4, OTHER COVERAGE INFORMATION

Do you currently have or have you had health insurance in the past 11 months?

O YES o whioov Dt (MMDDYY):
Has the coverage been continuous during the past 11 months? O Yes O No
Will your current group insurance remain in effect afte you enroll in this Empire plan? O Yes O No ¢
Name of Other Insurance Carrier Your 1D Number from Other Carrier

Coverage Provided by Employer? () Yes (O No Employment Status: () Active () Retired
Contract Type: () Employee/Spouse () Individual (O Parent/Child(ren) () Family
_Coverage Type: O Hospital/Medical (O Hospital Only (O Medical Only () Other:
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O NO
Does your spouse / dependent(s) currently have or have they had health insurance in the past 11 months?
Coverage Start Coverage End
E) YES Date (MMDDYY): Date (MMDDYY):
Has the coverage been continuous during the past 11 months? O Yes O No
Will their current group insurance remain in effect after you enroll in this Empire plan? () Yes O No

(O My spouse has or has had the same coverage as |. Note: You do not need to fill out the rest of the spousal other coverage questions.
(O My dependents have or have had the same coverage as |. Note: You do not need to fill out the rest of the dependent other coverage questions.

Name of Spouse's Other Carrier ID Number

HENEEEEEEEEEEEEEEEREEEEEEEEEEEN

Coverage Start Date(MMDDYY) Coverage End Date(MMDDYY) Coverage Provided ) Yes O No Employment Status: () Active () Retired

by Employer?

l | ] | l I I l [ l l { I Contract Type: O gma’ O Individual O Parent/Child(ren) (O Family

Coverage Type: () Hospital/Medical (O Hospital Only (O Medical Only (O Other: l | | l I l [ J [ | ‘

Name of Dependent's Other Insurance Carrier 1D Number
% Coverage Start Date(MMDDYY) ~ Coverage End Date(MMDDYY) cg;egan?emﬂ O Yes O No  Employment Status: (O Active () Retired
% Contract Type: O E&Mgeef O Individual O Parent/Child(ren) () Family
€ Coverage Type: O HospitalMedical O Hospital Only O Medicalonly O oter | | | | | | | | | | |

Name of Dependent's Other Insurance Carrier ID Number

Coverage Start Date(MMDDYY) Coverage End Date(MMDDYY) Coverage Powded () Yes Oho tstatus: O Acive O Retired
y Employe ployme!

Contract Type: O Emnloveef O Individual O Parent/Child(ren) () Family

Coverage Type: () Hospital/Medical () Hospital Only () Medical Only () Other: r [ ‘ | l l I i ‘ ‘ |

Name of Dependent's Other Insurance Carrier ID Number

Coverage Start Date(MMDDYY) Coverage End Date(MMDDYY) Cgveéagel Pyrgwﬂded O Yes O No  Employment Status: () Active () Retired
y Emplo
Contract Type: () EmPployee S Employee/ () Individual () Parent/Child(ren) ()Family

| Coverage Type: O HospitallMedical () Hospital Only O MedicalOnly O Other: | | | | | | | | | | |
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