
ANOTICE OF ELECTION FORM
(GROUP)

STATUS CHANGE - If you are requesting a status change, you need to do so no later than 30 days following the date of the event (i.e., marriage, divorce,
death of spouse, dependent removal).

PORTABILITY OF COVERAGE
If you or your dependents have been covered by another insurer within the past 63 days, be sure to enclose proof of coverage. You may be eligible for
credit toward completion of any applicable waiting period.

Type of Coverage – The coverage you are selecting corresponds with the coverage option offered by your group and should be appropriate to
your status.

TO BE CLASSIFIED AS:
AN INDIVIDUAL

• You are unmarried.
• You are married with no dependent children and your spouse is covered by Medicare as a primary carrier or another insurance carrier and he or 

she is not enrolling on this group. (i)

HUSBAND AND WIFE
• You are married with no dependent children.

PARENT & CHILD(ren)
• You are single with one (1) or more dependent child(ren).
• You are married with one (1) or more dependent child(ren) and a Medicare eligible spouse, who is not requesting medicare-related

coverage or the spouse is covered by another insurance carrier. (i)

FAMILY
• You are married with a spouse and one or more dependent child(ren).

MEDICARE DISABLED (Refer to item “F” on page 2).
( i) A MARRIED APPLICANT WHO IS NOT ENROLLING HIS/HER SPOUSE BECAUSE THE SPOUSE IS COVERED BY ANOTHER CARRIER, INCLUDING MEDICARE,
SHOULD SUBMIT EVIDENCE OF THE SPOUSE’S COVERAGE.
(ii) TEFRA/DEFRA

Under the Medicare Secondary Payer provisions of the Social Security Act [42 U.S.C. Section 1395y(b)], employers with 20 or more employees for 20 or more
weeks a year (and small employers in multiemployer group health plans) are required to offer coverage to their active employees age 65 and older.
Moreover, to the extent the employee has family coverage, employers must also offer coverage to Medicare eligible spouses (age 65 or older) regardless
of the age of the employee. Where TEFRA/DEFRA is applicable family coverage may be obtained.

DEPENDENT CHILDREN: ELIGIBLE DEPENDENTS ARE THE NATURAL BORN OR LEGALLY ADOPTED CHILDREN OF THE HUSBAND OR WIFE AND ARE COVERED AS
FOLLOWS:

• Until December 31st of the year in which the dependent child becomes age 19, as long as he or she remains unmarried, dependent upon the Husband or
Wife for support, and is not a Full Time Student.

• A Full Time Student child dependent upon the Husband or Wife for support, is enrolled full time in an accredited institution of learning, and is eligible as
dependent until December 31 of the year in which he or she becomes age 23, as long as he or she remains a Full Time Student.

• Proposed adoptive children until age 19 (or 23 if Full Time Students) who meet the other criteria described in this paragraph will be eligible based on proof
of adoption.

• Disabled children over the age of 19 who meet the other criteria described in this paragraph may be eligible. See question 12, on page 3.
• If you are enrolling a dependent who is over 19 and is a full-time student at an accredited institution, evidence of full-time attendance must be submitted

from that institution.

DEPENDENT DATA AND PRIMARY CARE PHYSICIAN SELECTION
In this section, you must choose a Primary Care Physician (PCP) for yourself and each one of your dependents. Please refer to the Provider Directory for
help in choosing a doctor. You may select one physician for the entire family or separate physicians for each family member. The name and code for
the physician(s) you choose must be entered next to each member’s name. If one physician is chosen for all family members, be sure to enter the physi-
cian’s name and code separately next to each dependent.

SUBMIT EVIDENCE FROM THE INSTITUTION OF THE STUDENT’S ATTENDANCE, WITH THE NOTICE OF ELECTION. CHILDREN WHO MARRY, ARE NO LONGER FULL
TIME STUDENTS, OR ARE NO LONGER DEPENDENT AS A RESULT OF EMPLOYMENT, ARE NOT ELIGIBLE DEPENDENTS.

Incomplete and unsigned election notices cannot be processed and could result in a delayed coverage effective date.
Note: Be sure to read the Notice of Election carefully, including the statements on page 4 and include the Social Security Numbers of all dependents.
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INSTRUCTIONS



THIS REQUEST IS BEING SUBMITTED FOR:
A. ❒ NEW EMPLOYEE

❒ DEPENDENT OF EMPLOYEE ❒ SPOUSE ❒ CHILD (MEETING REQUIREMENTS FOR DEPENDENT COVERAGE)

B. ❒ EMPLOYEE
❒ DEPENDENT

WHO DID NOT APPLY WHEN ORIGINALLY ELIGIBLE
REASON FOR LATE ENROLLMENT _______________________________________________________________________________________

C. ❒ EMPLOYEE REQUESTING A STATUS CHANGE (CHECK REASON)
❒ MARRIED ❒ DIVORCED ❒ WIDOWED DATE OF EVENT
❒ DEPENDENT REMOVAL (EXPLAIN)_______________________________

D. ❒ A WORKING EMPLOYEE OVER AGE 65 AND/OR THE OVER AGE 65 DEPENDENT OF A WORKING EMPLOYEE

E. ❒ MEDICALLY DISABLED, MEDICARE-ELIGIBLE, ACTIVE EMPLOYEE AND/OR THE MEDICALLY DISABLED, MEDICARE-ELIGIBLE 
DEPENDENT OF AN ACTIVE EMPLOYEE.

*IF THE EMPLOYEE OR DEPENDENT IS ELIGIBLE FOR MEDICARE COVERAGE DUE TO END STAGE RENAL DISEASE, COVERAGE MUST BE
SELECTED BASED ON FULFILLMENT OF THE MEDICARE COORDINATION PERIOD (IN ACCORDANCE WITH OBRA/COBRA REGULATIONS)

DATE OF MEDICARE ENTITLEMENT END STAGE RENAL DISEASE? ❒ YES ❒ NO

F. ❒ A FORMER EMPLOYEE AND/OR DEPENDENT WHO ELECTS TO CONTINUE COVERAGE UNDER THE GROUP’S HEALTH
BENEFITS PROGRAM (IN ACCORDANCE WITH COBRA LEGISLATION OR THE NEW YORK STATE CONTINUATION OF
COVERAGE REGULATIONS) COMPLETE APPROPRIATE BOXES BELOW

❒ COBRA ❒ NYS ❒ FORMER EMPLOYEE ❒ SPOUSE ❒ DEPENDENT CHILD

NATURE OF QUALIFYING EVENT: ________________________________________________________ DATE OF EVENT:

NOTE: A COPY OF THE RED/WHITE/BLUE MEDICARE CARD MUST ACCOMPANY THIS NOTICE OF ELECTION WHEN MEDICARE RELATED
COVERAGE IS ELECTED. IF THE CARD HAS NOT BEEN RECEIVED A LETTER FROM THE SOCIAL SECURITY ADMINISTRATION IS
REQUIRED

PLEASE PROVIDE THE FOLLOWING INFORMATION. (IF THIS IS A NEW GROUP, THIS SECTION WILL BE COMPLETED BY
EMPIRE HEALTHCHOICE.)

GROUP NUMBER SUB-DIVISION EFFECTIVE DATE:

TO BE COMPLETED BY GROUP

MO DAY YR

MO DAY YR

MO DAY YR



2. LAST NAME FIRST NAME MI

3. HOME ADDRESS APT NO.

4. CITY STATE ZIP CODE IN CARE OF 5. COUNTY
❒ SINGLE
❒ MARRIED

6. DATE OF MARRIAGE 7. OCCUPATION
MONTH DAY YEAR

8 TYPE OF COVERAGE

B) ❒ INDIVIDUAL ❒ FAMILY ❒ EMPLOYEE/SPOUSE ❒ EMPLOYEE/CHILD(REN) ❒ MEDICARE RELATED COVERAGE

IF YOU OR YOUR DEPENDENT(S) WERE COVERED BY ANOTHER INSURANCE CARRIER WITHIN SIXTY THREE (63) DAYS OF THE EFFECTIVE DATE OF
THIS CONTRACT YOU MAY BE ELIGIBLE FOR CREDIT TOWARD COMPLETION OF ANY APPLICABLE WAITING PERIOD, FOR THE TIME ENROLLED WITH
THAT CARRIER. TO DETERMINE ELIGIBILITY FOR THIS CREDIT, A CERTIFICATE OF GROUP HEALTH COVERAGE, LETTER OF PROOF FROM YOUR PRIOR
CARRIER OR ANY REASONABLE SUBSTANTIATION OF PRIOR COVERAGE IS REQUIRED.THIS MUST CONTAIN NAME, CONTRACT TYPE, LEVEL OF BENE-
FITS AND PERIOD OF ENROLLMENT.

11. IF ANY FAMILY MEMBER LISTED ON THIS APPLICATION IS CURRENTLY ENROLLED WITH EMPIRE, THAT COVERAGE WILL BE CANCELLED AND
MEMBERSHIP WILL BE TRANSFERRED TO THE COVERAGE REQUESTED HERE UNLESS SO INDICATED, AND THE REASON DESCRIBED BELOW IS
APPROVED BY EMPIRE BLUE CROSS AND BLUE SHIELD.

❒ DO NOT TRANSFER REASON:_________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________

12. DO YOU OR YOUR SPOUSE HAVE AN OVER AGE DEPENDENT CHILD WHO IS MENTALLY CHALLENGED, OR MENTALLY ILL, PHYSICALLY HANDICAPPED
OR DEVELOPMENTALLY DISABLED FOR WHOM COVERAGE IS BEING REQUESTED UNDER THIS FAMILY PLAN? ❒ YES ❒ NO IF YES, A SEPARATE ENROLL-
MENT FORM (HAC 506) MUST BE SUBMITTED TO DETERMINE THE DEPENDENT’S ELIGIBILITY UNDER THE FAMILY COVERAGE.

NAME OF DEPENDENT ________________________________________________________________ DATE OF BIRTH ________________________________

13. IF THE EMPLOYEE OR A DEPENDENT IS MEDICARE ELIGIBLE,THE FOLLOWING MUST BE COMPLETED AS SHOWN ON THE PERSON’S
RED/WHITE/BLUE MEDICARE CARD. (Copy of H.I.B. card MUST be submitted.)

NAME OF MEDICARE ELIGIBLE PERSON EFFECTIVE DATE MEDICARE

HOSPITAL MEDICAL IDENTIFICATION NO. HIB SUFFIX

DEPENDENT DATA AND PRIMARY CARE PHYSICIAN SELECTION
14. LIST BELOW YOUR NAME AND THE NAME(S) OF ELIGIBLE DEPENDENT(S) TO BE COVERED, INCLUDING SPOUSE AND DEPENDENT CHILDREN

(CHECK WITH YOUR GROUP’S BENEFIT ADMINISTRATOR TO VERIFY AGE LIMITS FOR DEPENDENT COVERAGE). SELECT A PRIMARY CARE PHYSICIAN
FOR YOURSELF AND YOUR DEPENDENTS.

FIRST MI LAST (IF DIFFERENT) BIRTHDATE SEX RELATIONSHIP SOCIAL SECURITY NUMBER PCP NAME CURRENT
MONTH DAY YEAR ** PCP

❒ M ❑ SELF ❑ YES
❒ F PCP ❑ NO

NO.
❑ SPOUSE

❒ M ❑ CHILD ❑ YES
❒ F ❑ FULL-TIME PCP ❑ NO

STUDENT NO.
❑ SPOUSE

❒ M ❑ CHILD ❑ YES
❒ F ❑ FULL-TIME PCP ❑ NO

STUDENT NO.
❑ SPOUSE

❒ M ❑ CHILD ❑ YES
❒ F ❑ FULL-TIME PCP ❑ NO

STUDENT NO.
15. 16. INDICATE PCP NETWORK SELECTED

❒ HMO/STERLING NETWORK
Please indicate your primary language:________________________ ❒ HMO/PRESTIGE NETWORK ❒ HMO/SELECT NETWORK

**SEE INSTRUCTIONS REGARDING FULL TIME STUDENTS OVER AGE 19 YEARS. SUBMIT EVIDENCE WITH ENROLLMENT.

10. IS (WAS) YOUR SPOUSE/DEPENDENT COVERED BY ANOTHER HEALTH PLAN? OTHER THAN
DESCRIBED IN NO. 9? YES ❒ NO ❒ IF YES, WILL THAT COVERAGE BE TERMINATED UPON
ISSUANCE OF THIS COVERAGE? YES ❒ NO ❒
IF NOT CURRENTLY COVERED BY ANOTHER CARRIER, WAS SPOUSE/DEPENDENT COVERED WITHIN
THE PAST 63 DAYS? YES ❒ NO ❒

10A. NAME, ADDRESS, TELEPHONE NUMBER OF OTHER CARRIER
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________

10B. SPOUSE/DEPENDENT NAME AND IDENTIFICATION NUMBER WITH OTHER CARRIER
____________________________________ ____________________________________

10C.EFFECTIVE DATE TERMINATION DATE
MONTH DAY YEAR MONTH DAY YEAR

10D.CONTRACT TYPE
❒ GROUP ❒ NON-GROUP
❒ INDIVIDUAL ❒ HUSBAND/WIFE ❒ PARENT/CHILD(REN) ❒ FAMILY

10E. IS (WAS) COVERAGE PROVIDED BY EMPLOYER?
❒ YES ❒ NO IF YES, NAME OF EMPLOYER
__________________________________________________________________________

10F. COVERAGE TYPE
❒ H O S P I T A L ❒ M E D I C A L ❒ EXTENDED MEDICAL ❒ MAJOR MEDICAL ❒ H M O

❒ OTHER (SPECIFY) ________________________________________________________

9. ARE YOU CURRENTLY COVERED BY ANOTHER HEALTH PLAN? YES ❒ NO ❒
IF YES, WILL THAT COVERAGE BE TERMINATED UPON ISSUANCE OF THIS COVER-
AGE? YES ❒ NO ❒ IF NOT CURRENTLY COVERED BY ANOTHER CARRIER, WERE
YOU COVERED WITHIN THE PAST 63 DAYS? YES ❒ NO ❒

9A. NAME, ADDRESS, TELEPHONE NUMBER OF OTHER CARRIER
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________

9B. YOUR IDENTIFICATION NUMBER WITH OTHER CARRIER
__________________________________________________________________________

9C. EFFECTIVE DATE TERMINATION DATE
MONTH DAY YEAR MONTH DAY YEAR

9D. CONTRACT TYPE
❒ GROUP ❒ NON-GROUP
❒ INDIVIDUAL ❒ HUSBAND/WIFE ❒ PARENT/CHILD(REN) ❒ FAMILY

9E. WAS COVERAGE PROVIDED BY EMPLOYER?
❒ YES ❒ NO IF YES, NAME OF EMPLOYER
____________________________________________________________________________

9F. COVERAGE TYPE
❒ H O S P I T A L ❒ M E D I C A L ❒ EXTENDED MEDICAL ❒ MAJOR MEDICAL ❒ H M O

❒ OTHER (SPECIFY) ________________________________________________________

1. SOCIAL SECURITY NUMBER TO BE COMPLETED BY
GROUP MEMBER

HOME PHONE NO. DAY TIME PHONE NO.



BASIC COVERAGE AGREEMENT
I CERTIFY THAT I AM ELECTING COVERAGE AS AN EMPLOYEE  AND AM ELIGIBLE FOR GROUP COVERAGE UNDER THE TERMS
AND CONDITIONS OF THE GROUP’S CONTRACT. I  MAKE THIS ELECTION ON BEHALF OF MYSELF AND ALL ELIGIBLE DEPEN-
DENTS. I UNDERSTAND THAT I AM UNDER A CONTINUING OBLIGATION TO NOTIFY THE GROUP OF A CHANGE IN MY, OR
MY DEPENDENTS’ STATUS. THAT SUCH CHANGE MAY RESULT IN A CHANGE OF INSURANCE STATUS WITH EMPIRE AND
THAT FAILURE TO MAKE SUCH NOTIFICATION MAY RESULT IN CANCELLATION OF THE COVERAGE BY EMPIRE

I UNDERSTAND THAT IN-NETWORK BENEFITS WILL BE AVAILABLE ONLY IF I, OR MY DEPENDENTS, RECEIVE COVERED
SERVICES PROVIDED OR AUTHORIZED BY THE PRIMARY CARE PHYSICIAN. OTHERWISE, NO OUT-OF-NETWORK BENEFITS
WILL BE AVAILABLE, UNLESS SPECIFICALLY STATED OTHERWISE IN THE CONTRACT.

I UNDERSTAND THAT IF I BECOME MEDICARE ELIGIBLE WHILE I AM COVERED UNDER THIS CONTRACT, THAT ANY BENEFITS
I AM ENTITLED TO UNDER THIS CONTRACT WILL BE REDUCED BY ANY AMOUNTS PAID BY MEDICARE FOR THOSE SERVICES,
WHETHER OR NOT I APPLY FOR OR SUBMIT A CLAIM TO, MEDICARE.

I AUTHORIZE ANY HEALTH CARE PROVIDER, PAYOR OF HEALTH  AND HEALTH RELATED CLAIMS, OR GOVERNMENT
AGENCY TO FURNISH TO EMPIRE OR ITS DESIGNEE ALL RECORDS PERTAINING TO MEDICAL HISTORY, SERVICES RENDERED,
AND PAYMENTS MADE REGARDING ME OR MY DEPENDENTS FOR REVIEW AND EVALUATION OF ANY CLAIM, OR SERVICES
IN CONJUNCTION WITH MANAGED CARE. I ALSO AUTHORIZE EMPIRE TO DISCLOSE SUCH INFORMATION TO MY PCP AND
OTHER NETWORK PHYSICIAN(S), TO ANOTHER PAYOR OR SELF-INSURER AND TO THE GROUP CONTRACT HOLDER OR AN
EMPIRE DESIGNEE FOR PURPOSES OF CONTINUITY OF CARE AND MEDICAL MANAGEMENT, DISEASE MANAGEMENT, MAN-
AGED DISABILITY COORDINATION OR FINANCIAL AUDITS. THIS AUTHORIZATION SHALL BECOME EFFECTIVE IMMEDIATELY,
AND SHALL REMAIN IN EFFECT FOR SIX YEARS AFTER THE TERMINATION OF THE COVERAGE, OR THE LAST DETERMINA-
TION OR PAYMENT BY EMPIRE ON A CLAIM OR SERVICE UNDER THE COVERAGE, WHICHEVER IS LATEST. THIS AUTHO-
RIZATION SHALL BE BINDING UPON ME, MY DEPENDENTS, MY HEIRS, EXECUTORS, OR ADMINISTRATORS.

IF THIS NOTICE OF ELECTION IS ACCEPTED, BENEFITS UNDER CERTIFICATES ISSUED WILL BE AVAILABLE FROM THE EFFEC-
TIVE DATE, IF PAYMENT IS RECEIVED BEFORE THAT DATE. IF GROUP HAS LESS THAN 51 EMPLOYEES, THAT COVERAGE FOR
PRE-EXISTING CONDITIONS WILL BE EXCLUDED FOR 11 MONTHS FROM THE EFFECTIVE DATE. (CREDIT WILL BE PROVIDED
TOWARD THE WAITING PERIOD UNDER THIS CONTRACT OR GROUP PLAN FOR THE TIME I WAS COVERED UNDER ANOTH-
ER CONTRACT OR GROUP PLAN WHICH PROVIDED SUBSTANTIALLY SIMILAR BENEFITS IF THERE WAS NO BREAK IN COVER-
AGE GREATER THAN 63 DAYS BETWEEN THE TERMINATION OF THE OTHER COVERAGE AND THE EFFECTIVE DATE OF COV-
ERAGE UNDER THIS CONTRACT OR GROUP PLAN. IF THE BENEFITS OF THE PREVIOUS COVERAGE ARE NOT SUBSTANTIALLY
SIMILAR, CREDIT WILL BE PROVIDED ONLY AS TO THOSE BENEFITS COVERED UNDER BOTH THE PREVIOUS COVERAGE AND
THIS CONTRACT OR GROUP PLAN.)

ALL STATEMENTS AND ANSWERS IN THIS NOTICE OF ELECTION ARE TRUE AND ARE REPRESENTATIONS MADE TO INDUCE
THE ISSUANCE OF THE COVERAGE. ANY MATERIAL MISREPRESENTATION MAY RESULT IN EMPIRE’S CANCELLATION OF
COVERAGE

INSURANCE FRAUD STATEMENT
ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN
APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CON-
CEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY MATERIAL THERETO, COMMITS A FRAUDU-
LENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED $5,000 AND
THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

APPLICANT’S SIGNATURE (DO NOT PRINT) DATE SIGNED

SPOUSE’S SIGNATURE, IF APPLYING FOR FAMILY COVERAGE (DO NOT PRINT) DATE SIGNED

EFFECTIVE DATE DIVISION NO. COUNTY REGION

RATE PACKAGE TIER

FOR OFFICE USE
ONLY


