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ENROLLMENT APPLICATION 
t. 

I 
lnttlal Enrollment Open Enrollment: □ I Rri .... ,o lurv1w,9 

1 
•pectel l!nral- D • Pl•ee Nit the� Event and

llecllonType (HawHlre):O Retirement Dale: lpouae:C pro..tdl auppo,tng documentation: 

2. SSN: 3. Last Name: 4. First Name: 
, 5. M.I.:

e. Physical Address:
SCl'NI Cltv � ZlaCode County 

7. Malling Address: (lldlhl...ttom•bMll
SlrNI ,.._ se.. =coci. County 

I. Date of Birth: t. Sex: 10. Marttal Statua: 11. Primary PH#: 12. Work PH #: 13. Other#:
0 Female □ Married D Single □ Legally
□ Male □ Widowed D Divorced Separated

14. Name of 15. Part-l'lm• Hire Date: I "· FuN-Tlme Hire Oat.: 17. Type of □ Full-Tlme
Employer: Emplovment: D Part-rme: Hours per week 
11. laJ'.l!t� fw..x.._111m•covue,lPLDSI! NDffl Appllcant'e Primary c ... Cumnt 
Ao.llld mpydlhe COUltardal'.IIIUltbellllllledfotdlp8lm• In OIIUlkrdllnld Qllllldy«g.adlli.-Np althe certlllc:at8 Physician Selec11on: Patient? 
halcllr. lmcn ipeceleNqUnd,alacha-s--Pioe.cti...,..lnb'l,llllc)I� ,__ pnmde(anlbe-aldeol D Yes .. ...., -----�fir-, lllpinJ11lllaot,11wfniwWt,- D No 

11. 22.SSN 23. 2,4. 25. Dependent Prtmary 21. CUl'T9ntRalatlon,hlp 20.Sex 21. l.ut Name, Flm Name Ml Date of Birth Dlublad c.,. Physician Patient? To You S.IKtlon(al:
□ Mele □ Yes D Yea 

Soouse □F-le □ No □ No 
�, 
0 CNld □ Male □ Yes □ Yea
0 $11pd,ild OF-'e □ No D No 0 011.-■ 
Oependent2 
a CNld □Male □ Yes D Yea 
OSllpcl,ild OF-'e 

□ No □ No a Olhar • 
Depenclont3 
0 CNld □ MN □ Yes D Yes 
0� OF ...... 

□ No 0 No 0 011.-. 
• SUl)pOfting doc:umenlation requred. 
27. Race/Ethnicity- OptlonaJ {Tiu Wonnalon ia designed for Ille purpose of data 00llecW'I and will not be used tor detannining eligibility, rating or claim payment) 
Employee: D African American □ American Indian/Native American D Asian D Caucasian O Hispanic D Other

Spouse: D African Amertcan D American Indian/Native American D Asian O Caucasian D Hispanic O Other
Dependent 1: D African American □ American Indian/Native American O Asian D Caucasian D Hispanic D Other 
Dependent 2: D African Amencan □ American Indian/Native American D Asian D Caucasian D Hispanic D Other 
Deoendenl 3: D Mtcan American □ American Indian/Native American □ Asian D Caucasian D Hispanic D Other 
28. Ne you or any member of your family (listed on this appllc:atlon) coverad by any other h .. tth plan or health lnsuranc:a that will ba In effect
concurnntly with the coverage you .,. applylng for? D Yes D No
If ves. comolete the aooroorlate sactlonl1) below. If more IID8C& la needed, attach a aeoarate sheet with addltfonal lnformallon.

' OTHER HEAL1H PLAN NIURANCE . ...�� � 

Insured Mambar'a Name: Date of Birth: 

Employment Status: Name of Employw: 
D Actlve 

MEDICARE 
Beneficiary Name: Beneficiary Name: 

Entitlement Reason: Entltlament Raaon: 
□ Age 65 or Older D Age 65 or Older 

D Retlred D End Stage Renal Disease D End Slage Renal Disease 
Tvnaof : □ SlnOle □ Family D Other DisabiNty □ Other Olsabllitv
Polley I: E«.ctlve Data: Medicare Hfetr/MBI: Medicare HIC#IMBI: 

Name of Insurance Company. Phona: Part A ar.ctlve Date: Part A Etfac:tlve Date: 

Does the above Insurance cover •a1r family members includlng yourself? Part 8 Effective Date: Part B Effactlve Date: 
0 Yes D No tt.m, please 1st dependents not covered on a separate sheet 
D, �S&E�,li 2E 5'2��RAGE/MliMIIBll:IIP: 
I have ntad and understand the Acceptance of Ally Coverage/Membership on the reverse side of this form. 

Slanature of ADDllcant/Emnlo-: Date: 
Authorized Group Administrator's Signature: Date: I Group ID: Employee's Proposed Coverage Effective Date: 

Authorized Group Administrator's Printed Name: Group Administrator's Contact Phone #: Group Administrator Email Address: 

Pleua mum this completed form by: 
Mall: Capital Health Plan • Attn: Enrollment • PO Box 15349 • Tallahassee FL 32317 • Fu: 850-523-7369 OR Emall: Enronmant@chp.org 
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, . , 

I hereby apply for the coverage/membership selected on the front side of this form. My employer has selected the coverage/membership 
through Capital Health Plan, Inc., d/b/a/ Cspital Health Plan (CHP). I authorize my employer to deduct from my eamings my premium 
contribulion, If any. I understand all of the following: 

1. If my coverage/membership ls to be issued and continued, I must meet all of the requirements of the group contract.
2. If my dependents' coverage/membership, if any, is to be issued and continued, my dependents must meet all of the
requirements of the group contract.
3. If I must pay part or all of the premium, coverage/membership shall not become effective until CHP accepts this application and
assigns an effective date.

I agree that any controversy or dispute between CHP and myself or my dependents shall be subject to the complaint and grievance 
procedures, including binding arbitration, set forth in the CHP Member Handbook. 

I understand that my employer is not an agent of CHP. I also understand that my employer is responsible for notifying employees of all: 
1) effective dates; 2) termination dates; 3) conversion, COBRA, or ERISA rights and responsibilities; and, 4) other matters pertaining to
coverage/membership under the group contract.

I authorize persons or entities that have any medical or other records or knowledge of me or my eligible dependents to release that 
information to CHP. These persons or entities Include any: 1) licensed physician; 2) medical practitioner; 3) hospital; 4) clinic or other 
medical or medically related provider; 5) insurer; 6) employer; or, 7) other organization, institution, or person. This information also may be 
released to any affillated or reinsurance carrier. I also authorize CHP, at its sole discrelion and consistent with law, to use and disclose 
financial and health information obtained about me and/or my eligible family members for treatment, payment, and/or health care 
operations purposes, Including coordination of benefits, If needed. This routine consent covers future, known, or routine needs for personal 
health information. These routine needs Include treatment, coordination of care, quality measurement, including surveys of members, 
accreditation, and billing. These releases specifically include, but are not limited to, authorization to release: 1) any and all medical 
records; and, 2) information about, associated with, or with reference to certain conditions. This information consists of specific medical 
Information on me or my dependents, Including, but not limited to, authorization to release: 1) any and all medical records; and, 2) 
information about certain conditions. These conditions include: 1) exposure to HIV infection; 2) ARC; 3) alcohol or drug dependency; and, 
4) mental and nervous disorders. I understand that CHP shares no member-identifiable information with employers unless the member
provides specific consent.

When an overpayment Is made, I authorize CHP to recover the excess from any person or entity that received it. 

I acknowledge that, if I apply for CHP coverage/membership at a later date, coverage/membership may not be available until the next open 
enrollment. Also, I may be required to furnish evidence of lnsurability. 

I acknowledge that CHP coverage/membership is contingent on the complete, accurate disclosure of the information requested on this 
form. I represent that the statements on this application are true and complete. I understand and agree that any misstatements or

omissions may result In denial of benefits and/or termination of coverage/membership. I agree to be bound by the terms and conditions of 
the group contract. I understand that this application is part of the group contract. 

DEPENDENT'S ALTERNATE ADDRESS INFORMATION: 

NAME r ,-, ··· "'- ·-•�:. ALTERNATE ADDRESS 

FRAUD WARNING 
Any person who knowingly and with Intent to Injure, defraud, or deceive any Insurer files a statement of clalm or an 
application containing any false, Incomplete, or misleading Information Is guilty of a felony of the third degree. 
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