HMO

Health Alliance Plan ENROLLMENT APPLICATION CARD PLEASE COMPLETE FULLY
“lastMame  Legal Firstand Middle Intlal Sockl Seaurity Ne, | Phens Bl Date Male & Group Na. & Bufix
] { ) Female Q
Address T Apt. Cty " Swte Zip C Counly E-mall
“Nemeof Bmployer Data of Hire "] "pepanment Code N | Eeffective Date
“Medios! GenterfPhyalclan Netwatk Code Parsonal Gore Physlelan o ' PoBCota B ETET o

IMPORTANT - List Famify Members you ae coverinq Legal Firat Name anet Middle Initlal Onfy « 1ast Name if different from yours NOTE: GREY SHADED AREAS FOR INTERNAL USE ONLY

MAME AND INITIAL SOCIALSKCURITY NO.] RIRTHDATE |SRX{ RELATIONSHIP =DIOAL CENTER OR | PERSONAL GARE PHYSICIAN| PGP | HAP NUMIER
PHYSISAN NETWORK CODE CObE
SE’QUS_E T - o - ST ) /
DEPENDENTS
DUPRLICATE COVERAGE

Ara you of your spouse or dependants covered ynder any other geoup madical, pharmaay, or vislon plan {(inctuding your apouse's employer), or Medlcare?
CheoktOna Q) Yes 8 Ne

Are any of your dependenta inoludad In a divarce dearea with heelth ¢are coverage?
CheekOne O Yes 0 No

“Gourt Orderad Parent’s Nama und Soolal Seeurity Nunhar e .
{Attaoh a gopy of the order if not already o fila).

il you answered yes to efther of the abave questions, please Till In the informatlon below, i applicable, please note which dependant 13 covered undet tha court order above.

NAME OF EMPLOYER NAME OF !NSURA CQE ¢ R'Rl POLICY NUMBER(S) PERSON(S} GOVERED
(INGLUDE ADDRESS AND PHONE} {IHGLUDE ADDRESS AND HQNE]
pyrivey ospmipoe —
ﬁHARMAﬁY
VEION

MEDRIGARE; Complata the following saction for yourssil and each family member covered under Medicare,

HAME MEDICARE GLAIM NUNDER PAINT A EFFEGTIVE DATE PANIT B EFFEGTIVE DATE
HAVE YOU OR ANY OF YOUR DEPENDENTS PREVIOUSLY BEEN A HAP MEMDER? RELATIONSHIP GODES o
Dves Qwno 5P - SPOUSE DG - DEPENDENT CHILD
FORMER NAME | s - PRNCIPAL SUPRORT YA - YOUNG ADULT (19-25 YRS)
FORMERMAPNO. | 8D - SPONSORED DEPENDENT (NO MEDICARE) HD - HANDIGARPED DEPENDENT CHILD
SPOUIKBMADENNAME | ST-SENORBIDEA (23 YEARS OR OLDER WITH PP - DOMESTIC PARTNER
1 HAVE READ AND AGREE TO THE TERMS ON THE HEVERSE SIDE o o Pracessar " T oate

BIQRVERE . . . OMTRE




Medical Genters and Godus!
AQD — DMO Physiclan Network
F15 = HFMG - Ann Arbor

F16 — HFMOG - Ganton

F01 = HFMG ~ Datrolt

734 — HFMG - Delrglt Edat

F33 = HFMC - Datrolt Northwast

F21 — HFMG - East Jeffarson -
Family Practice

F03 — HFMG - Faliane, Deathorn

DMG = Retroit Medical Genter

Physician Networks and Codes:
Ali = AccessiPA

8¥1 = Botsord General Hoagital Network,
Farmington Hills

S0 = Critenlon Hospltal Network,
Rachester

§E1 —~ Eastern Shores Nalwark
SN1 - Farmington Family Physiclans
SV1 = Genesys PHO

8i2 — Henry Ford Bl-County Hospital
Network

SO = Independant Physicians of Macomb
Gaunty, Clinton Township and’
M. Glemens

HFMG = Henry Ford Medicat Genler

-

Enrollment Applicat

Please select a Medical Center or Physlcian Network (below) for yourselt and each member of your
Application on the other side of this card. A personal care physiclan must be chosen for each new

Fg2 — HFMG ~ Gresss Polnte Plarson
F29 — HFMG » Hamtramek
F39 — HFMG = Harboriown

FO§ — HFMG -~ Lakeside, Steriing
Helghts

F35 = HFMO -1ivonia

F40 = HFMOQ - Naw Genter Cne
F38 — HFMG - Navl

FOS = HEMG - Plymouth

F8 — HFMG - Roya! Qak

U1 — MoLaren Health Gate Comoration,
Fint

5U2 — Mol.aren Heallh Gare Comperallen,
Lapeer

S5Q1 — Monrog Physlelan Netwark

MG = Mt Clemens General Natwark,
Mit. Ciemars (PHO}

NO1 = Narth Oakland Medical Genters
(NOPHQ = North Oaldand
Physictan Hospiial Organization)

GH1— Qakwood Healihaare System ~
United Qakword Providers

AT — Premisr Physiclan Network
[Beaumont Medical Staff Physiclans)

(9]

ion for HMO Product
family and Yst the appropriate code on the
member before application is scomplete.

F3§ « HFMG - Southfeld

F11 = HFMG - Southland, Tayior
FO4 — HFMG - Sterling Helghts

F28 -~ HFMO - Taylor

F14 ~ HFMG~Troy

F12 - HFMO*W@man

FO2 — HFMG - Wast Blogmfleld

F24 - HFMO - Woedhaven

P11 — PMG - Adult Persenal Gare
Physiclans Group

PMG = Providence Medical Center

SK2 - S, Clalr IPA

§K1 — St, Claly Other Avaitable
Speclalita

St, John HealthPartners PHO Network

d01 = St John Hospital & Medical
" Qenter, Ratrait

Joz — 81, John Oskiand Hespltal,
Hadison Helghts

Jaa — St..John Macomb Hospital,
Warren

404 — S, John Detroit Riverview
Hosgpltal, Detrait

12 = PMQ - Adult Personal Carg
Piyslelons Group i

P02 — PMG - Delghton Famlly
Practice Center, Southfield

P18 = PMQ - Farmington Hifis
POs — PMC - Livenla

P14 = PMG - Pediatic Personal Care
Pryslclang Group ||

PO3 — PMC - Providence Park, Novl
PO4 — PMO - South Lyon

406 — St John Macomb - St, Clalr
Primary Physieian Group

J08 = St,.ohn NorthEast Community
Haospital, Detrolt

JO7 = St, John Nerth Shorss
: Hospital, Harison Twp,

Al1 = 8t Joseph Mercy - Ann Arboy
Network

581 = 8t Joseph Merey Hospital Qakland
Network (Qalland Fhysisiens
Network Serviges)

SL1 = Wyandotte IPA

HMO ENROLLMENT APPLICATION CONTRACT

[ apgly on behalf of ryself and eligible family rmembers,
Altiance Plan, which is now available through my employer's insurange pragram.

by me for hespital and medical expense coverage as made avallable by my employet,
I may envoll my unmarried children legally reslding wilh me who are either my own, or legally adopted, or those of my spouse by a previous

marrlage as defined helow,

I may list dependent children to age 19, Such children can be covered through December

offars the You

| understand that unmarried children,
must be incapable of self-sustaining employment by reason of menta

1 my_aroup offers the Youna Adult Rider, | may list unmar
bar 31 of the year in which they turn 25, as long as they reside with ma, o, if residing elsewhere,
disabled before age 19 are gonsidered to ba dependent children and cavered to any age. Such chiidren

I retardation or physioal handicap; and must have previous coverage. |

understand that | must provide medical documentation verifying the disability.

| understand that | and my dependents will not be eligible for hospital admisstons, doctor's services and

tive date of my membership as determined by Health Altiance Plan and my employst,

| autharize persons rendering medical or hosplt
ance Plan) 1o provide records and other Informat

as listed, for enrollment Jn and for the health services providec to members of Health
| hereby revoke all previous enrcliment applications exacuted

31 of the year In which they turn 18,

ed depandent children between age 19 and 23, Such children are covered to Decam-
are full-time students,

other covered services untll the effec-

al care and related service (including hospitals and medical groups contracting with Health Alli-
jon concerning such care or services to Health Alliance Plan,

Whenever the full subsctiption rate Is not paid by my employer, | authorize my employer to periodically deduct In advance from my wagss and
1o remit to Health Alliance Plan, the amount necessary {o pay the periodic rate,

The subscriber may cancel this application within 72 hours after signing by sending written notice fo Health Alllance Plan or their employer.

20M  T/0S  930301F A Non-Frfit Corporation




