
2010 Concordia Health Plan (CHP)
Worker Choice Election Form and
Annual Open Enrollment Application Form

Workers:	 Please refer to the instructions below for information on completing this form. You must return the form to your employer so they can 
complete Section G. All changes will be effective January 1, 2010.	

If you are currently enrolled in the CHP and do not wish to make any changes, please complete Sections A, B, C, and F. 
If you are enrolled in the CHP and wish to change your Option, please complete Sections A, B, C, and F. 
If you are enrolled in the CHP and wish to change your coverage level, please complete Sections A-F. 
If you plan to enroll yourself or add or remove dependents, please complete Sections A-F. If you are enrolling in any of the other 
Concordia Plans, you must also submit a completed Concordia Plan Services Enrollment Form which can be found on our Web 
site under “Resources/Forms.”
If you are currently enrolled in the CHP and would like to terminate your coverage, please complete Sections A, C, and F only.
If you would like to make a change in your CHP coverage due to a life-changing event, such as a marriage or birth, through 
Special Enrollment, contact Concordia Plan Services at 888-927-7526 for a Special Enrollment Form or Request for Membership 
Change Form.  

Employers:	 Please complete Section G and return this form to Concordia Plan Services no later than November 20, 2009. If the form is received 
by the deadline date, a worker’s or an eligible dependent’s enrollment in the Concordia Health Plan becomes effective January 1, 2010. 
Employers are to mail this form to the following address:  Concordia Plan Services, P.O. Box 229007, St. Louis, MO 63122-9007 OR 
fax this form to 314-996-1127.  

	

__________________________________________________________________________	                   
Full Name (Last, First, Middle Initial)							             Social Security Number      
	

I hereby select the following plan coverage option to be in effect for 2010 (please check one box only and initial below):
	   No change from 2009				      Options Blue HSA: 2,500 ind./$5,000 family deductible (in-network).	     
	   Option C:  $500 individual/$1,000 family deductible (in-network).
	
I understand that the CHP Coverage Level and CHP Option I choose will be in effect January 1, 2010, for myself and my eligible dependents enrolled 
in the CHP. I cannot change my coverage option for the entire year 2010, unless I experience an event that qualifies me for Special Enrollment or I 
transfer to another employer participating in the Concordia Health Plan. Please initial here: _________________

I would like CHP coverage for the following, beginning January 1, 2010 (please check one box only):

  No change from 2009	        Self Only    	          Self and Spouse	           Self and Child(ren)	          Self, Spouse and Child(ren)
     
  I want to terminate my CHP coverage effective December 31, 2009. 
Note: You must also submit a “Reason for Non-Enrollment Form” which is available on our Web site at www.ConcordiaPlans.org under “Resources, 
Forms.” 

If you are adding or removing dependents, the following information is required. If you wish to enroll a child not currently enrolled, review a, b, and 
c below for eligibility of children as dependents. Note: To be eligible, the child must qualify as your dependent for federal income tax purposes (or 
would qualify as such a dependent but for exceeding applicable age or earnings limits).

An unmarried child under age 21. For a foster child to be eligible, you must provide 51% or more financial support.
An unmarried child age 21 through 26, if a full-time student in an accredited educational institution, and if you provide 51% or more financial 
support for such student. (IMPORTANT: Verification of full-time student status must be received before enrollment of this dependent can be 
approved and processed.)
An unmarried totally disabled child, age 21 or over, if so disabled before attaining age 21 (subject to approval).

•
•
•
•

•
•
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Dependent’s Full Name	 Relationship	 Date of Birth	 Social Security Number	 Add   Remove  Reason
________________________________________________________________________________________________                          _____
________________________________________________________________________________________________                          _____
________________________________________________________________________________________________                          _____
________________________________________________________________________________________________                          _____
If you are removing dependents from your CHP coverage, please enter 1, 2, or 3 to indicate the reason: 1) No longer eligible, 2) Has other group 
coverage, 3) other.

NOTE:  If you are enrolling yourself or any eligible dependents through Annual Open Enrollment and are choosing Option A, B, C, or D, or  Options 
Blue HSA or HRA, the following information about providing a HIPAA certificate and the pre-existing condition limitation applies to you. Call 888-
927-7526 if you have any questions. Please initial each statement below.

I understand that a pre-existing condition limitation is a part of Annual Open Enrollment, and that if I, or any of my eligible dependents, should 
have a medical condition (whether physical or mental) for which medical advice, diagnosis, care, or treatment was recommended or received 
within the 6 months immediately prior to the Concordia Health Plan (CHP) enrollment date of January 1, 2010, then no CHP coverage (with the 
exception of prescription drugs, the Employee Assistance Program, dental, or care received for pregnancy or for a child who is enrolled in CHP 
within 30 days after birth, adoption, or placement for adoption) will be provided for that condition during the first 18 months of CHP member-
ship. This limitation applies to me or any of my dependents with a pre-existing condition who are being enrolled through Annual Open Enroll-
ment. Initial here: _____________

However, if I provide a HIPAA certificate of prior creditable coverage or other means described in the following paragraph, I understand that 
the 18-month limitation period can be reduced by the number of months I or my dependent(s) had prior medical coverage under another group 
health plan, HMO, individual health insurance, Medicaid, or Medicare and as long as the gap in coverage between the other health coverage and 
the effective enrollment date of the CHP is less than 63 days. Initial here: _____________

I understand that if I, or any of my eligible dependents, have prior health coverage that we must provide Concordia Plan Services with a HIPAA 
certificate of prior creditable coverage or other evidence of prior health coverage explained in the CHP plan document.  Concordia Plan Services 
can provide assistance to you in obtaining the HIPAA certificate of prior creditable coverage, if you experience a problem with the prior carrier. 
Initial here: _____________

If no HIPAA certificate is provided to Concordia Plan Services, I understand that the full 18-month pre-existing limitation period following 
enrollment will be in effect. Initial here: ____________

	

The information entered on this form by me is current and correct to the best of my knowledge. I authorize my employer to obtain any portion of the 
cost required by me (if applicable), according to the Plan provisions, for my participation in any of the Concordia Plans, and to remit such portion 
along with the portion required of my employer. I also understand that any and all changes listed on this form will be effective January 1, 2010. If 
terminating CHP coverage, any future request for CHP enrollment for you and/or your dependent(s) will be subject to the plan provisions in effect at 
the time coverage is requested, which may include having to wait for an open enrollment period or satisfying requirements for a special enrollment 
date. Check your Summary Plan Description for more details. (Pre-existing condition restrictions may apply.) 

_______________________________________________________________________________________________________________________
                                      Worker’s Signature						        	    Date   
                     

As the employer representative, I acknowledge that the information entered on this form for this worker is complete and accurate to the best of my 
knowledge. 

_______________________________________________________________________________________________________________________
Print Name                         		                         	    Phone					                            	    E-Mail
	

________________________________________________              	 		  _______________________________
Signature/Position of Authorized Employer Representative        	      Employer Number	                                                Date                   

Workers should return this form to their HR or Business Manager by their requested deadline. 
Employers must have enrollment information to Concordia Plan Services by November 20, 2009

Please make sure that all requested information is provided on this form; 
missing information will delay the processing of the application or may result in the application being denied.

•

•

•
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	 Worker Signature and Payroll Authorization

	 Employer Authorization
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Phone: 888-927-7526
Fax: 314-996-1127

Concordia Plan Services
www.ConcordiaPlans.org
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