Member Applicati d Ch F
S C H OO L D I ST R I CT O F P H I LAD E L P H IA Phirr?c (e2r15)p§0I(§::a4é%r(]) arllax: (;{159)64081’2231 Email: openenrollment@philasd.org
Instructions: This application allows you to enroll in a School District

of Philadelphia (SDP) insurance plan(s), or to make certain changes if
you are already a member. Carefully fill out the form and print clearly.

Complete all information for each person to be covered. You must provide
documentation for each dependent. See back of application for a description of the
required documents.

OEmployee Information .
First Name MI Last Name

CHILD XiMed.
First Name
DAdd Social Security Number Gender Date of Birth
Last Name LJRemove Y
M F
Social Securit
y First Name Mi Last Name
Number CHILD XIMed.
Daytime Phone ‘ %ﬁi?nove Social Security Number | Gender | Date of Birth
M F

® Reason for Application ‘ First Name Ml Last Name

CHILD KIMed.

ApplicationType

OAdd - - -

i CIRemove Social Security Number Gender Date of Birth

O 5+ Hour Student Climate v E
Special Enroliment
First Name Mi Last Name

CHILD XIMed.
OAdd i i _
CORemove Social Security Number Gender Date of Birth

M F

@ Signature and Verification- Read carefully and sign

® Select a Plan Type
Yb ’ Your application CANNOT be processed without your signature. Any person who

Medical Plans: Select One 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
CIWaive Coverage subjects such person to employment, criminal and civil penalties.

O HMO-Keystone Health Plan East

Employee Signature Date
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