5. MEDICARE INFORMATION For Medicare eligible only.
Please provide a copy of your Medicare (HIB) card. If a copy is not attached, we cannot process your Medicare benefits request.

I understand that if | become Medicare eligible while | am covered under this contract, any benefits | am entitled to under this contract
will be reduced by any amounts paid by Medicare for those services, whether or not | apply for or submit a claim to Medicare.

Applicant Last Name First Name M

.
Medicare ID Number HIB Suffix Part AHospital (MMDDYY) Part B Medical Coverage End Date (MMDDYY)
Spouse/Dependent's Last Name (if different) First Name MI
Medicare ID Number HIB Suffix Part AHospital (MMDDYY) Part B Medical Coverage End Date (MMDDYY)

. EMPLOYER INFORMATION This section must be filled in b group benefits administrator.

Group Name

Address

City State Zip

Applicant's Start Date of Full Time Employment  Payroll/Department Location Employee Number

(MMDDYY)

Group Number

Group Sub Number

. SIGNATURES | have read the certification and fraud statement below.
Applicant Signature Date (MMDDYY)
Pnpted Name and Signature of Authorized Group Benefits 5dmmtstrator Date (MMDDYY)
Print Signature

I certify that | am electing coverage as an
employee, or former employee, retiree, current or
formerdapendeuﬁofanactrveemplowe or refiree,
and am eligible for group coverage under the terms
and conditions of the group's contract. | make this
election on behalf of all eligible dependents and
myself. | understand that | am under a continuing
obligation to notify the group of a change in my, or
my dependent's, status; such change may result in
a change of insurance status with Empire and that
failure to make such notification may result in
cancellation of the coverage by Empire.

Any other Empire coverage will end upon issuance
of this coverage. If | do not agree to transfer my
other coverage with Empire to this coverage, |
understand that this application will not be
accepted by Empire.

1

| authorize any healthcare provider, healthcare
payor or govemment agency to furnish to Empire
or its designee all records pertaining to medical
history, services rendered, and payments made
regardmgmeomwdependemsforusebyEmm
to administer the terms of my heaith benefits
contract. | also authorize Empire to disclose such
information to an Empire designee, my PCP and
other providers, other payors, and the group
contract holder, for purposes of continuity of care
and medical man disease
health benefits contract administration, financial
audits, and as otherwise required by law.

NIslahanentsandanswersinmisnoﬁceof
election are true and are made to
induce the issuance of the coverage. Any material

misrepresentation may result in Empire's
cancellation of coverage.

Insurance Fraud Statement: Any person who
knowingly and with intent to defraud an insurance
company or other person files an application for
insurance or statement of claim containing any
materially false information, or conceals for the
purpose of misleading, information conceming

any material fact thereto, commits a fraudulent
insurance act, which is a crime, and shall also
be subject to a civil penalty not to exceed $5,000
and the stated value of the claim for each

1



