can no longer
continue coverage. I understand that this is a one-time payment and that I am responsible for making sure Anthem receives my future monthly payments
after this first payment.

Authorized signature (as it appears on bank account/card)

X
Printed bank account/card holder’s name (as it appears on account/card) Date (MM/DD/YY)

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. Copies of Colorado network access plans are available on request from member services or can be
obtained by going to anthem.com/co/networkaccess. In Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine:
Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten
by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by
HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health Plans of New Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company.
In Virginia: Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of
Wisconsin (BCBSWI), underwrites or administers PPO and indemnity policies and underwrites the out of network benefits in POS policies offered by Compcare Health Services Insurance Corporation (Compcare) or Wisconsin Collaborative Insurance Corporation (WCIC).
Compcare underwrites or administers HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies. Independent licensees of the Blue Cross and Blue Shield Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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:H¶UH�KHUH�IRU�\RX�±�LQ�PDQ\�ODQJXDJHV�
7KH�ODZ�UHTXLUHV�XV�WR�LQFOXGH�D�PHVVDJH�Ln all of these different languages. Curious  what they say? Here’s  the English 
version: “You have the right to get help in  your language for free. Just call the Member Services number on your ID card.” 
9LVXDOO\��LPSDLUHG"�<RX�FDQ��DOVR�DVN��IRU�RWKHU�IRUPDWV�RI��WKLV�GRFXPHQW��

6SDQLVK�
8VWHG�WLHQH�GHUHFKR�D�UHFLELU��D\XGD�HQ�VX�LGLRPD�HQ�IRUPD�
JUDWXLWD��6LPSOHPHQWH�OODPH�DO�Q~PHUR�GH�6HUYLFLRV�SDUD�
0LHPEURV�TXH�ILJXUD�HQ�VX�WDUMHWD�GH�LGHQWLILFDFLyQ��

  
&KLQHVH
ぐ㚱㪲⃵屣䌚⼿德忶ぐἧ䓐䘬婆妨㍸ὃ䘬⸓≑ˤ婳㑍ㇻぐ䘬  
ID ⌉䇯ᶲ䘬㚫⒉㚵⊁暣娙嘇䡤ˤ劍ぐ㗗夾晄Ṣ⢓炻怬⎗ 
䳊⍾㛔㔯ẞ䘬℞Ṿ㟤⺷䇰㛔ˤ  
ġ 
9LHWQDPHVH�
4Xê��Yӏ �Fy�TX\ӅQ�QKұQ�PLӉQ�SKt�WUӧ�JL~S�EҵQJ�QJ{Q�
QJӳ�FӫD��PuQK��&KӍ�FҫQ�JӑL�Vӕ�'ӏFK�Yө�GjQK��FKR��WKjQK��
YLrQ�WUrQ�WKҿ�,'�FӫD�TXê��Yӏ��%ӏ�NKLӃP�WKӏ"�4Xê��Yӏ cǊng 
Fy�WKӇ�Kӓi xin ÿӏQK�GҥQJ�NKiF�FӫD�WjL�OLӋX�Qj\���

.RUHDQ�
靵뼍鱉�녅霢꽩ꈑ�ꓩꊁ덵낅냹�ꗐ냹�靁ꍡ閵�넽걪鱽鲙��,'� 
렩麑꾅�넽鱉�ꐙ꘹�꫑ꟹ걙꘽뿭ꈑ�꾥ꄲ뼍겢겑꿙� � 

� 
7DJDORJ
0D\��NDUDSDWDQ�ND��QD�PDNDNXKD��QJ�WXORQJ�VD��L\RQJ��
ZLND�QDQJ�OLEUH���7DZDJDQ�ODPDQJ�DQJ�QXPHUR�QJ�
0HPEHU��6HUYLFHV�VD�L\RQJ��,'�FDUG��0D\�NDSDQVDQDQ��
ND��ED�VD��SDQLQJLQ"�0DDDUL�ND�ULQJ�KXPLOLQJ�QJ��LED�
SDQJ��IRUPDW��QJ�GRNXPHQWRQJ�LWR��

 
5XVVLDQ�
ȼɵ ɢɦɟɟɬɟ ɩɪɚɜɨ ɧɚ ɩɨɥɭɱɟɧɢɟ ɛɟɫɩɥɚɬɧɨɣ ɩɨɦɨɳɢ 
ɧɚ ɜɚɲɟɦ ɹɡɵɤɟ. ɉɪɨɫɬɨ ɩɨɡɜɨɧɢɬɟ ɩɨ ɧɨɦɟɪɭ 
ɨɛɫɥɭɠɢɜɚɧɢɹ ɤɥɢɟɧɬɨɜ, ɭɤɚɡɚɧɧɨɦɭ ɧɚ ɜɚɲɟɣ 
ɢɞɟɧɬɢɮɢɤɚɰɢɨɧɧɨɣ  ɤɚɪɬɟ. ɉɚɰɢɟɧɬɵ  ɫ  ɧɚɪɭɲɟɧɢɟɦ  
ɡɪɟɧɢɹ  ɦɨɝɭɬ  ɡɚɤɚɡɚɬɶ  ɞɨɤɭɦɟɧɬ  ɜ  ɞɪɭɝɨɦ  ɮɨɪɦɚɬɟ. 

$UPHQLDQ�
ɍʏʙʛ  ʂʗɸʕʏʙʍʛ  ʏʙʍɼʛ  ʔʖɸʍɸʃ  ɸʍʕʊɸʗ  ʜɺʍʏʙʀʌʏʙʍ  ʈɼʗ  
ʃɼɽʕʏʕ:  ɣɸʗɽɸʑɼʔ  ɽɸʍɺɸʇɸʗɼʛ  Ɋʍɻɸʋʍɼʗʂ  
ʔʑɸʔɸʗʆʋɸʍ  ʆɼʍʖʗʏʍ,  ʏʗʂ  ʇɼʓɸʄʏʔɸʇɸʋɸʗɿ  
ʍʎʕɸʅ  ɾ  ʈɼʗ  ID  ʛɸʗʖʂ  ʕʗɸ:  

)DUVL�
 ΕϓΎϳέΩ  ̮ϣ ̯  ϥΎΗ  ̵έΩΎϣ  ϥΎΑί  ϪΑ  ϥΎ̴ϳ΍έ  Εέϭλ  ϪΑ  ΎΗ  Ωϳέ΍Ω  ΍έ  ϕΣ  ϥϳ΍  Ύϣη"
 ̵ϭέ  ϩΩη  ΝέΩ (Member Services)  Ύοϋ΍  ΕΎϣΩΧ  ϩέΎϣη  ΎΑ  Εγ΍  ̶ϓΎ ̯ .Ωϳϧ̯ 
 ϥϳ΍  Ωϳϧ΍ϭΗ  ̶ϣ  ˮΩϳΗγϫ  ̶ϳΎϧϳΑ  ϝϼΗΧ΍  έΎ̩Ω  ".Ωϳέϳ̴Α  αΎϣΗ  ΩϭΧ  ̶ϳΎγΎϧη  ΕέΎ̯ 

 .ΩϳϫΩ  Εγ΍ϭΧέΩ  ίϳϧ  ̵έ̴ϳΩ  ̵Ύϫ  Εϣέϓ  ϪΑ  ΍έ  Ωϧγ 

)UHQFK�

 

9RXV��SRXYH]��REWHQLU��JUDWXLWHPHQW��GH��l’aide �GDQV��YRWUH��
ODQJXH��,O��YRXV�VXIILW�d’appeler �OH�QXPpUR��UpVHUYp��DX[��
PHPEUHV��TXL��ILJXUH��VXU��YRWUH�FDUWH�d’identification. 6L�
YRXV�rWHV��PDOYR\DQW��YRXV�SRXYH]�pJDOHPHQW��
demander à obtenir ce document sous d’autres formats. 

$UDELF�
 ϡϗέΑ  ϝΎλΗϻ΍  ϯϭγ  ϙϳϠϋ  Ύϣ .ΎϧΎΟϣ   ϙΗϐϠΑ  ΓΩϋΎγϣ  ϰϠϋ  ϝϭλΣϟ΍  ϲϓ  ϕΣϟ΍  ϙϟ 

 ϙϧϛϣϳ  ˮέλΑϟ΍  ϑϳόο  Εϧ΃  ϝϫ .ΔϳϭϬϟ΍  ΔϗΎρΑ  ϰϠϋ  ΩϭΟϭϣϟ΍  ˯ΎοϋϷ΍  ΔϣΩΧ 
.ΩϧΗγϣϟ΍  ΍Ϋϫ  ϥϣ  ϯέΧ΃  ϝΎϛη΃  ΏϠρ 

-DSDQHVH
 � ࡲࡁ࡛ࡀ࡜ࡇࡿࡅཷࢆࢺ࣮࣏ࢧゝㄒ࡛↓ൾࡢᐈᵝ࠾
ࡲྕ␒ࢫࣅ࣮ࢧ࣮ࣂ࣓ࣥࡿ࠸࡚ࢀࡉグ㍕࡟ࢻID࣮࢝ࠋࡍ
 � ࠋ࠸ࡉࡔࡃ⤡㐃ࡈ࡛

� 
+DLWLDQ�
6H�GZD�RX�SRX�Z��MZHQQ�qG��QDQ�ODQJ�RX�JUDWLV���
$QQLN�UHOH�QLPHZR��6qYLV�0DQP�NL��VRX�NDW�,'�RX��
D���ÊVNH�RX�JHQ�SZREOqP��SRX�Zq"�2X�ND�PDQGH� 
GRNLPDQ�VD�D�QDQ�OzW��IzPD�WRX�  

 
,WDOLDQ�
5LFHYHUH��DVVLVWHQ]D��QHOOD�WXD�OLQJXD�q��XQ��WXR�GLULWWR���
&KLDPD�LO�QXPHUR�GHL�6HUYL]L��SHU��L��PHPEUL��ULSRUWDWR��VXO�
WXR�WHVVHULQR��6HL��LSRYHGHQWH"�Ê��SRVVLELOH�ULFKLHGHUH�
TXHVWR�GRFXPHQWR��DQFKH�LQ�IRUPDWL�GL� YHUVL�

3ROLVK�
0DV]�SUDZR�GR�X]\VNDQLD�GDUPRZHM�SRPRF\��XG]LHORQHM�
w Twoim  jĊzyku. Wystarczy  zadzwoniü na numer dziaáu 
pomocy znajdujący siĊ na Twojej karcie identyfikacyjnej. 

3XQMDEL�
�ُن�ֿِ�يْذقئႽٓ�ْف�كيذ�Lًُِْ�ففو�ص�Lٍؿ٠و�ص�Lٍَْْه�ٔؾلا
�"ِ�يٞوذ�يٞك�ֿيذ�ًْذ�ؿ�ينك�ٍُيُٓ�ؿ٬ف�Lؿ�ؼيْذ�ٔؼة ا�\ؾلا
�ֿِ�فذُ�زو�يؿْلي�يِ�ف�ٍْٞؿُف�ُب�ُؿ

� 

�77<�77'������
  ,W¶V�LPSRUWDQW�ZH�WUHDW�\RX�IDLUO\�
:H��IROORZ�IHGHUDO�FLYLO�ULJKWV��ODZV�LQ�RXU�KHDOWK�SURJUDPV�
DQG�DFWLYLWLHV��%\�FDOOLQJ�0HPEHU�6HUYLFHV��RXU�PHPEHUV�
FDQ�JHW�IUHH�LQ�ODQJXDJH�VXSSRUW��DQG�IUHH�DLGV�DQG�
services if you have a disability. We don’t discriminate, 
H[FOXGH�SHRSOH��RU�WUHDW�WKHP�GLIIHUHQWO\�RQ�WKH�EDVLV�RI��
UDFH��FRORU��QDWLRQDO�RULJLQ��VH[��DJH�RU�GLVDELOLW\��)RU�
people whose primary language isn’t English, we offer free 
ODQJXDJH�DVVLVWDQFH�VHUYLFHV�WKURXJK�LQWHUSUHWHUV�DQG�
RWKHU�ZULWWHQ�ODQJXDJHV��,QWHUHVWHG�LQ�WKHVH�VHUYLFHV"��
&DOO�WKH�0HPEHU�6HUYLFHV�QXPEHU�RQ�\RXU�,'�FDUG�IRU�KHOS�
�77<�7''��������,I�\RX�WKLQN�ZH�IDLOHG�LQ�DQ\�RI�WKHVH�
DUHDV��\RX�FDQ�PDLO�D�FRPSODLQW�WR��&RPSOLDQFH�
&RRUGLQDWRU��3�2��%R[��������0DLO�'URS�9$�����1�����
5LFKPRQG��9$��������RU�GLUHFWO\�WR�WKH�8�6��'HSDUWPHQW�
RI�+HDOWK�DQG�+XPDQ�6HUYLFHV��2IILFH�IRU�&LYLO�5LJKWV�DW�
����,QGHSHQGHQFH�$YHQXH��6:��5RRP�����)��+++�
%XLOGLQJ��:DVKLQJWRQ��'�&���������<RX�FDQ�DOVR�FDOO���
�����������������7''������������������RU�YLVLW�
KWWSV���RFUSRUWDO�KKV�JRY�RFU�SRUWDO�OREE\�MVI�

˱

٘٬ٕ٬
ٙٙٗ٫ٗٗ ٘
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Information for Applicants Requesting 
a Special Enrollment Period 

When applying to enroll for coverage during a Special Enrollment Period (SEP), an applicant must be eligible to enroll and provide 
supporting documentation of a qualifying event. Without this documentation the applicant may not be able to enroll. 

Please review the list below which outlines examples of what may be used as supporting documentation. Be sure to send in a copy 
of the documentation supporting the qualifying event when the completed application is submitted or upload a copy of the 
documentation when submitting an online application. 

For paper applications, please submit legible copies of everything and keep all original documents for your personal records, because 
no documentation will be returned. Please write the applicant’s name on the top of each page of the supporting documentation. 

After reviewing the information  Please note that loss of health coverage due to fraud, intentional misrepresentation of a material 
fact or failure to pay a premium do not constitute qualifying events. 

If you have further questions about qualifying events or the supporting documentation that is required, please call your agent or 
customer service at 1-855-837-8537. 

Supporting documentation by type of qualifying event 
OFF Exchange for all SEP applicants for Anthem Blue Cross and Blue Shield plans in Connecticut 

Qualifying Event Description and examples of supporting documentation 
Loss of Minimum Essential Coverage due to change in employment status: 

Letter from employer on business letterhead or information from previous carrier (recent billing 
statement, ID card, if available) confirming loss of coverage (date and individuals) and reason 
for loss of Minimum Essential Coverage (i.e., reduction in employment hours, etc.) or 
Letter that provides notice of offer of COBRA or state continuation benefits 

Loss of Minimum Essential Coverage due to loss of dependent eligibility status: 

Due to death: 
Letter from employer on business letterhead or information from previous carrier (recent 
billing statement, ID card, if available) confirming loss of coverage (date and individuals), 
and 
Copy of death certificate or obituary 

Due to Medicare enrollment: 
Letter from employer on business letterhead or information from previous carrier (recent 
billing statement, ID card, if available) confirming loss of coverage (date and individuals), 
and 
Copy of Medicare card or approval letter from Social Security 

Due to an over-age dependent: 
Letter from employer on business letterhead or information from previous carrier (recent 
billing statement, ID card, if available) confirming loss of coverage (date and individuals) 

Due to legal separation, divorce, dissolution of  domestic partnership: 
Letter from employer on business letterhead or information from previous carrier (recent 
billing statement, ID card, if available) confirming loss of coverage (date and individuals), 
and 
Divorce decree, legal separation agreement, or notarized/legal termination of domestic 
partnership 

Loss of Minimum Essential Coverage due to exhaustion of COBRA or state continuation benefits: 
Letter that provides notice of termination of COBRA or state continuation benefits 

Lost or will lose Minimum 
Essential Coverage: 
Involuntary loss of Minimum 
Essential Coverage for any 
reason other than fraud, 
intentional 
misrepresentation of a 
material fact or failure to 
pay a premium 

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans, Inc. Independent licensee of the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc.  
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Qualifying Event Description and examples of supporting documentation 
Permanent move to new 
service area 

Note: Applicant must have had Minimum Essential Coverage for one or more days in the 60 days 
prior to the permanent move, unless he or she is moving from a foreign country or a United States 
territory (see below). 

Letter from employer on business letterhead or information from previous carrier (recent billing 
statement, ID card) confirming coverage (date and individuals) within the past 60 days. If the 
minimum essential coverage has not yet been terminated, supporting documentation must 
show the applicant had minimum essential coverage for one or more days in the 60 days prior 
to the permanent move. And: 
Documentation of applicant’s old address and new address (if not present on employer letter 
or previous carrier documentation) which may be validated by any of the following: 

Recent utility bill (electric, water, phone, internet, cable) 
Signed residential lease, rental agreement/contract, mortgage or nursing home/assisted 
living facility residency documentation 
A deed showing applicant ownership of property in the new service area 
New driver’s license with new address in the service area 
Receipt of property tax paid 
Insurance documents, such as homeowner’s, renter’s, or life insurance policy or statement 
Mail from the Department of Motor Vehicles, such as a driver’s license, vehicle registration, 
or change of address card 
State ID 
Official school documents, including school enrollment, report cards, or housing 
documentation 
Mail from a government agency to your address, such as a Social Security statement, or a 
notice from TANF or SNAP agency 
Mail from a financial institution, such as a bank statement 
U.S. Postal Service change of address confirmation letter 
Pay stub showing address 
Voter registration card showing name and address 
Moving company contract or receipt showing address 
Document from the Department of Corrections, jail, or prison indicating recent release or 
parole, including an order of parole, order of release, or an address certification 
If you are homeless or in transitional housing, you may submit a letter or statement from 
another resident of the same state, stating that they know where you live and can verify your 
residency. This person must prove their own residency by including one of the documents 
listed above. 
If you are living in the home of another person, like a family member, friend or roommate, a 
letter/statement from that person stating you are living with them. This person must prove 
their own residency by including one of the documents listed above. 
Letter from a local non-profit social services provider, certified application counselor, navigator 
or federally qualified health center that can verify your address. If you are homeless, you can 
provide a letter from a government entity or not-for-profit organization, including shelters, 
verifying your address. 
Consumers living in rural areas may provide a rural route mail delivery address. 

The supporting documentation needs to include the name of the applicant along with the residential 
address listed on the application (the new address), and documentation of the previous address, 
which should include the applicant’s name and the residential address before the move. 

For child only applications, the name of the parent/guardian in the signature section of the 
application must match the name on the supporting documentation. 
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Description and examples of supporting documentation Qualifying Event 
Required by a court order 
to provide an eligible 
child(ren) coverage, 
including a child support 
order or appointment of 
guardianship of a child 
If you have existing coverage 
and are adding one or more 
dependents, you may add the 
new dependent(s) to your 
existing plan or apply for 
another plan for the 
dependent(s) that doesn’t 
have current coverage. 

Legal documentation of guardianship that indicates the subscriber or the subscriber’s spouse is a 
guardian of the applicant or court order that indicates the subscriber is required to cover the 
applicant. 

Contact us if you are applying for a child only policy. 

You are pregnant as 
certified by your Health 
Care Professional. You must 
apply for coverage within 30 
days of the certification of 
the pregnancy 

Certification from Health Care Professional (acting within the scope of the provider’s practice).  

Had a baby, adoption of a 
child or placement of a child 
with you for adoption 
If you have existing coverage 
and are adding one or more 
dependents, you may add the 
new dependent(s) to your 
existing plan or apply for 
another plan for the 
dependent(s) that doesn’t 
have current coverage. 

Birth:  
Birth certificate or medical records from hospital or pediatrician which indicate the names of the  
parents, the name of the baby, and date of birth. NOTE: For current Anthem members, a mother’s  
delivery claim may be considered as supporting documentation.  

Adoption/placement for adoption: 
Adoption certificate or document establishing placement of a child with applicant for adoption. 

Got married or in a 
domestic partnership that 
becomes eligible for 
coverage 
If you have existing coverage 
and are adding one or more 
dependents, you may add the 
new dependent(s) to your 
existing plan or apply for 
another plan for the 
dependent(s) that doesn’t 
have current coverage. 

Certificate of marriage, domestic partnership 
Note: At least one spouse or domestic partner must either demonstrate that they had Minimum 
Essential Coverage or that they lived in a foreign country or US territory for one or more days 
in the 60 days prior to the date of the marriage or domestic partnership. 

Moved to the U.S. from a 
foreign country or U.S. 
territory 

Documentation of the move (including date of move) which may be validated by a passport, VISA, 
or airplane ticket, and 
Documentation of the new address which may be validated by any  of the following: 

Signed residential lease, rental agreement/contract, mortgage 
A deed showing applicant ownership of property in the new service area 
If you are homeless or in transitional housing, you may submit a letter or statement from 
another resident of the same state, stating that they know where you live and can verify your 
residency. This person must prove their own residency by including one of the documents 
listed above. 
If you are living in the home of another person, like a family member, friend or roommate, a 
letter/statement from that person stating you are living with them. This person must prove 
their own residency by including one of the documents listed above. 
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Qualifying Event Description and examples of supporting documentation  
Continued Letter from a local non-profit social services provider, certified application counselor, navigator 

or federally qualified health center that can verify your address. If you are homeless, you can 
provide a letter from a government entity or not-for-profit organization, including shelters, 
verifying your address. 

And one additional supporting document of new address which may be validated by one of the 
following in the applicant’s name: 

Recent utility bill (electric, water, phone, internet, cable) 
New driver’s license with new address in the service area 
Receipt of property tax paid 
Insurance documents, such as homeowner’s, renter’s, or life insurance policy or statement 
Mail from the Department of Motor Vehicles, such as a driver’s license or vehicle registration 
State ID 
Official school documents, including school enrollment, report cards, or housing 
documentation 
Mail from a government agency to your address, such as a Social Security statement, or a 
notice from TANF or SNAP agency 
Mail from a financial institution, such as a bank statement 
Pay stub showing address or letter/employment contract from employer 
Voter registration card showing name and address 
Moving company contract or receipt showing address 

Release from jail or prison 
(incarceration) 

Papers from local, state or federal department of corrections or prisons showing the applicant’s 
date of legal discharge. 

Death of a family member 
enrolled under current 
coverage 

Letter from employer on business letterhead or information from a previous carrier (recent 
billing statement, ID card) confirming coverage (date and individuals), and 
Copy of death certificate or obituary 

Immigration status changed Change in status validated by any of the following: 
Valid U.S. passport or passport card 
Valid I-551, permanent resident card (issued by the Department of Homeland Security/U.S. 
citizenship and immigration services). Non-expiring I-551 (issued 1977-1989) cards are acceptable. 
U.S. Certificate of Naturalization (federal form N-550). 
Certificate of U.S. Citizenship (federal form N-560). 
Employment Authorization Document 
Unexpired foreign passport with a valid unexpired U.S. visa affixed accompanied by the approved 
I-94 form documenting the applicants most recent admittance into the U.S. 

Current policy does not 
renew on a calendar year 
basis (renews on a date 
other than January 1st)

Information from previous carrier (recent billing statement, ID card, renewal letter) confirming 
coverage (date and individuals) and renewal date of coverage. 

An individual’s or his or her 
dependent’s enrollment or 
non-enrollment in a health 
benefit plan that is 
unintentional, inadvertent 
or erroneous and is the 
result of an error, 
misrepresentation, or 
inaction of the carrier, 
producer, or the Exchange 

 Letter from the member and supporting documentation from insurance carrier or Exchange. 

Any other event or 
circumstance as set forth in 
the rules established by 
applicable state or federal 
law in defining qualifying 
events. 

Letter from applicant and an official form such as a letter or other supporting documentation from 
the source (employer, state or federal agency, for example) confirming the qualifying event occurred, 
the date the event happened, and the names of all applicants affected. 
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