
 

Blue Cross Blue Shield Membership Application 

Return Form to: General Synod, ARPC, 1 Cleveland Street, Greenville, SC  29601-3696 
 
1. Please indicate reason for Application:  

 New Employee           Enrolling Under Qualifying Event (Enter Date of Qualifying Event: Month _________   Day_____     Year _____) 
 
 
 

2. EFFECTIVE DATE OF ACTION REQUESTED:               DATE OF HIRE:  
Month ______________  Day ___  Year  _____                               Month __________    Day_____     Year __________ 

3. Location:      Erskine     Due West     Bonclarken     Other (Complete number 7 and circle classification in number 9 if applicable) 
 
4. Employee – Last Name First Initial  
 
 
6. Mailing Address (Street or P.O. Box) (City) (State) (Zip Code)  
 
 

5. Social Security No. 

7. Name of Employer 

     General Synod, ARP Church 
        Place of Employment: ____________________________ 

8. Blue Cross Group Number 

71-53889- -  
Group Administrator Will Complete. 

9. Please circle  

    Retiree 

    Disabled 

    COBRA 

10. Please circle 

Hourly 

Salary 

11.   Home Phone: ____________________________ 12.  E-Mail Address: ____________________________   
 
TYPE MEMBERSHIP AND COVERAGE INFORMATION 
13. Check type membership for coverage desired.   
a. S   – Single      S+ – Single Plus 1    F   – Family    

b. REFUSAL  (Complete Waiver of Coverage on Page 2)      

14. List All Family Members Covered or Affected By a Change 

Last Name First Initial Sex 
Birth date 

Mo. Day Yr. 
Last Name First Initial Sex 

Birth date 
Mo. Day Yr. 

YOURSELF:      
Spouse   Child   
Social Security No.   Social Security No.   
Child   Child   
Social Security No.   Social Security No.   
Child   Child   
Social Security No.   Social Security No.   
Child   Child   
Social Security No.   Social Security No.   

OTHER INSURANCE INFORMATION 

15. Are you Covered by the Federal Employees’ Program (FEP) or Medicare?  YES  NO 
If Yes: MEDICARE A  Effective Date _________________  MEDICARE B  Effective Date__________________  

16. Are you or your dependents listed above covered on another group policy? EMPLOYEE:   YES   NO                     DEPENDENTS:   YES   NO 
If Yes: 
A. Insured’s Name___________________________________________________ and Social Security Number ___________________________  
B. Name of Insurance Co.________________________________  Policy No.______________________  Effective Date __________________  
C. Insured’s Employer____________________________________________________________________________________________________  
D. List Names of Covered Persons 1. ____________________  2._____________________ 3. __________________ 4._________________  
Circle each type of service covered by this policy:  Medical, Prescription Drugs 

EMPLOYEE CERTIFICATION 
17. Employee Certification I HAVE READ AND UNDERSTAND EACH AND EVERY PART OF THIS ENROLLMENT APPLICATION. 
Date: ___________________  Signature: ______________________________________________________________________  
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WAIVER OF COVERAGE  

   
The group medical program has been offered to me, and after carefully considering its benefits, I have decided: 

 (a) not to enroll myself in the Medical Program 
  (1)  I was covered as a Dependent Spouse in another Group Plan when I became eligible for this 

Plan. 
  (2)  I had other Creditable Coverage when I became eligible for this Plan.   
  (3)  I do not have other Creditable Coverage  

I understand that if I elect not to enroll in the group medical program at this time I will not be permitted 
to enroll at a later date unless: 
(1) A person becomes my dependent through marriage, birth, adoption or placement for adoption and 

I request enrollment for myself and my dependent(s) within 31 days of such event; OR 
(2)  each of the following conditions is met:  

(a) I have declined this coverage on the basis of item (a)(1)  or item (a)(2) above; and 
(b) my coverage is terminated as a result of loss of eligibility for the coverage (for reasons other 

than fraud or failure to pay premiums); and 
(c) I request enrollment within 31 days of the loss of coverage.  

  
 (b) not to enroll my dependents in the Medical Program 

  (1)  My Dependents are covered in another Plan 
  (2)  My Dependents are not covered in another Plan  

I understand that if I elect not to enroll my eligible Dependents in the group medical program at this 
time I will be permitted to enroll them at a later date only if each of the following conditions is met: 
(1) I am a participant under this Plan; and 
(2) A person becomes my Dependent through marriage, birth, adoption or placement for adoption (all 

other Dependents must be enrolled at the same time) OR I had waived coverage on the basis of 
item (b)(1) above and my Dependent or Dependents lose coverage as a result of loss of eligibility 
under that coverage; and 

(3) I request enrollment of such person or persons within 31 days of the qualifying event. 
 
 

 
I understand that if the other coverage is lost as a result of the failure to pay premiums or required contributions or 
for cause (such as making a fraudulent claim) these options will not be granted. 
 

 
Employee Signature 

 

  
 

Date Signed 
 

 
Employee Printed Name 
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