FOR NEW BUSINESS:
TRANSACTION FORM FOR SMALL GROUPS
SALES / 441 Ninth Avenue, 2nd Floor « NEW YORK, NY 10001

A. REASON(S) FOR SUBMISSION - Check one or more of the boxes below that apply.

[ New Enroliment [] Address Change TRANSFER CHANGE OF DEPENDENTS
[ Reinstatement [] Name Change
[] Termination Former Name [ To Another Carrier [JAdd Spouse

[] Delete Spouse
[]Add Child(ren)
[] Delete Child(ren)

[ From GHI Group No.

[] Change Contract To: [ Individual [] Husband/Wife [ Parent & Child(ren)
[] Family [] Medicare Carve-Out

B. SUBSCRIBER INFORMATION

To GHI Group No.

LAST NAME FIRST NAME MI | SOCIAL SECURITY NO. EMPLOYMENT DATE
HOME ADDRESS DATE OF BIRTH SEX
CIMALE
\ \ [ FEMALE
CiITty STATE|ZIP CODE MARITAL STATUS: [JSINGLE []MARRIED
EMPLOYMENT STATUS: []EMPLOYED []NOT EMPLOYED [JRETIRED []COBRA

Telephone number where you can be reached between 9:00am and 5:00pm Monday through Friday ( )
C. PRIOR HEALTH COVERAGE INFORMATION FOR THE PAST 12 MONTHS - If none please indicate below

Name and Address Telephone Number Name of Policy 1.D. Number Effective Date of Termination Date of
of Insurer of Insurer Policyholder Current or Prior Policy Current or Prior Policy
Hospital
Medical
D. DEPENDENT INFORMATION - List all dependent family members below (including spouse) to be covered or terminated.
(INDICATE DIFFERENT LAST NAME IF APPLICABLE) DATE OF BIRTH RELATIONSHIP F”LLYTE'giﬁT#(',’ENT A%D DEII-:IlfTE
LAST NAME FIRST NAME MI If Yes, see #3 on reverse side

E. OTHER CARRIER INFORMATION

Do you or any of your dependents have other health care coverage? [ Yes [JNo If “Yes”, please complete the following information:

LAST NAME FIRST NAME MI | SOCIAL SECURITY NO.
OTHER HEALTH POLICY NUMBER EFFECTIVE DATE  |NAME OF CARRIER

INSURANCE CARRIER

INFORMATION ‘ ‘

CARRIER’S ADDRESS CITY STATE| ZIP CODE

F. SUBSCRIBER AUTHORIZATION GROUP AUTHORIZATION

Please read statement on the back of this form before signing this document

SUBSCRIBER'S SIGNATURE DATE AUTHORIZED SIGNATURE DATE

G. GROUP’S NAME AND ADDRESS EFFECTIVE DATE OF TRANSACTION | GHI GROUP NUMBER
MEDICAL MEDICAL
HOSPITAL HOSPITAL
DENTAL DENTAL

FORM# 6204E 11/96 10M



Any person who knowingly and with intent to defraud any insurance company or
other person files an application for insurance or statement of claim concerning
any materially false information, or conceals for the purpose of misleading,
information concerning any fact material thereto, commits a fraudulent
insurance act, which is a crime, and shall also be subject to a civil penalty not to
exceed five thousand dollars and the stated value of the claim for each such
violation.

IMPORTANT INFORMATION

1- The subscriber must complete sections B through E. The group plan administrator must
complete sections A and G. Both the subscriber and the administrator must complete section
F.

2— All effective dates of transactions may not exceed sixty (60) days retroactive from the next
billing date.

3— Afull-time dependent student is a person who meets all of the following conditions:
He/she is at least 19 years of age, unmarried, receives at least half of his/her support from
the employee or member, and is enrolled full-time in an accredited educational institution.
The institution must grant a degree or diploma. The student must be listed as a dependent
when you enroll for coverage.

To enroll the dependent as a full-time student, attach a completed student dependent
certification form or attach a copy of the most recent Bursar’s receipt. See your group plan
administrator for a Dependent Student Certification Form.

4— Failure to complete any part of this form will delay the processing of the transaction (e.g.
group number, reason for submission, certificate number, etc.)

5— Failure to have the proper signature and authorization will require GHI to return this
transaction form.



