


If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future be able to enroll yourself or your dependents in this plan, provided
that you request enrollment within 31 days after your other coverage ends. In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and
your dependents, provided that you request enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.

I DO NOT WISH TO ENROLL at this time and understand that the opportunity to enroll at any future time will be subject to such arrangements as may be made with the Company.

Not enrolling for: ) Myself ) My spouse ) My spouse and dependents ) My dependents ) Myself, my spouse and my dependents

Date Signed: _______ / _______ / _______ Signature of Applicant: _____________________________________________________________________________________________________________

I APPLY FOR COVERAGE AS INDICATED ABOVE, for which I am or may become eligible under the agreement with Health Care Service Corporation (providing hospital and medical, dental coverage and health maintenance
coverage), and/or Fort Dearborn Life Insurance Company (providing the life and disability insurance) (the Company). I have read the above statements and represent they are true and complete to the best of my knowledge. I
authorize my employer/group to deduct from my pay and remit any required contribution for the cost of said coverage. This authorization is to remain in effect until the Company is notified by me in writing to the contrary. I
understand that the benefits listed in the Certificate(s) will be available subject to the Terms and Conditions thereof effective as listed in the Certificate(s) of Coverage.

Date Signed: _______ / _______ / _______ Signature of Applicant: _____________________________________________________________________________________________________________

FORT DEARBORN LIFE:

OTHER INSURANCE INFORMATION:

EMPLOYEE INFORMATION: Company Name: Group #:

If you or any of your family members have OTHER GROUP COVERAGE, CHECK all that apply. ) Health:  Policy #: _____________________ ) Dental:  Policy #: __________________________ 

) Prescription Drug Coverage: Policy #: ___________________________ ) Vision:  Policy #: ____________________________ ) Hearing:  Policy #: __________________________

If Yes: Is the other insurance: ) Single Coverage ) Family Coverage

EMPLOYED BY: _________________________________________________  Insured’s Name: ________________________________________________  Date of Birth: _____/_____/_____

Insurance Company Name: _______________________________________________________  Address: ___________________________________________________________________

City: __________________________________________  State: ___________  Zip: ____________________  Telephone Number: ______________________________________________

Last Name: First Name: Mid. Initial

U ) SON ) DAUGHTER: Date of Birth: _____/_____/_____ Last Name (Only If Different): ________________________________________________________________

First Name: _______________________________________________  Social Security Number: _____________________ — _______________ — _____________________________

Is this dependent covered under your employer’s health care plan and also covered by Medicare? ) No ) Yes  If Yes, please complete the section below:

HIC #: _____________________________ MEDICARE B: ESRD DIALYSIS: DISABILITY:

MEDICARE A: Start Date: ________ / ________ / ________ Start Date: ________ / ________ / ________ Start Date: ________ / ________ / ________

Start Date: ________ / ________/ ________ End Date: ________ / ________ / ________ End Date: ________ / ________ / ________ End Date: ________ / ________ / ________

) SON ) DAUGHTER:  Date of Birth: _____/_____/_____  Last Name (Only If Different): __________________________________________________________________________

First Name: _______________________________________________  Social Security Number: _____________________ — _______________ — _____________________________

Is this dependent covered under your employer’s health care plan and also covered by Medicare? ) No ) Yes  If Yes, please complete the section below:

HIC #: _____________________________ MEDICARE B: ESRD DIALYSIS: DISABILITY:

MEDICARE A: Start Date: ________ / ________ / ________ Start Date: ________ / ________ / ________ Start Date: ________ / ________ / ________

Start Date: ________ / ________/ ________ End Date: ________ / ________ / ________ End Date: ________ / ________ / ________ End Date: ________ / ________ / ________

) SON ) DAUGHTER:  Date of Birth: _____/_____/_____  Last Name (Only If Different): __________________________________________________________________________

First Name: _______________________________________________  Social Security Number: _____________________ — _______________ — _____________________________

Is this dependent covered under your employer’s health care plan and also covered by Medicare? ) No ) Yes  If Yes, please complete the section below:

HIC #: _____________________________ MEDICARE B: ESRD DIALYSIS: DISABILITY:

MEDICARE A: Start Date: ________ / ________ / ________ Start Date: ________ / ________ / ________ Start Date: ________ / ________ / ________

Start Date: ________ / ________/ ________ End Date: ________ / ________ / ________ End Date: ________ / ________ / ________ End Date: ________ / ________ / ________
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A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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