Revised 03/10

HEALTH INSURANCE ENROLLMENT FORM

|:| Decline |:| SEHIP (Blue Cross) |:| Supplemental Coverage (Blue Cross) |:| Optional Policies (Southland)
Coverage Basic Medical Secondary Medical Vision/Dental/Cancer/Hospital Indemnity
SUBSCRIBER INFORMATION
Name (First, Middle Initial, Last) Sex:
Social Security Number: Date of Birth:
Street Address:
City: State: ZIP Code:
Home Telephone Number: Work Telephone Number:
( ) ( ) Ext.
E-mail address:

Dependent Coverage is requested for the following individuals, effective on Month Day Year . Direct payment
MUST be made for any premiums that will not be payroll deducted. Make check payable to the SEIB and attach to this form.

Documentation is required.
First Name Middle Initial Last Name Relationship to Employee Birth Date Social Security Number

[1  Husband [ Wwife

Son [] Stepson
Daughter  [1 Stepdaughter

Son [l Stepson
Daughter  [1 Stepdaughter

Other Relationship

*IMPORTANT* To be eligible for the non-tobacco and/or wellness discount, you must complete the Non-Tobacco User Discount
Application form and the Wellness Discount form.

ADDITIONAL GROUP HEALTH INSURANCE COVERAGE INFORMATION
(Must be completed if choosing supplemental coverage or Southland.)

Health Insurance Company Contract Holder Insurance Policy # Group # Name of Employer
Is Dental Coverage Available? If Yes, you are required to complete the information below.
|:| Yes |:| No If no, the State Employees’ Health Insurance Plan Dental Coverage will serve as your primary dental coverage.
Dental Insurance Company Contract Holder Insurance Policy # Group # Name of Employer
TO BE COMPLETED BY EMPLOYER AFFIRMATION AND RELEASE

I hereby affirm that | have completely read and fully understand
the terms and conditions of this form. | attest that all the
representations made by me on this form are true and correct. |
understand that any misrepresentation may result in the
forfeiture of insurance coverage and that | will be personally
2. Employee’s Effective Date of Coverage liable for all claims related to such misrepresentation. | further
understand that there is mandatory utilization review and | do
hereby give permission to release any information necessary to
evaluate, administer, and process claims for benefits to any
person, entity, or representative acting on the State’s behalf.

1. EMPLOYMENT STATUS:

Full Time 3/4 Time % Time 1/4 Time

Signature of Payroll Clerk Date

State Agency Employee Signature Date




09/09
STATE EMPLOYEES’ INSURANCE BOARD

NON-TOBACCO USER DISCOUNT
APPLICATION

CONTRACT HOLDER NAME: (please print) SOCIAL SECURITY NUMBER #:

Declaration

| declare that | am not currently using or have used tobacco products in any form (cigarettes, cigars, pipe, oral tobacco
products, etc.) within the last 12 months.

If my spouse is covered as a dependent under the State Employees’ Health Insurance Plan (SEHIP), | declare further
that my spouse is not currently using or has used tobacco products in any form within the last 12 months.

| understand that if it is determined that | (or my spouse if covered as a dependent under the SEHIP) have used tobacco
products within the last 12 months or if | (or my spouse if covered as a dependent under the SEHIP) start using tobacco
products subsequent to the date of this application without notifying the State Employees’ Insurance Board, that | will be
subject to disciplinary action, including termination of employment, and will be required to repay all discounts as well as
all claims and other expenses incurred by the SEHIP, plus interest.

Signed: Date:
Contract Holder

Authorization

By signing below, I/we hereby authorize any licensed physician, medical practitioner, hospital, pharmacy, clinic or other
medically related facility, insurance company, any government agency or other organization or person that has any
records or knowledge of my health to provide to the State Employees’ Insurance Board any information related to
my/our use of tobacco products.

Signed: Date:
Contract Holder

Signed: Date:
Spouse (if covered under SEHIP)

Return to: State Employees’ Insurance Board
201 South Union Street, Suite 200
Post Office Box 304900
Montgomery, AL 36130-4900
334-263-8341 / 1-866-836-9737 / Fax: 334-263-8541
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