North Carolina

 North Carolina
State Health Plan

for Teachers and State Employees

‘ ——
www.shpnc.org

\
Smnart
ENROLLMENT APPLICATION

National Guard, Fire Department, Rescue Squad and Emergency Medical Services Members

BlueCross BlueShield
of North Carolina

RETURN APPLICATION TO THE UNIT HEAD / ADMINISTRATOR e PLEASE TYPE OR PRINT CLEARLY IN BLUE OR BLACK INK ¢« DO NOT WRITE IN SHADED AREAS

1.
SOCIAL SECURITY NUMBER EMPLOYEE LAST NAME FIRST NAME MIDDLE INITIAL
2.
[IMale
[JFemale
BIRTHDATE (mm/dd/yy) SEX TELEPHONE (home) TELEPHONE (work)
3. MAILING ADDRESS
BOX / STREET / ROUTE NUMBER CITY STATE ZIP CODE
4. PLAN .
SELECTION —> D PPO Basic D PPO Standard
5 1(;YOP\EE(R)£GE D Employee Only D Employee / Spouse Does Waiting Period Apply? DYeS |:| No |
REQUESTED [_]Employee / Child(ren)  [_]Employee / Family UNIT MUST COMPLETE
DEPENDENT P Lo .
INFORMATION —> LIST DEPENDENTS TO BE INCLUDED. Complete Certification of Dependent Eligibility Form for any starred () items checked.
COMPLETE
NAME DOES WAITING
(FIRST. MIDDLE INITIAL, LAST) SOCIAL SECURITY NUMBER BIRTHDATE SEX CHILD IS MY OELB\IIFEEHII;D PERIOD APPLY?
6. SPOUSE MONTH DAY  YEAR
[CImaALE [Jves
/ / [ JFEMALE e
MONTH DAY  YEAR
7. CHILD 0 L NATURAL [ sTupent 0
MALE ’ YES
[JapopPTeED []STEP (see line 10)
/ / LIremaLE [ ] FOSTER* [JHanpicaprep| LINO
MONTH DAY  YEAR
8. CHILD 0 LI NATURAL [JsTuDeENT
MALE ) [Jves
[JabopPTeED []STEP (see line 10)
/ / L]remaLE []FOSTER* [JHanpicaprep| LINO
MONTH DAY  YEAR
9. CHILD [ MALE [ NATURAL [ STUDENT [ves
[JabopPTeED []STEP (see line 10)
/ / LIFEMALE| T kosTers [JnHanDicappeD|  [LINO
10. IF FULL-TIME STUDENT,
list dependent’s name and accredited institution
GROUP D Member of National Guard D Fire Department as defined by NCGS 58-86-25
11. INFORMATION —> )
(check one) D Rescue or EMS Squad as defined by NCGS 58-86-30
PAYMENT Monthly Direct Bill
12. METHOD, —» ] Monthly Direct B Bank Account
(check one) |:| Monthly Bank Account Draft Name Number
| authorize the North Carolina State Health Plan’s Claims Processing Contractor to make withdrawals from the above account for the
enrollee. This authorization shall remain in force until | give notification of termination in writing. (Please attach a voided check.)
Bank Account
Owner Signature Date
13. AUTHORIZATION: | hereby elect coverage under the plan listed above for myself and eligible family dependents listed on the form above and | agree that
the information provided is correct. | further agree that we shall abide by the provisions of the Agreement of the selected Plan Option.
| authorize any licensed physician, medical practitioner, hospital, clinic or other medically-related facility, insurance company or other organization or
institution that has any records or knowledge of the health of any covered member of my family to exchange such information with the State Health Plan.
| have read the eligibility criteria on the back of this form and certify that | meet all the requirements.
Desired effective date 01
Signature Date of coverage........ccoovnnn.
14. Unit Head / Administrator Certification: | have read the eligibility criteria on the back of this form and certify that this applicant meets all requirements.
Signature Date
GROUP NUMBER DATE OF ELIGIBILITY EFFECTIVE DATE
258, 5/09 Blue Cross and Blue Shield of North Carolina, the North Carolina State Health Plan and North Carolina HealthSmart are not affiliated.

Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and Blue Shield Association.



Eligibility Criteria

National Guard Members

Members actively serving and members who have completed 20 or more years service but have
not attained the minimum age to receive uniformed service military retirement benefit.

Fire Department, Rescue Squad and Emergency Medical Services Members

Members actively serving and retired members who receive a monthly benefit from the North
Carolina Firemen and Rescue Squad Workers’ Pension Fund.

Dependents

* Spouse

e Unmarried dependent child(ren) under age 19, unless the dependent is a full-time
student between the ages of 19 and 26 or is physically or mentally incapacitated.

Participation is voluntary but to be eligible to participate you must be:

e Certified by your National Guard, Fire Department, Rescue Squad or Emergency
Medical Services Unit Head/Administrator

¢ Ineligible for any other comprehensive group health insurance coverage, including
Medicare, CHAMPUS or other uniformed services benefits, consisting of:

* inpatient and outpatient hospital and medical benefits
* other outpatient medical services
* prescription drugs

* medical supplies and equipment generally available in the health insurance
market

e Without any group health insurance coverage for at least 6 months



