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 	 APPLICANT INFORMATION  (Please Print Clearly)

Primary Care Physician (PCP) Name_ _______________________________________________
PCP Location (Town)_____________________________________   PCP Number_ _________________________
Are you an existing patient of selected primary care physician?    Yes	  No
LEGAL NAME (LAST)		  (FIRST)	 (M.I.)	 GENDER
	  FEMALE
	  MALE
ADDRESS  (NUMBER)	 (STREET)	 (APT. NO.)	 CITY	 STATE	 ZIP CODE	 COUNTY

HOME PHONE NUMBER	 CELL PHONE NUMBER	 PREFERRED CONTACT METHOD:
	           EMAIL         PHONE         MAIL
EMAIL ADDRESS:
                                                                                                                              
The email address you provide on this application helps Geisinger Health Plan and/or Geisinger Quality Options, Inc. (the “Health Plan”) to conduct business and provide good service. It is used to communicate with you 
to facilitate activities such as enrollment, customer identification, billing and member satisfaction surveys. The email address you provide will be stored in a secure database and will not be sold to any entity outside of the 
Health Plan. You will be given an opportunity to opt-out of the email communications.

	 SOCIAL SECURITY NUMBER	 DATE OF BIRTH	 MARITAL STATUS
	 MONTH	 DAY	 YEAR	
	   MARRIED	   SINGLE	  DIVORCED/SEPARATED	  WIDOWED
EMPLOYER (NAME, CITY, AND PHONE NUMBER)	 DATE OF EMPLOYMENT	 GEISINGER MEDICAL RECORD # (if any)

	

 	 GENERAL ADMINISTRATIVE INFORMATION  (for completion by Employer)

Group number:	 _ ____________________________________ 	 Insurance ID number:  _ ______________________________ 	

Division number:	 _ ____________________________________ 	 Name of Sales Rep.:_________________________________ 	

Effective Date of Change:	    (MM/DD/YY)

This Application is being submitted as a result of: (Check one)
	  Group Initial Enrollment
	  Group Open Enrollment Period
	  Employee New Hire
	  Change due to Qualifying Event  (If you checked this box, please specify type of event and complete Question #7)
	 Specify type of event:________________________________________

Is the Subscriber or Subscriber’s eligible Dependent(s) electing continuation coverage under COBRA and/or Mini-COBRA?
	 (Check one)	  Yes	  No	  Not Applicable
Plan selection: (Check one)      HMO      PPO with Referral      PPO without Referral

GROUP SUBSCRIBER APPLICATION
GEISINGER QUALITY OPTIONS, INC.
100 North Academy Avenue
Danville, PA 17822

GEISINGER HEALTH PLAN
100 North Academy Avenue
Danville, PA 17822

The information below may be used to identify possible application, enrollment and coverage barriers, and disparities for the communities we serve so we can work toward improving services for all 
members. It does not impact plan options, health insurance cost or eligibility. Consumer-reported race and ethnicity information is protected from disclosure or unauthorized access.
SEX ASSIGNED  
AT BIRTH SEX (LEGAL/ADMINISTRATIVE) PRONOUNS PREFERRED LANGUAGE
 MALE    FEMALE 
 NOT RECORDED    
    ON BIRTH  
    CERTIFICATE

 MALE             FEMALE 
 X OR NON-BINARY 
 CHOOSE NOT TO DISCLOSE

 SHE/HER/HERS                  HE/HIM/HIS 
 THEY/THEM/THEIRS          MY NAME 
 CHOOSE NOT TO DISCLOSE 
 NOT LISTED: ________________________

 ENGLISH      GUJARATI                 RUSSIAN            SIGN LANGUAGE         HINDI 
 SPANISH      GERMAN                   CHINESE             OTHER:  ___________________ 
 NEPALI         VIETNAMESE            ARABIC                                                                      
 YIDDISH, PENNSYLVANIA DUTCH OR OTHER WEST GERMANIC LANGUAGES     

ETHNICITY SEXUAL ORIENTATION GENDER IDENTITY RACE
 HISPANIC OR 
    LATINO   
 NOT HISPANIC  
    OR LATINO 
 CHOOSE NOT TO  
    DISCLOSE

 STRAIGHT (NOT LESBIAN OR GAY) 
 LESBIAN OR GAY         
 BISEXUAL 
 SOMETHING ELSE  
    ____________________________ 
 CHOOSE NOT TO DISCLOSE

 MALE             FEMALE           TRANSGENDER FEMALE (MALE-TO-FEMALE)     
 TRANSGENDER MALE (FEMALE-TO-MALE)      
 GENDERQUEER (NEITHER EXCLUSIVELY MALE NOR FEMALE) 
 CHOOSE NOT TO DISCLOSE

 AMERICAN INDIAN OR  ALASKA NATIVE  
 BLACK OR AFRICAN AMERICAN           
 ASIAN             WHITE      
 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 
 TWO OR MORE RACES       
 CHOOSE NOT TO DISCLOSE

VETERAN STATUS  (NOT APPLICABLE IF DEPENDENT IS UNDER THE AGE OF 17.) MAJOR CONFLICTS
VETERAN OR ACTIVE DUTY MEMBER 
OF THE U.S. MILITARY? 
 YES           NO     
 CHOOSE NOT TO DISCLOSE  
IF YES, YEARS OF SERVICE: _________

MILITARY BRANCH: 
 AIR FORCE             AIR NATIONAL GUARD           AIR FORCE RESERVE      NAVY  
 ARMY                      ARMY NATIONAL GUARD       ARMY RESERVE               NAVY RESERVE 
 COAST GUARD      COAST GUARD RESERVE     MARINE CORPS                MULTIPLE BRANCHES

 COLD WAR           GULF WAR         
 IRAQ WAR            KOREAN WAR      
 PEACE TIME        VIETNAM WAR   
 WWII                      WAR IN AFGHANISTAN

WE HONOR VETERANS CEREMONY DISABLED VETERAN VA RECOGNIZE DISABILITY

 YES    NO  YES    NO  YES    NO
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While enrolled in Geisinger Health Plan or Geisinger Quality Options, Inc. (collectively the “Health Plan”) will you also be covered by
	 Medicare?    Yes       No      If “Yes,” please provide:  Your Medicare Number:                                (Check one)   Part A     Part B

While enrolled in the Health Plan will any Dependent(s) listed on this form also be covered by Medicare?
	 (Check one)   Yes       No  		 If “Yes”, please provide the following information:
	 Dependent(s) Name	 Medicare Number	 Part A	 Part B
	           	 (check as applicable)

While enrolled in the Health Plan will you or any Dependent(s) listed on this form also be covered by other health insurance?
	  Yes 	  No 
	 If “Yes”, please complete the following information:
	 Name of Insurance Company: ______________________________ I.D. or Social Security No.: _ ___________________________
	 Subscriber Name: _ ______________________________________ Group Name (Employer): _____________________________
	 Check one:	  Family Plan	  Self Only	                        Group Number _ ____________________________________
	 Effective Date of Coverage: 	 _______ 	 _______	 __________
	 (Month)	 (Day)	 (Year)	

Street/Apartment/Suite #                                                          City                                                      State               Zip                Country

SPOUSE/DEPENDENT INFORMATION
DEPENDENT 1 LEGAL NAME: (LAST, FIRST M.I.): BIRTH DATE: (MM/DD/YYYY.): 

CHECK ONE:  
   ADD    REMOVE    
  CHANGING PLAN

RELATIONSHIP TO SUBSCRIBER/POLICY HOLDER 
 SPOUSE         DOMESTIC PARTNER†          CHILD   
 LEGAL CUSTODIAN/LEGAL GUARDIAN         OTHER†* _________________

SOCIAL SECURITY NUMBER:  

GEISINGER MEDICAL RECORD NUMBER:

MARITAL STATUS      MARRIED - DATE OF MARRIAGE ________________      DIVORCED - DATE OF DIVORCE _____________  OTHER CHANGE OF STATUS/LEGAL QUALIFYING EVENT DATE: ____________
RESIDENTIAL ADDRESS: (  CHECK HERE IF SAME AS PRIMARY APPLICANT)                                                                                                                                             ______________________________________________________________________________________________

ARE YOU PREGNANT?       YES            NO          A. IF YES, HOW MANY BABIES ARE EXPECTED DURING THIS PREGNANCY? ____________

TOBACCO USE:  HAVE YOU USED TOBACCO ON AVERAGE OF FOUR OR MORE TIMES PER WEEK WITHIN THE PAST SIX (6) MONTHS?         YES            NO  
                              (applies to persons 21 years of age and older)

PRIMARY CARE 
PHYSICIAN (PCP) 
INFORMATION

ARE YOU AN ESTABLISHED WITH 
A PCP? 
   YES            NO       

IF YES, PCP NAME: 
________________________________________

PCP PHONE: 
  (________) - _________-  ___________

PCP PRACTICE LOCATION  
(MAILING ADDRESS): 
_________________________________

U.S. CITIZENSHIP 
HAVE YOU LIVED IN 
THE U.S. SINCE 1996?        
 YES            NO

ARE YOU U.S. CITIZEN OR U.S. 
NATIONAL? 
   YES            NO

IF YOU ARE NOT A U.S. CITIZEN OR U.S. NATIONAL, DO YOU HAVE ELIGIBLE IMMIGRATION 
STATUS?     YES            NO       
                       IF YES, FILL IN YOUR DOCUMENT TYPE AND ID #  TO THE RIGHT.    

 DOCUMENT TYPE 
     
 ___________________

 DOCUMENT ID NUMBER 
 
_________________________

The information below may be used to identify possible application, enrollment and coverage barriers, and disparities for the communities we serve so we can work toward improving services for all 
members. It does not impact plan options, health insurance cost or eligibility. Consumer-reported race and ethnicity information is protected from disclosure or unauthorized access.
SEX ASSIGNED  
AT BIRTH SEX (LEGAL/ADMINISTRATIVE) PRONOUNS PREFERRED LANGUAGE
 MALE    FEMALE 
 NOT RECORDED    
    ON BIRTH  
    CERTIFICATE

 MALE             FEMALE 
 X OR NON-BINARY 
 CHOOSE NOT TO DISCLOSE

 SHE/HER/HERS                  HE/HIM/HIS 
 THEY/THEM/THEIRS          MY NAME 
 CHOOSE NOT TO DISCLOSE 
 NOT LISTED: ________________________

 ENGLISH      GUJARATI                 RUSSIAN            SIGN LANGUAGE         HINDI 
 SPANISH      GERMAN                   CHINESE             OTHER:  ___________________ 
 NEPALI         VIETNAMESE            ARABIC                                                                      
 YIDDISH, PENNSYLVANIA DUTCH OR OTHER WEST GERMANIC LANGUAGES     

ETHNICITY SEXUAL ORIENTATION GENDER IDENTITY RACE
 HISPANIC OR 
    LATINO   
 NOT HISPANIC  
    OR LATINO 
 CHOOSE NOT TO  
    DISCLOSE

 STRAIGHT (NOT LESBIAN OR GAY) 
 LESBIAN OR GAY         
 BISEXUAL 
 SOMETHING ELSE  
    ____________________________ 
 CHOOSE NOT TO DISCLOSE

 MALE             FEMALE           TRANSGENDER FEMALE (MALE-TO-FEMALE)     
 TRANSGENDER MALE (FEMALE-TO-MALE)      
 GENDERQUEER (NEITHER EXCLUSIVELY MALE NOR FEMALE) 
 CHOOSE NOT TO DISCLOSE

 AMERICAN INDIAN OR  ALASKA NATIVE  
 BLACK OR AFRICAN AMERICAN           
 ASIAN             WHITE      
 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 
 TWO OR MORE RACES       
 CHOOSE NOT TO DISCLOSE

VETERAN STATUS  (NOT APPLICABLE IF DEPENDENT IS UNDER THE AGE OF 17.) MAJOR CONFLICTS
VETERAN OR ACTIVE DUTY MEMBER 
OF THE U.S. MILITARY? 
 YES           NO     
 CHOOSE NOT TO DISCLOSE  
IF YES, YEARS OF SERVICE: _________

MILITARY BRANCH: 
 AIR FORCE             AIR NATIONAL GUARD           AIR FORCE RESERVE      NAVY  
 ARMY                      ARMY NATIONAL GUARD       ARMY RESERVE               NAVY RESERVE 
 COAST GUARD      COAST GUARD RESERVE     MARINE CORPS                MULTIPLE BRANCHES

 COLD WAR           GULF WAR         
 IRAQ WAR            KOREAN WAR      
 PEACE TIME        VIETNAM WAR   
 WWII                      WAR IN AFGHANISTAN

WE HONOR VETERANS CEREMONY DISABLED VETERAN VA RECOGNIZE DISABILITY

 YES    NO  YES    NO  YES    NO
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Street/Apartment/Suite #                                                          City                                                      State               Zip                Country

DEPENDENT 2 LEGAL NAME: (LAST, FIRST M.I.): BIRTH DATE: (MM/DD/YYYY.): 

CHECK ONE:  
   ADD    REMOVE    
  CHANGING PLAN

RELATIONSHIP TO SUBSCRIBER/POLICY HOLDER 
 SPOUSE         DOMESTIC PARTNER†          CHILD   
 LEGAL CUSTODIAN/LEGAL GUARDIAN         OTHER†* _________________

SOCIAL SECURITY NUMBER:  

GEISINGER MEDICAL RECORD NUMBER:

MARITAL STATUS      MARRIED - DATE OF MARRIAGE ________________      DIVORCED - DATE OF DIVORCE _____________  OTHER CHANGE OF STATUS/LEGAL QUALIFYING EVENT DATE: ____________
RESIDENTIAL ADDRESS: (  CHECK HERE IF SAME AS PRIMARY APPLICANT)                                                                                                                                             ______________________________________________________________________________________________

ARE YOU PREGNANT?       YES            NO          A. IF YES, HOW MANY BABIES ARE EXPECTED DURING THIS PREGNANCY? ____________

TOBACCO USE:  HAVE YOU USED TOBACCO ON AVERAGE OF FOUR OR MORE TIMES PER WEEK WITHIN THE PAST SIX (6) MONTHS?         YES            NO  
                              (applies to persons 21 years of age and older)

PRIMARY CARE 
PHYSICIAN (PCP) 
INFORMATION

ARE YOU AN ESTABLISHED WITH 
A PCP? 
   YES            NO       

IF YES, PCP NAME: 
________________________________________

PCP PHONE: 
  (________) - _________-  ___________

PCP PRACTICE LOCATION  
(MAILING ADDRESS): 
_________________________________

U.S. CITIZENSHIP 
HAVE YOU LIVED IN 
THE U.S. SINCE 1996?        
 YES            NO

ARE YOU U.S. CITIZEN OR U.S. 
NATIONAL? 
   YES            NO

IF YOU ARE NOT A U.S. CITIZEN OR U.S. NATIONAL, DO YOU HAVE ELIGIBLE IMMIGRATION 
STATUS?     YES            NO       
                       IF YES, FILL IN YOUR DOCUMENT TYPE AND ID #  TO THE RIGHT.    

 DOCUMENT TYPE 
     
 ___________________

 DOCUMENT ID NUMBER 
 
_________________________

The information below may be used to identify possible application, enrollment and coverage barriers, and disparities for the communities we serve so we can work toward improving services for all 
members. It does not impact plan options, health insurance cost or eligibility. Consumer-reported race and ethnicity information is protected from disclosure or unauthorized access.
SEX ASSIGNED  
AT BIRTH SEX (LEGAL/ADMINISTRATIVE) PRONOUNS PREFERRED LANGUAGE
 MALE    FEMALE 
 NOT RECORDED    
    ON BIRTH  
    CERTIFICATE

 MALE             FEMALE 
 X OR NON-BINARY 
 CHOOSE NOT TO DISCLOSE

 SHE/HER/HERS                  HE/HIM/HIS 
 THEY/THEM/THEIRS          MY NAME 
 CHOOSE NOT TO DISCLOSE 
 NOT LISTED: ________________________

 ENGLISH      GUJARATI                 RUSSIAN            SIGN LANGUAGE         HINDI 
 SPANISH      GERMAN                   CHINESE             OTHER:  ___________________ 
 NEPALI         VIETNAMESE            ARABIC                                                                      
 YIDDISH, PENNSYLVANIA DUTCH OR OTHER WEST GERMANIC LANGUAGES     

ETHNICITY SEXUAL ORIENTATION GENDER IDENTITY RACE
 HISPANIC OR 
    LATINO   
 NOT HISPANIC  
    OR LATINO 
 CHOOSE NOT TO  
    DISCLOSE

 STRAIGHT (NOT LESBIAN OR GAY) 
 LESBIAN OR GAY         
 BISEXUAL 
 SOMETHING ELSE  
    ____________________________ 
 CHOOSE NOT TO DISCLOSE

 MALE             FEMALE           TRANSGENDER FEMALE (MALE-TO-FEMALE)     
 TRANSGENDER MALE (FEMALE-TO-MALE)      
 GENDERQUEER (NEITHER EXCLUSIVELY MALE NOR FEMALE) 
 CHOOSE NOT TO DISCLOSE

 AMERICAN INDIAN OR  ALASKA NATIVE  
 BLACK OR AFRICAN AMERICAN           
 ASIAN             WHITE      
 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 
 TWO OR MORE RACES       
 CHOOSE NOT TO DISCLOSE

VETERAN STATUS  (NOT APPLICABLE IF DEPENDENT IS UNDER THE AGE OF 17.) MAJOR CONFLICTS
VETERAN OR ACTIVE DUTY MEMBER 
OF THE U.S. MILITARY? 
 YES           NO     
 CHOOSE NOT TO DISCLOSE  
IF YES, YEARS OF SERVICE: _________

MILITARY BRANCH: 
 AIR FORCE             AIR NATIONAL GUARD           AIR FORCE RESERVE      NAVY  
 ARMY                      ARMY NATIONAL GUARD       ARMY RESERVE               NAVY RESERVE 
 COAST GUARD      COAST GUARD RESERVE     MARINE CORPS                MULTIPLE BRANCHES

 COLD WAR           GULF WAR         
 IRAQ WAR            KOREAN WAR      
 PEACE TIME        VIETNAM WAR   
 WWII                      WAR IN AFGHANISTAN

WE HONOR VETERANS CEREMONY DISABLED VETERAN VA RECOGNIZE DISABILITY

 YES    NO  YES    NO  YES    NO

Street/Apartment/Suite #                                                          City                                                      State               Zip                Country

DEPENDENT 3 LEGAL NAME: (LAST, FIRST M.I.): BIRTH DATE: (MM/DD/YYYY): 

CHECK ONE:  
   ADD    REMOVE    
  CHANGING PLAN

RELATIONSHIP TO SUBSCRIBER/POLICY HOLDER 
 SPOUSE         DOMESTIC PARTNER†          CHILD   
 LEGAL CUSTODIAN/LEGAL GUARDIAN         OTHER†* _________________

SOCIAL SECURITY NUMBER:  

GEISINGER MEDICAL RECORD NUMBER:

MARITAL STATUS      MARRIED - DATE OF MARRIAGE ________________      DIVORCED - DATE OF DIVORCE _____________  OTHER CHANGE OF STATUS/LEGAL QUALIFYING EVENT DATE: ____________
RESIDENTIAL ADDRESS: (  CHECK HERE IF SAME AS PRIMARY APPLICANT)                                                                                                                                             ______________________________________________________________________________________________

ARE YOU PREGNANT?       YES            NO          A. IF YES, HOW MANY BABIES ARE EXPECTED DURING THIS PREGNANCY? ____________

TOBACCO USE:  HAVE YOU USED TOBACCO ON AVERAGE OF FOUR OR MORE TIMES PER WEEK WITHIN THE PAST SIX (6) MONTHS?         YES            NO  
                              (applies to persons 21 years of age and older)

PRIMARY CARE 
PHYSICIAN (PCP) 
INFORMATION

ARE YOU AN ESTABLISHED WITH 
A PCP? 
   YES            NO       

IF YES, PCP NAME: 
________________________________________

PCP PHONE: 
  (________) - _________-  ___________

PCP PRACTICE LOCATION  
(MAILING ADDRESS): 
_________________________________

U.S. CITIZENSHIP 
HAVE YOU LIVED IN 
THE U.S. SINCE 1996?        
 YES            NO

ARE YOU U.S. CITIZEN OR U.S. 
NATIONAL? 
   YES            NO

IF YOU ARE NOT A U.S. CITIZEN OR U.S. NATIONAL, DO YOU HAVE ELIGIBLE IMMIGRATION 
STATUS?     YES            NO       
                       IF YES, FILL IN YOUR DOCUMENT TYPE AND ID #  TO THE RIGHT.    

 DOCUMENT TYPE 
     
 ___________________

 DOCUMENT ID NUMBER 
 
_________________________

The information below may be used to identify possible application, enrollment and coverage barriers, and disparities for the communities we serve so we can work toward improving services for all 
members. It does not impact plan options, health insurance cost or eligibility. Consumer-reported race and ethnicity information is protected from disclosure or unauthorized access.
SEX ASSIGNED  
AT BIRTH SEX (LEGAL/ADMINISTRATIVE) PRONOUNS PREFERRED LANGUAGE
 MALE    FEMALE 
 NOT RECORDED    
    ON BIRTH  
    CERTIFICATE

 MALE             FEMALE 
 X OR NON-BINARY 
 CHOOSE NOT TO DISCLOSE

 SHE/HER/HERS                  HE/HIM/HIS 
 THEY/THEM/THEIRS          MY NAME 
 CHOOSE NOT TO DISCLOSE 
 NOT LISTED: ________________________

 ENGLISH      GUJARATI                 RUSSIAN            SIGN LANGUAGE         HINDI 
 SPANISH      GERMAN                   CHINESE             OTHER:  ___________________ 
 NEPALI         VIETNAMESE            ARABIC                                                                      
 YIDDISH, PENNSYLVANIA DUTCH OR OTHER WEST GERMANIC LANGUAGES       

ETHNICITY SEXUAL ORIENTATION GENDER IDENTITY RACE
 HISPANIC OR 
    LATINO   
 NOT HISPANIC  
    OR LATINO 
 CHOOSE NOT TO  
    DISCLOSE

 STRAIGHT (NOT LESBIAN OR GAY) 
 LESBIAN OR GAY         
 BISEXUAL 
 SOMETHING ELSE  
    ____________________________ 
 CHOOSE NOT TO DISCLOSE

 MALE             FEMALE           TRANSGENDER FEMALE (MALE-TO-FEMALE)     
 TRANSGENDER MALE (FEMALE-TO-MALE)      
 GENDERQUEER (NEITHER EXCLUSIVELY MALE NOR FEMALE) 
 CHOOSE NOT TO DISCLOSE

 AMERICAN INDIAN OR  ALASKA NATIVE  
 BLACK OR AFRICAN AMERICAN           
 ASIAN             WHITE      
 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 
 TWO OR MORE RACES       
 CHOOSE NOT TO DISCLOSE

VETERAN STATUS  (NOT APPLICABLE IF DEPENDENT IS UNDER THE AGE OF 17.) MAJOR CONFLICTS
VETERAN OR ACTIVE DUTY MEMBER 
OF THE U.S. MILITARY? 
 YES           NO     
 CHOOSE NOT TO DISCLOSE  
IF YES, YEARS OF SERVICE: _________

MILITARY BRANCH: 
 AIR FORCE             AIR NATIONAL GUARD           AIR FORCE RESERVE      NAVY  
 ARMY                      ARMY NATIONAL GUARD       ARMY RESERVE               NAVY RESERVE 
 COAST GUARD      COAST GUARD RESERVE     MARINE CORPS                MULTIPLE BRANCHES

 COLD WAR           GULF WAR         
 IRAQ WAR            KOREAN WAR      
 PEACE TIME        VIETNAM WAR   
 WWII                      WAR IN AFGHANISTAN

WE HONOR VETERANS CEREMONY DISABLED VETERAN VA RECOGNIZE DISABILITY

 YES    NO  YES    NO  YES    NO
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Street/Apartment/Suite #                                                          City                                                      State               Zip                Country

DEPENDENT 4 LEGAL NAME: (LAST, FIRST M.I.): BIRTH DATE: (MM/DD/YYYY.): 

CHECK ONE:  
   ADD    REMOVE    
  CHANGING PLAN

RELATIONSHIP TO SUBSCRIBER/POLICY HOLDER 
 SPOUSE         DOMESTIC PARTNER†          CHILD   
 LEGAL CUSTODIAN/LEGAL GUARDIAN         OTHER†* _________________

SOCIAL SECURITY NUMBER:  

GEISINGER MEDICAL RECORD NUMBER:

MARITAL STATUS      MARRIED - DATE OF MARRIAGE ________________      DIVORCED - DATE OF DIVORCE _____________  OTHER CHANGE OF STATUS/LEGAL QUALIFYING EVENT DATE: ____________
RESIDENTIAL ADDRESS: (  CHECK HERE IF SAME AS PRIMARY APPLICANT)                                                                                                                                             ______________________________________________________________________________________________

ARE YOU PREGNANT?       YES            NO          A. IF YES, HOW MANY BABIES ARE EXPECTED DURING THIS PREGNANCY? ____________

TOBACCO USE:  HAVE YOU USED TOBACCO ON AVERAGE OF FOUR OR MORE TIMES PER WEEK WITHIN THE PAST SIX (6) MONTHS?         YES            NO  
                              (applies to persons 21 years of age and older)

PRIMARY CARE 
PHYSICIAN (PCP) 
INFORMATION

ARE YOU AN ESTABLISHED WITH 
A PCP? 
   YES            NO       

IF YES, PCP NAME: 
________________________________________

PCP PHONE: 
  (________) - _________-  ___________

PCP PRACTICE LOCATION  
(MAILING ADDRESS): 
_________________________________

U.S. CITIZENSHIP 
HAVE YOU LIVED IN 
THE U.S. SINCE 1996?        
 YES            NO

ARE YOU U.S. CITIZEN OR U.S. 
NATIONAL? 
   YES            NO

IF YOU ARE NOT A U.S. CITIZEN OR U.S. NATIONAL, DO YOU HAVE ELIGIBLE IMMIGRATION 
STATUS?     YES            NO       
                       IF YES, FILL IN YOUR DOCUMENT TYPE AND ID #  TO THE RIGHT.    

 DOCUMENT TYPE 
     
 ___________________

 DOCUMENT ID NUMBER 
 
_________________________

The information below may be used to identify possible application, enrollment and coverage barriers, and disparities for the communities we serve so we can work toward improving services for all 
members. It does not impact plan options, health insurance cost or eligibility. Consumer-reported race and ethnicity information is protected from disclosure or unauthorized access.
SEX ASSIGNED  
AT BIRTH SEX (LEGAL/ADMINISTRATIVE) PRONOUNS PREFERRED LANGUAGE
 MALE    FEMALE 
 NOT RECORDED    
    ON BIRTH  
    CERTIFICATE

 MALE             FEMALE 
 X OR NON-BINARY 
 CHOOSE NOT TO DISCLOSE

 SHE/HER/HERS                  HE/HIM/HIS 
 THEY/THEM/THEIRS          MY NAME 
 CHOOSE NOT TO DISCLOSE 
 NOT LISTED: ________________________

 ENGLISH      GUJARATI                 RUSSIAN            SIGN LANGUAGE         HINDI 
 SPANISH      GERMAN                   CHINESE             OTHER:  ___________________ 
 NEPALI         VIETNAMESE            ARABIC                                                                      
 YIDDISH, PENNSYLVANIA DUTCH OR OTHER WEST GERMANIC LANGUAGES     

ETHNICITY SEXUAL ORIENTATION GENDER IDENTITY RACE
 HISPANIC OR 
    LATINO   
 NOT HISPANIC  
    OR LATINO 
 CHOOSE NOT TO  
    DISCLOSE

 STRAIGHT (NOT LESBIAN OR GAY) 
 LESBIAN OR GAY         
 BISEXUAL 
 SOMETHING ELSE  
    ____________________________ 
 CHOOSE NOT TO DISCLOSE

 MALE             FEMALE           TRANSGENDER FEMALE (MALE-TO-FEMALE)     
 TRANSGENDER MALE (FEMALE-TO-MALE)      
 GENDERQUEER (NEITHER EXCLUSIVELY MALE NOR FEMALE) 
 CHOOSE NOT TO DISCLOSE

 AMERICAN INDIAN OR  ALASKA NATIVE  
 BLACK OR AFRICAN AMERICAN           
 ASIAN             WHITE      
 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 
 TWO OR MORE RACES       
 CHOOSE NOT TO DISCLOSE

VETERAN STATUS  (NOT APPLICABLE IF DEPENDENT IS UNDER THE AGE OF 17.) MAJOR CONFLICTS
VETERAN OR ACTIVE DUTY MEMBER 
OF THE U.S. MILITARY? 
 YES           NO     
 CHOOSE NOT TO DISCLOSE  
IF YES, YEARS OF SERVICE: _________

MILITARY BRANCH: 
 AIR FORCE             AIR NATIONAL GUARD           AIR FORCE RESERVE      NAVY  
 ARMY                      ARMY NATIONAL GUARD       ARMY RESERVE               NAVY RESERVE 
 COAST GUARD      COAST GUARD RESERVE     MARINE CORPS                MULTIPLE BRANCHES

 COLD WAR           GULF WAR         
 IRAQ WAR            KOREAN WAR      
 PEACE TIME        VIETNAM WAR   
 WWII                      WAR IN AFGHANISTAN

WE HONOR VETERANS CEREMONY DISABLED VETERAN VA RECOGNIZE DISABILITY

 YES    NO  YES    NO  YES    NO

Street/Apartment/Suite #                                                          City                                                      State               Zip                Country

DEPENDENT 5 LEGAL NAME: (LAST, FIRST M.I.): BIRTH DATE: (MM/DD/YYYY): 

CHECK ONE:  
   ADD    REMOVE    
  CHANGING PLAN

RELATIONSHIP TO SUBSCRIBER/POLICY HOLDER 
 SPOUSE         DOMESTIC PARTNER†          CHILD   
 LEGAL CUSTODIAN/LEGAL GUARDIAN         OTHER†* _________________

SOCIAL SECURITY NUMBER:  

GEISINGER MEDICAL RECORD NUMBER:

MARITAL STATUS      MARRIED - DATE OF MARRIAGE ________________      DIVORCED - DATE OF DIVORCE _____________  OTHER CHANGE OF STATUS/LEGAL QUALIFYING EVENT DATE: ____________
RESIDENTIAL ADDRESS: (  CHECK HERE IF SAME AS PRIMARY APPLICANT)                                                                                                                                             ______________________________________________________________________________________________

ARE YOU PREGNANT?       YES            NO          A. IF YES, HOW MANY BABIES ARE EXPECTED DURING THIS PREGNANCY? ____________

TOBACCO USE:  HAVE YOU USED TOBACCO ON AVERAGE OF FOUR OR MORE TIMES PER WEEK WITHIN THE PAST SIX (6) MONTHS?         YES            NO  
                              (applies to persons 21 years of age and older)

PRIMARY CARE 
PHYSICIAN (PCP) 
INFORMATION

ARE YOU AN ESTABLISHED WITH 
A PCP? 
   YES            NO       

IF YES, PCP NAME: 
________________________________________

PCP PHONE: 
  (________) - _________-  ___________

PCP PRACTICE LOCATION  
(MAILING ADDRESS): 
_________________________________

U.S. CITIZENSHIP 
HAVE YOU LIVED IN 
THE U.S. SINCE 1996?        
 YES            NO

ARE YOU U.S. CITIZEN OR U.S. 
NATIONAL? 
   YES            NO

IF YOU ARE NOT A U.S. CITIZEN OR U.S. NATIONAL, DO YOU HAVE ELIGIBLE IMMIGRATION 
STATUS?     YES            NO       
                       IF YES, FILL IN YOUR DOCUMENT TYPE AND ID #  TO THE RIGHT.    

 DOCUMENT TYPE 
     
 ___________________

 DOCUMENT ID NUMBER 
 
_________________________

The information below may be used to identify possible application, enrollment and coverage barriers, and disparities for the communities we serve so we can work toward improving services for all 
members. It does not impact plan options, health insurance cost or eligibility. Consumer-reported race and ethnicity information is protected from disclosure or unauthorized access.
SEX ASSIGNED  
AT BIRTH SEX (LEGAL/ADMINISTRATIVE) PRONOUNS PREFERRED LANGUAGE
 MALE    FEMALE 
 NOT RECORDED    
    ON BIRTH  
    CERTIFICATE

 MALE             FEMALE 
 X OR NON-BINARY 
 CHOOSE NOT TO DISCLOSE

 SHE/HER/HERS                  HE/HIM/HIS 
 THEY/THEM/THEIRS          MY NAME 
 CHOOSE NOT TO DISCLOSE 
 NOT LISTED: ________________________

 ENGLISH      GUJARATI                 RUSSIAN            SIGN LANGUAGE         HINDI 
 SPANISH      GERMAN                   CHINESE             OTHER:  ___________________ 
 NEPALI         VIETNAMESE            ARABIC                                                                      
 YIDDISH, PENNSYLVANIA DUTCH OR OTHER WEST GERMANIC LANGUAGES       

ETHNICITY SEXUAL ORIENTATION GENDER IDENTITY RACE
 HISPANIC OR 
    LATINO   
 NOT HISPANIC  
    OR LATINO 
 CHOOSE NOT TO  
    DISCLOSE

 STRAIGHT (NOT LESBIAN OR GAY) 
 LESBIAN OR GAY         
 BISEXUAL 
 SOMETHING ELSE  
    ____________________________ 
 CHOOSE NOT TO DISCLOSE

 MALE             FEMALE           TRANSGENDER FEMALE (MALE-TO-FEMALE)     
 TRANSGENDER MALE (FEMALE-TO-MALE)      
 GENDERQUEER (NEITHER EXCLUSIVELY MALE NOR FEMALE) 
 CHOOSE NOT TO DISCLOSE

 AMERICAN INDIAN OR  ALASKA NATIVE  
 BLACK OR AFRICAN AMERICAN           
 ASIAN             WHITE      
 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 
 TWO OR MORE RACES       
 CHOOSE NOT TO DISCLOSE

VETERAN STATUS  (NOT APPLICABLE IF DEPENDENT IS UNDER THE AGE OF 17.) MAJOR CONFLICTS
VETERAN OR ACTIVE DUTY MEMBER 
OF THE U.S. MILITARY? 
 YES           NO     
 CHOOSE NOT TO DISCLOSE  
IF YES, YEARS OF SERVICE: _________

MILITARY BRANCH: 
 AIR FORCE             AIR NATIONAL GUARD           AIR FORCE RESERVE      NAVY  
 ARMY                      ARMY NATIONAL GUARD       ARMY RESERVE               NAVY RESERVE 
 COAST GUARD      COAST GUARD RESERVE     MARINE CORPS                MULTIPLE BRANCHES

 COLD WAR           GULF WAR         
 IRAQ WAR            KOREAN WAR      
 PEACE TIME        VIETNAM WAR   
 WWII                      WAR IN AFGHANISTAN

WE HONOR VETERANS CEREMONY DISABLED VETERAN VA RECOGNIZE DISABILITY

 YES    NO  YES    NO  YES    NO
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	 DECLINATION OF ENROLLMENT

	 FRAUD STATEMENT

	 DECLARATIONS

	 NOTICE OF SPECIAL ENROLLMENT RIGHTS

	 SPOUSE/DEPENDENT INFORMATION
*In the space below, briefly describe the type of “Other” legal relationship between the Dependent(s) and yourself.
NOTE: Documentation obligating the applicant or the applicant’s spouse, if applicable, to provide health care coverage to Dependent(s) will be required. 
All Dependents must meet eligibility criteria. 

	 Dependent(s) Name	 Gender	 Description of Legal Relationship
	  Female	  Male
	  Female	  Male
	  Female	  Male
	  Female	  Male
PLEASE NOTE:  If any of your Dependent(s), for which you are applying, do not live at the address listed in Section B, please indicate name(s), current address(es) and reason(s) 
why your Dependent(s) do not live at such address, in the space provided below. If your Dependent(s) live with a custodial parent, please provide name of custodial parent.

I hereby apply to the Health Plan for the coverage now being offered for myself and the dependent(s), if any, as shown above. I understand that this application is subject 
to acceptance by the Health Plan, and that if a Subscription Certificate is issued, services will be available subject to the exclusions, limitations and other conditions of the 
Subscription Certificate and/or Rider(s), if applicable. In the event it is determined that one (1) or more of my dependent(s) is/are ineligible for enrollment in the Health Plan 
pursuant to the Subscription Certificate, I authorize the Health Plan to process this application, omitting the names of such ineligible dependent(s). I further understand that rates 
for the Subscription Certificate and/or Rider(s), if applicable, issued to me are subject to change by the Health Plan, in accordance with terms of the agreement with my employer, 
and upon thirty (30) days’ prior notice to my employer acting on my behalf. I authorize my employer to make periodic deductions from my salary or wages of the amount, if any, I 
am required to contribute toward the rates for the coverage provided under my Subscription Certificate and/or Rider(s).
I authorize the Health Plan to electronically transmit the information contained herein. If this application was taken over the phone or on the computer, I acknowledge that I, myself, 
have not actually signed this application but instead hereby authorize the Health Plan to print an electronic acknowledgement on the signature line of the application and I agree 
that such printing shall be treated as a valid signature for all purposes of this form. I acknowledge that the Health Plan has verified my identity for this purpose in accordance with 
any applicable law or regulation.
The information recorded above is true and correct to the best of my knowledge and belief. I understand that the intentional misrepresentation of any material fact by me on this 
application could constitute grounds for the cancellation of any Subscription Certificate and/or Rider(s), if applicable, issued by the Health Plan in consideration of this application, 
upon notice and in accordance with applicable law. 
I represent that I have read this document or it has been read to me, including the sections titled, “Notice of Special Enrollment Rights,” “Fraud Statement” and “Declarations”.
	________________________________________ 	 ______________ 	 ______________________________________	 _______________
	 Signature of Applicant	 Date Signed	 Signature of Employer	 Date Signed

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 conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects 
such person to criminal and civil penalties. 

 I declare that I have coverage under another group health plan or have other health insurance coverage and, therefore decline enrollment for myself and any family dependents.
	________________________________________ 	 ______________ 	 ______________________________________	 _______________
	 Signature of Applicant	 Date Signed	 Signature of Employer	 Date Signed

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health plan coverage, you may be able to enroll 
yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops contributing towards you or your dependents’ 
other coverage). However, you must request enrollment within 31 days after you or your dependents’ other coverage ends (or after the employer stops contributing toward the 
other coverage).
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. However, you 
must request enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.
To request special enrollment or obtain more information, contact our Customer Service Team at (1-800-447-4000).
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