
1.
P

lease print or type all necessary inform
ation.

D
O

 N
O

T
 W

R
IT

E
 IN

 S
H

A
D

E
D

 A
R

E
A

S
.

2.
C

om
plete all item

s requested.

3.
N

E
W

 M
E

M
B

E
R

S
: C

om
plete all item

s in
S

ections B
, C

, D
, and E

.

C
heck all that apply:

________ N
am

e C
hange

________ A
ddress C

hange
________ Telephone C

hange
________ C

hange P
rim

ary
                C

are P
hysician

________ P
harm

acy C
hange

________ C
ard C

orrection

S
ectio

n
 A

A
dd D

ependent(s):_____(date)
________ M

arriage
________ N

ew
born

________ A
doption

________ Legal G
uardianship

________ O
ther

C
ancel D

ependent(s) only____(date)
________ M

arriage
________ D

ivorce
________ A

ge Lim
it

________ O
ther

C
ancel A

ll C
overage________(date)

________ Term
inate E

m
ploym

ent
________ V

oluntary W
ithdraw

al
________ Leave/Layoff
________ O

ut of S
ervice A

rea M
ove

________ O
ther

C
ontinuation__________ (date)

C
onversion___________ (date)

C
obra_________(date)

________ D
eath

________ Term
ination

________ R
eduction in w

ork hours
________ D

ivorce/S
eparation

________ M
edicare E

ligible
________ Loss of D

ependent E
ligibility

________ R
etirem

ent

R
einstatem

ent________(date)
________ R

eturn from
 layoff

________ R
eturn from

 leave
________ R

ehire
________ D

isenrollm
ent error

________ O
ther

S
ectio

n
 B

Last N
am

e
F

irst N
am

e
M

iddle Initial
S

ocial S
ecurity #

S
ectio

n
 C

A
ddress (N

um
ber, S

treet, A
partm

ent)
C

ity
S

tate
Z

IP
 C

ode
H

om
e Tel. N

o.

D
ate of H

ire
E

m
ployer N

am
e, Location

S
ectio

n
 D

P
lease indicate your pharm

acy selection

S
ectio

n
 E

P
lease select a P

rim
ary C

are P
hysician for you and your dependents before subm

itting this application.

Last N
am

e, F
irst N

am
e, M

I.
M

em
ber

N
o.

B
irthdate

M
o/D

ay/Y
r

S
ex

M
/F

S
ocial S

ecurity N
o.

O
ther H

ealth
Insurance

Including M
edicare

C
H

C
S

ubscriber N
o.

P
rim

ary C
are

P
hysician

P
rim

ary C
are

P
hysician N

o.

S
ubscriber

S
pouse

C
hild

C
hild

C
hild

C
hild

I am
 applying for covered services for w

hich I and m
y fam

ily
dependents are eligible under the C

H
C

 G
roup M

em
bership

A
greem

ent w
ith m

y em
ployer. I authorize m

y em
ployer to

deduct from
 m

y earnings the am
ount required.

A
ll inform

ation on this form
 is true and correct to the best of m

y
know

ledge.

E
m

ployee S
ignature

         D
ate

E
m

ployer R
epresentative S

ignature  (in E
m

ployee absence)
        D

ate

C
H

C
 3202

C
H

IA
 85-1

W
hite: C

H
C

                   Y
ellow

:  E
m

ployer                       P
ink:  E

m
ployee

O
ffice U

se O
n

ly
G

roup N
o.

 S
ubscriber N

o.:
    E

ffective D
ate:

P
harm

acy C
ode:

 B
enefit C

ode:

0102

4.
C

U
R

R
E

N
T

 M
E

M
B

E
R

S
: C

heck all item
s you w

ish
to change in S

ection A
. C

om
plete S

ection B
 w

ith your
nam

e and social security num
ber. F

ill in S
ections C

, D
, and E

w
ith updated inform

ation.

5.
A

LL M
E

M
B

E
R

S
: C

om
plete pink copy &

 retain as Tem
porary I.D

.
C

ard for use until perm
anent card arrives.

I agree on behalf of m
yself and m

y fam
ily dependents to abide by the

term
s of the agreem

ent describing m
y C

overage. I authorize any
provider w

ho provides services to m
e or m

y fam
ily dependents to

release to C
H

C
 and its participating providers any inform

ation or
m

edical records relating to those services.  I w
ill com

plete and sign
any docum

ents necessary for the C
H

C
 to assum

e m
y or m

y fam
ily

dependent’s legal rights to collect from
 a third party any costs

the C
H

C
 incurred.

I also undestand that the C
H

C
 M

em
bership A

greem
ent contains

a provision w
hich obligates m

e to follow
 a com

plaint procedure
or any claim

 or disputes regarding C
overage.

 C
o

ven
try H

ealth
 C

are o
f Io

w
a, In

c
 G

roup E
nrollm

ent F
orm

C
hild

W
ork Tel. N

o.


