Georgia Department of Community Health

Head of Household: Referral Source:

Address: Address:

City: State: City: State:
ZIP; Tel#: ZIP: Tel#:

Policyholder’s name:

Insurance co. name:

Policy number:

Insurance co. address:

Group number:

City/State/ZIP:

Policyholder’'s SSN:

Telephone number:

Policyholder’s date of birth:

Policyholder’s email address:

Employer name:

Employer address:

Employer telephone number:

City/State/ZIP:

(Use separate sheet of paper if needed).

Name SSN Birth Date Medicaid ID Number | Relationship to Male/
Policyholder Female
1. I
2 I
I
YESO NO O If yes, please provide their name and
expected delivery date.
Name Expected Delivery Name Expected Delivery

YESO NO O
If yes, please list all medical conditions or diagnoses. (Use a separate sheet of paper if needed.)
Name Condition
$ These premiums are paid/deducted:
PaidDeducted: | C1Weekly | OJBiweekly | OJ Semi-monthly | CI Monthly O] Quarterly O Other
$
O Hospital O Physician O Dental O Drug ‘ 0 Home Health O Long Term Care

Have you received COBRAforms? YES[O NO O Date COBRAformsreceived: ~ /  /

Last date of Employment: [

If yes, please provide the following information:

YESO NO O

YESO

(Please attach copy of COBRA enroliment packet to this application)

NO O

Attorney Name, if applicable:

Insurance Company, if applicable:

Signature of applicant

Date




