IMPORTANT! Each Member Must Sign. 1 2 3 « s

(] Spouse [ ]Other Other [IChild [ ]Dependent [ ]Other

StarSaver Application
Information and Instructions

Are Eligible for Medicaid? [] Yes [ No Are Eligible for Medicaid? [] Yes [JNo

Insurance Company Phone

Policy or .D. Number Group Number How did you hear about the StarSaver membership?
Policy or I.D. Number Group Number ) Mail (] Friend/Neighbor  [J Newspaper
Insurance Carried Through (Employer, Union, etc.)  Retired [] Yes [JNo . . - \
Insurance Carried Through (Employer, Union, efc.)  Refired (] Yes [INo 1 L] Presentatfion [JParamedics [J Biling Office
Name of Insured Policyholder: []Self [JSpouse []Other [J Other

Name of Insured Policyholder: [ JSelf [ JSpouse [ ]Other

] ]
i i
i i
i Last Name First Name [ Male [] Female i Last Name First Name ] Male [ Female
Appllcq"on InStrUChons : Home Phone Date of Birth : Home Phone Date of Birth
m m
Please pﬂnt Clearly or iype all |nf0rm0h0n, sign and  © sociarSecurity Number Medicare Number ,Q Social Security Number Medicare Number
. W) @)
return Wlth YOUI' payment' i Insurance Company Name i Insurance Company Name
1 Each applicant must fill out all information E Insurance Company Address E Insurance Company Address
. . - 0] 1 1
2 ch'? d[_)pllCdni, qg_e 18_ and over, must sign application. i Insurance Company Phone i Insurance Company Phone
By signing the application, you acknowledge that you ' '
have read and understand the agreement and agree to Policy or I.D. Number Group Number Policy or I.D. Number Group Number
the terms of the entire agreement. i i i i i
! Insurance Carried Through (Employer, Union, efc.)  Retired L] Yes [JNo ! Insurance Carried Through (Employer, Union, etc))  Retired [J Yes [JNo
3. Besure to include your payment in envelope with your completed, H H
signed opplico’rion\./ pay ° Y P E Name of Insured Policyholder: [JSelf [ JSpouse [ ]Other E Name of Insured Policyholder: [ JSelf [ JSpouse [JOther
1 1
4. Please DO NOT cut or tear application apart. Fold in thirds and i Signature (Spouse/Other) i Signature (Child/Dependent/Other)
place in the affached envelope with your payment. H 1
1 - 1
5. If there are not enough spaces for all members of your household, i Other D Child D Dependent D Other i M fh d f P 1_
please use another piece of paper and write the applicant’s H o e H efhoa o aymen
complete information. ' Are Eligible for Medicaid? [] Yes [JNo !
i i
1 Last Name First Name [J Male [ Female 1
MedStar is compliant with HIPAA regulations. | . . S | (JCheck [ l\/loney Order (Puyqblf-) to MedStar StarSaver)
A copy of our Notice of Privacy Practices is § romerhons e orEr i LIVISA L] MasterCard  [L] Discover
available on request, or you may visit our i Social Security Number Medicare Number i [ JHealth SOV|ngS Account
website at www.medstar911.org ! insurance Company Name :
S - — a2 Debit or Credit Card #
= Insurance Company ress =
(W) W)
Head of Household [INew [ IRenewal 7 s o o i HOUO000o00obo0ouod
Are Eligible for Medicaid? [J Yes [JNo i Policy or I.D. Number Group Number i
' : : : i Expiration Date D D / D D Card Code D D D
o5 Name FisTName T Vidle ! Insurance Carried Through (Employer, Union, etc.)  Retired [] Yes [ JNo ! (The three numbers printed on
1 1 .
U Female i Name of Insured Policyholder: [JSelf [Spouse [ Other i qudho|der |nform0ﬁon the back of your credit card)
Mailing Address ! !
i Signature (Child/Dependent/Other) !
City, State Zip Code . ; . Signature
i Other [JChild [JDependent []Other !
Home Phone Date of Birth ! - o | Address
I Are Eligible for Medicaid? [] Yes [[JNo
Email i i
' Last Name First Name ] Male [J Female i City, State Zip code
Social Security Number Medicare Number i Home Phone Sate of Biih i
' i Health Savings Account
Insurance Company Name i Social Security Number Medicare Number i 9
Insurance Company Address _:_I Insurance Company Name 'In Card #
@] o
Insurance Company Phone 5 Insurance Company Address 5 survey Informdflon
i i
i i
i i
i i
i i
i i

Signature (Head of Household) Signature (Child/Dependent/Other) Please add a sperate sheet for other household members if necessary



