
I have read the back of this form and agree.  I have read and understand each and every part of this form.

sIgnature: date:

 types and amounts of Life Insurance Coverage desired

 M Life supplemental
 M ad&d M Life
 M dep. Life M ad&d
 M std M dep. Life
 M Ltd

D. other insurance information

e. complete for life anD/or Disability  coverage provided by companion life insurance company  

enrollment application and change form

 M enroLLment Change due to: 
 M  marriage M  Birth/adoption M  termination M  CoBra applicant M  divorce 
 M  death M  Physician Change M  address Change M  other _______________________________________

www.BlueChoiceSC.com

      5.  home Phone Work Phone 6.  e-mail address:

     2.  social security no. 3. employee – Last name First middle Initial date of Birth sex:  male     M
                   Female  M

      7.  name of employer: 8.  date of hire: 9.  dept. no.:

b. to be completeD by all employees

c. complete for all family members to be enrolleD or affecteD by change

  CoBra  M
  1.  employee actively at Work  M retired  M

mail Code: aX-425
P.o. Box 6170

Columbia, sC 29260-6170

Please list all family members to be enrolled or affected by the change. do not use nicknames. student verification is required for children who are older than the 
eligible age for dependent children.

 are you, your spouse or dependents covered by medicare or any other health insurance?     M  Yes    M  no   If no, do not complete this section.

 name of Person Covered name of health Insurance Co. Policy # / hIC #             eff. date Policyholder’s employer

 date of Birth 
mo.    day       Yr. social security numberLast name First Initial sex

earnings (Check one) M Biweekly Life Class
$_______________ M hourly M monthly
         (amount) M Weekly M annually

(11221)  rev. 1/09 dIstrIButIon: WhIte – BLueChoICe heaLthPLan CanarY – ComPanIon LIFe PInk – emPLoYer

M  Low option
M  high option
M  hdhP

grP #:

a. complete if making a change

  tYPe oF ContraCt
  M  employee only M employee/spouse M  employee/Children M  employee/spouse/Children

      4.  mailing address   street or P.o. Box City state ZIP Code

YourseLF:
spouse/Partner:

Child:

Child:

Child:

Child:

 Full name (Last name, First, Init.): relationship
 Primary Beneficiary(ies):
 Contingent Beneficiary(ies):
 *see InstruCtIons on BaCk For muLtIPLe BeneFICIarY desIgnatIon*

f. complete for Dental coverage  coverage provided by bluecross blueshield of south carolina  m   
    dental Coverage Is For: M  employee M  employee/spouse M  employee/Children M  employee/spouse/Children
 are you covered by other dental insurance?   M  Yes    M  no   If spousal coverage is requested, is your spouse covered by other dental insurance?  M  Yes   M  no 

g. employee statement of unDerstanDing

new enrollment   M

effective date: ________

Change    M

effective date: _________

product – advantage M
advantage Plus M
BlueChoice Pos M
Primary Choice M

companion life is a separate life insurance company that does not provide 
bluechoice healthplan products or services. companion life is solely responsible.

bluecross blueshield of south carolina is an independent licensee of the  
blue cross and blue shield association.



instructions for multiple beneficiary Designations
a. If a married woman is to be named as beneficiary, indicate her full given name (example: mary r. doe, not mrs. John doe).

B.  If two or more beneficiaries are designated, the proceeds will be distributed equally, unless shares are indicated differently by the insured.

C.  When a minor or mentally incompetent person is designated as beneficiary, it will be necessary for a legal guardian to be court appointed before 
the proceeds can be distributed.

d.  If no beneficiary is designated, or there is no living beneficiary at the time of the insured’s death, the proceeds will become payable to the estate 
of the insured.

e.  Primary Beneficiary – the person to receive life proceeds, if living, at the time of the insured’s death. Contingent Beneficiary – the person to 
receive life proceeds if no primary beneficiary is living at the time of the insured’s death.

general notice of pre-existing conDition exclusion 
applies to bluechoice healthplan meDical benefits only

this plan may contain a pre-existing condition exclusion. this means that if you have a condition, whether physical or mental, regardless of the 
cause of the condition, for which medical advice, diagnosis, care, or treatment was recommended or received within the six-month period ending 
on the enrollment date, you might have to wait a certain period of time before that plan will provide coverage for that condition. this six-month 
period ends the earlier of the day before your coverage becomes effective (the effective date) or if you were in a waiting period for coverage, the 
day before the waiting period begins (the enrollment date). the pre-existing condition exclusion does not apply to pregnancy nor to a child who is 
enrolled in the plan within 31 days after birth, adoption, or placement for adoption.

this exclusion extends for not more than twelve months without medical care, treatment, or supplies ending after the effective date of coverage or 
twelve months after the enrollment date, whichever occurs first, or eighteen months after the enrollment date in the case of a late enrollee. however, 
you can reduce the length of this exclusion period by the number of days of your prior “creditable coverage.” most prior health coverage is credit-
able coverage and can be used to reduce the pre-existing condition exclusion if you have not experienced a break in coverage of at least 63 days. 
to reduce the 12-month (or 18-month) exclusion period by your creditable coverage, you should give us a copy of any certificates of creditable 
coverage you have. If you do not have a certificate, but you do have prior health coverage, we will help you obtain one from your prior plan or issuer. 
there are also other ways that you can show you have creditable coverage. Please contact us if you need help demonstrating creditable coverage.

all questions about the pre-existing condition exclusion and creditable coverage should be directed to:

BlueChoice healthPlan
members services department

Post office Box 6170
Columbia, sC 29260-6170

or Call
1-800-868-2528

or 803-382-5025 in Columbia

authoriZation to release information

I hereby authorize the release of any medical or non-medical information about me or my enrolled dependents by any insurance company, medical 
institution or other health care provider. this authorization for release of my (our) information, to include medicare claims, is for eligibility deter-
mination or review/investigation of a claim filed with BlueChoice healthPlan.

Description of special enrollment rights

If you decline enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future 
be able to enroll yourself or your dependents in this plan, provided that you request enrollment within 30 days after your other coverage ends. In 
addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and 
your dependents, provided that you request enrollment within 30 days after the marriage, birth, adoption or placement for adoption.
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