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Group Administrator
• Complete the Group Administrator Group information in the upper left corner

of the form.
• Section A – Type of Activity: Check boxes indicating reason(s) for

submitting application.
• Complete Section I – Employer Verification in the lower left corner of the form.

• Employer must complete this section for all new enrollments, coverage
changes and terminations.

• Employer must sign and date the Enrollment/Change Request in order for
it to be processed.

Employee – Complete Sections B-H
Section B – Employee Information:
• Complete all information in order for your application to be processed.

Section C – Plan Option:
• Indicate Plan Option Name and Copay and/or Individual Deductible Amount.
• Select only an option offered by your employer.

Section D – Individuals Covered:
• Add/Change/Remove – Use “A”, “C”, or “R” to indicate whether you are

adding, changing or removing coverage for an individual.
• Print your full name along with the name(s) of your dependents, if applicable.

Indicate Sex, Birthdate, and Social Security Number for each individual listed.
• If a dependent is a full-time post-secondary student, you must attach a current

course schedule or a letter from the school confirming full-time student status.
If dependent is disabled and being continued beyond the limiting age, attach
proof of disability.

• If you or your dependent(s) have other Health or Rx drug coverage, check off
the “Yes” box(es) and complete Section E – Other/Previous Insurance.

• From the appropriate provider directory, locate the 9-digit office ID number for
the primary care physician (except PPO).

• Indicate office ID number selection(s) on the form.
• If you are a current patient, please check the “Current Patient” box.

Section E – Other/Previous Insurance:
• Complete this section for all new enrollments or coverage changes. Coverage

includes group coverage, governmental coverage, a church plan or Medicare.

Section F – Dependent Information:
• Complete this section for all new enrollments or coverage changes.

Section G – Race/Ethnicity:
• Responding to this question is optional and NOT required.
• Complete this section for all new enrollments.

Section H – Employee Signature:
• Complete this section for all new enrollments, coverage changes and

terminations.
• Employee must sign and date the Enrollment/Change Request Form in order

for it to be processed.

Section I – Employer Verification:
• Employer must complete this section for all new enrollments, coverage and

terminations.
• Employer must sign and date the Enrollment/Change Request Form in order

for it to be processed.

Conditions of Enrollment
Employer Acknowledgement and Agreements
On behalf of myself and the dependents listed I agree to or with the following:
1. a) I authorize the sources stated below to give to AmeriHealth, or any

consumer reporting agency acting on its behalf, information about me and my
minor children, if applying for coverage. Such information will pertain to
employment, other health coverage, and medical advice, treatment or
supplies for any physical or mental condition. Authorized sources are any
physician or medical professional; any hospital, clinic or other medical care
institution; any carrier; any consumer reporting agency; any employer.
b) I understand that I may revoke this authorization at any time. I agree that

such revocation will not affect any action which [carrier] has taken in
reliance on the authorization. I understand this authorization will not be
valid after 30 months, if not revoked earlier.

c) I know that I have a right to receive a copy of the authorization if I request
one.

d) I agree that a photocopy of this authorization is as valid as the original.
2. I acknowledge by enrolling in an AmeriHealth group plan coverage is provided

by AmeriHealth in accordance with the contract.
3. Enrollment of myself and of the listed dependents into the plan is effective on

acceptance by AmeriHealth.
4. Coverage and benefits are contingent on timely payment of premiums and

may be terminated as provided in the plan documents. My employer is hereby
authorized to withhold payments from my wages, as appropriate.

Misrepresentation
5. Any person who includes any false or misleading information on an

Enrollment/Change Request Form for a health benefits plan is subject to
criminal and civil penalties.

INSTRUCTIONS
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2. Change – Check all that apply

� Add Spouse

� Add Domestic Partner

� Add Dependent Child

� Name Change

� Change Plan

� Other

� Add/Change Office ID Numbers: Primary

3. Remove or Terminate – 
Check all that apply

� Remove Spouse*

� Remove Domestic Partner*

� Remove Dependent Child*

�
Employee 
Withdrawal/Termination

Note: Subscriber must be enrolled for spouse/dependents to have coverage.
*Please complete Add/Change/Remove and Name columns in Section D.

4. Continuation of Coverage, i.e. COBRA, State, total disability. Not all options are available or applicable. Contact Employer for available options.

Coverage for � Employee � Dependents

Length of continuation: � 12 mos. � 18 mos. � 29 mos. � 36 mos. � total disability*

Date of Loss of Coverage: Date of Qualifying Event:

*Attach proof of total disability

ENROLLMENT/CHANGE REQUEST

Send to: AmeriHealth Enrollment
P.O. Box 42555
Philadelphia, PA 19101-2555

A Type of Activity – To Be Completed by Group Administrator. Refer to instructions before completing this form. Print clearly.

Group Information – To be completed by Group Administrator

1. Enrollment

� New Enrollee/Subscriber

Group Name Group Number Account Number

Date of Event Reason

Effective Date Date of Hire

Effective Date Reason
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D Individuals Covered – List Individuals for whom you are adding/changing/removing coverage. Attach sheet to list additional children. Attach proof if full-time post-secondary student. Attach proof of disability.

C Plan Option – Your selection must be offered by your Employer

Hours worked per week

01412 05/07

Home Address Apartment Number City State ZIP Code

Employer Name Work Telephone

Work Address City State ZIP Code

First Name M.I.

Previous Coverage (check if yes)

Previous Coverage (check if yes)

Previous Coverage (check if yes)

Sex M/F Birthdate MM/DD/YYYY

PPO HMO POS POS + HMO +

CMM Vision RX HSA

Check one: Indicate Plan Names / Copays / Deductibles / Coverage Status
Employment Status

� Active

� Retiree � COBRA

Employee

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient

First Name M.I. Sex M/F Birthdate MM/DD/YYYYDomestic
Partner

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient

First Name M.I. Sex M/F Birthdate MM/DD/YYYYSpouse

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient
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B Employee Information – Complete Sections B-H

Last Name First Name M.I.

Social Security Number Home Telephone E-mail Address

Date of Employment



E Other/Previous Insurance 

01412 05/07

First Name M.I. Sex M/F Birthdate MM/DD/YYYYChild

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient
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Is your spouse employed? � Yes � No If “Yes” give name and address of your spouse’s employer

Name

Address City State ZIP Code

Previous Coverage (check if yes)

First Name M.I. Sex M/F Birthdate MM/DD/YYYYChild

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient Previous Coverage (check if yes)

First Name M.I. Sex M/F Birthdate MM/DD/YYYYChild

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient Previous Coverage (check if yes)

First Name M.I. Sex M/F Birthdate MM/DD/YYYYChild

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient Previous Coverage (check if yes)

First Name M.I. Sex M/F Birthdate MM/DD/YYYYChild

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient Previous Coverage (check if yes)

First Name M.I. Sex M/F Birthdate MM/DD/YYYYChild

Social Security Number

(A)dd / (C)hange / (R)emove Last Name

Primary Office ID NumberOther Health Coverage Current Patient Previous Coverage (check if yes)



I Employer Verification – To be completed by Employer

H Employee Signature - If you have questions concerning the benefits and services provided by or excluded under this Group Master Contract contact a Member Services representative at
1-800-877-9829 before signing this form.

G Race/Ethnicity (Responding to this question is optional and not required)

F Dependent Information

If “Yes” to Previous Coverage, identify name(s) of persons, give effective date and date coverage terminated, name of previous carrier and plan number and submit a copy of the Certificate of Creditable Coverage that
was issued by the previous carrier, if available.

If “Yes” to Other Rx Drug Coverage (Section D), give name & policy number of insurance carrier, HMO, or other source.
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If “Yes” to Other Health Coverage (Section D), give names & policy numbers of insurance carrier, HMO, or other source. If enrolled in Medicare Parts A and/or B identify the coverage and provide the Medicare ID #.
Name Policy Number 

Policy Number Name

Plan Number 

Name

Name of Previous Carrier

Effective Date Date Coverage Terminated

Explain the circumstances.________________________________________________________________________________________________________________________________________________

If any dependent’s last name differs from yours, explain the circumstances. __________________________________________________________________________________________________________

Does any dependent listed in Section D live at a different address than the Subscriber? � Yes � No If “Yes” identify the individual(s) and at what address?

Choose a category that most closely describes you:

� a. American Indian or Alaskan Native � c. Black, not of Hispanic origin � e. White, not of Hispanic origin

� b. Asian or Pacific Islander � d. Hispanic

Name

Address City State ZIP Code

Name

Address City State ZIP Code
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I represent that all the information supplied in this application is true and complete. I hereby agree to the conditions of enrollment on the reverse side of the employee copy of this enrollment/change request.
I authorize deductions from my earnings for any required contributions.

Employee copy may be used as a temporary ID card for 30 days from the effective date if authorized by employer. Coverage must be verified with AmeriHealth prior to visiting a specialist or admission to a
hospital.

Employee Signature – Required X Date___________________________ E-mail Address:___________________________________

Employer Signature – Required X Title__________________________________________ Date _____________________________



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


