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Maine Municipal 
Employees Health Trust 
60 COMMUNITY DRIVE 
AUGUSTA, MAINE 04330-9486 
www.mmeht.org  

 

 207-623-8428 or (within Maine) 800-452-8786  
 

Areas printed in green apply to Point of Service (POS) election only. PLEASE PRINT. 

Requests to change Primary Care Physician should be directed to a Health Trust Service Representative at 1-800-852-8300. 
 

1. EMPLOYEE 
IDENTIFICATION 

Name (Last, First, MI) Social Security Number 

2. CHANGE  
NAME Change name as indicated above. My former name is:  _____________________________________________________  

3. CHANGE 
ADDRESS &   
PHONE 

Change my address of record. 

New address:  __________________________________ 

  __________________________________ 

New phone:   __________________________________ 

 

Old address:   _________________________________  

  _________________________________  

Old phone:   _________________________________  

4.  ADD 
DEPENDENTS 

REASONS: A.  Marriage C.  Adoption E.  Loss of other insurance (*See below.) 
 B.  Birth D.  Discharged from military service F.  Other (explain):  _______________________________  

Health Dental Name (Last, First, MI) Date of Birth 

MO/DA/YR 
Gender 

M   F 

Social Security 

Number 
Primary Care Physician (PCP) 

(www.anthem.com or 
see Anthem Directory) 

   Current 

   Patient? 

  Spouse’s Name 

Reason Code: _____     Date of Event: ____________ 

    PCP Name: 

PCP ID 

 

      Y  

      N  

  Child’s Name 

Reason Code: _____     Date of Event: ____________ 

    PCP Name: 

PCP ID 

 

      Y  

      N  

  Child’s Name 

Reason Code: _____     Date of Event: ____________ 

    PCP Name: 

PCP ID 

 

      Y  

      N  

  Child’s Name 

Reason Code: _____     Date of Event: ____________ 

    PCP Name: 

PCP ID 

 

      Y  

      N  

* For individuals added due to loss of other group insurance, complete the following.   

  Insurance Company Name:  _____________________________________  Coverage Termination Date:  ____________________________________  

  Reason for loss of coverage:  ____________________________________________________________________________________________________  

 5.  DROP 
DEPENDENTS 

REASONS: A.  Divorce D.  Entered military service G.  Other (explain):  _____________________________   
 B.  Legal Separation E.  Medicaid or State Assistance  
 C. Death F.  Obtained other insurance; insurance company name:  ______________________________   

Health Dental Name (Last, First, MI) Date of Birth 

MO/DA/YR 
Gender 

M   F 

Social Security 

Number 
Reason 

Code 

Date of 

Event 

  Spouse 

 

      

  Child 

 

      

  Child 

 

      

  Child 

 

      

   __________________________________________________________________________________  

 __________________________________________________________________________________  

6.  SIGNATURE  
My signature on this application certifies that I have read and understand the authorization on the back of this form. 

 Employee Signature:  ____________________________________________________  

Legal Spouse Signature:  _________________________________________________  

Dependent(s) Over 18 Signature(s)  _______________________________________  

   _______________________________________  

   _______________________________________  

Date:  ______________________________  

Date:  ______________________________  

Date:  ______________________________  

Date:  ______________________________  

Date:  ______________________________  

 

 

 

 

          
 

          
 

          
 

          
 

ADDRESS FOR DROPPED INDIVIDUAL(S): 



Maine Municipal Employees Health Trust

Health Plan Authorization

In making application for Maine Municipal Employees Health Trust (the Health Trust) health coverage,

I agree to the following conditions for myself and my covered dependents under the age of 18. My
spouse’s signature, and the signature of any dependent over the age of 18, authorizes the release of

his/her Confidential Information (as described below) and adherence to the policies as outlined

below.

All statements and answers furnished by me are true and complete to the best of my knowledge. I
understand it is a crime to knowingly provide false, incomplete or misleading information to an

insurance company for the purpose of defrauding the company. Penalties may include imprison-
ment, fines or a denial of insurance benefits.  I understand that my employer will take any required

periodic deductions from my pay as my contribution toward premiums due.

I understand that the benefits I am applying for are subject to the terms and conditions stated in the

applicable Health Trust Plan Document and that benefits will be coordinated with other health or
insurance programs. I understand that I am subject to the Plan’s subrogation rights and responsibili-

ties, as defined by the Plan in the applicable Health Trust Plan Document and/or Summary Plan
Description. Any dispute of claim will be resolved by the grievance procedures established in the

applicable Health Trust Plan Document.

I authorize Maine Municipal Employees Health Trust (and its Third Party Administrators) to request

copies of Confidential Information about me, or my covered dependent children, from all health care
providers, third party payers, utilization review agencies, and state or federal agencies, for the

purpose of administering my benefits. I understand that for the purpose of this release, Confidential
Information is defined as medical, dental, mental health, substance abuse, and eligibility related

information, as allowed by state and federal law. Any Confidential Information collected will be used

primarily to determine eligibility for benefits under the Health Trust, but may also be used by the Third
Party Administrator(s) to conduct utilization review, quality assurance, case or care management,

Plan administration or benefit administration, without my authorization, in accordance with Maine law.
The Confidential Information requested will be limited to that information which is reasonably required

to administer my benefits. I understand any such information will be used only after issuance of

coverage and will have no effect on determination of eligibility to enroll.

I understand that I, or my dependents,  have the right to access and correct any personal information
collected by Maine Municipal Employees Health Trust or their designees, according to Maine law.

I give this consent for myself and any eligible family members listed on this application for whom I

am authorized to do so. I understand that failure to sign this authorization may be the basis for
enrollment or benefit denial. I understand I am entitled to receive a copy of this authorization. I further

understand that my signature is valid for the term of coverage of this policy and any renewals and

that I have the right to revoke the authorization by written notice to Maine Municipal Employees Health
Trust. I understand that such revocation of this authorization may be a basis for denying coverage of

services.

For the Point of Service Plan, I fully understand that to receive reimbursement at the in-network
benefit payment level, the chosen Primary Care Physician(s) must provide or authorize all medical

and hospital care except for emergency care.


