
1. Name of Association

2. Name of Enrollee (Last) (First) (Middle)

3. Address of Enrollee (Number and Street) (City) (State) (Zip Code)

4. Home Telephone #                                            Work telephone #                                     Fax telephone #

5. Occupation/Duties 6.  Email Address

7. Birth Date of Enrollee 8.  Sex 9.  Marital Status  
Month             Day                Year Male          Female Single Married

M F S M 

10. Date of Membership in Association

11. Social Security Numbers:
Enrollee Spouse

12. Complete for each member of the family for whom enrollment is being made, other than the enrollee.
Relationship

Fill Name To Enrollee Birth Date         Sex               Social Security #
Spouse

13. Reason for Enrollment (Complete One)
I am a new enrollee not presently covered under the association through Blue Cross and Blue Shield of Minnesota.
I presently have coverage and desire to add my dependents. My contract number is                                                             

14. Do you or any family member listed on this enrollment form currently have, or had, any hospital-medical coverage elsewhere 
within the past 18 months?     Yes    No     If yes, complete the questions below.
a.  Name of current or prior health insurer?                                                                                                                            
b.  Membership or identification number of current or prior coverage?                                                                                      
c. Date of termination of prior coverage:                                     
d.  Name of contract holder of this coverage, if other than your own:                                                                                        
e. How long has your current or prior coverage been in force?                                               
f.   Starting with enrollee, list each family member whose current or prior coverage is being replaced with this certificate.

Effective date Termination date
Full name of prior coverage of prior coverage

COMPLETE REVERSE SIDE

                                                                                                                                                                         BCBSM USE ONLY
LAST FIRST MIDDLE CONTROL NUMBER

-     -                               -     -

MINNESOTA STATE BAR ASSOCIATION (MSBA) (Member Plan)

P.O. Box 64560
St. Paul, MN 55164-0560

PLEASE PRINT OR TYPE
Association Enrollment Form

MSBA Group #:  LM070-
Agency Code:  LCC
Agent #:  5689
Agent Name:  Jenny Hedtke

F7858R03 (8/09)



15. I hereby enroll in the following coverage:
CMM with copay
CMM with calendar year deductible of $1,500
High Deductible Health Plan 100 compatible with an HSA.

Single Coverage (pkg 1)
$2,900
$5,000

Family Coverage (pkg 2)
$5,800
$10,000

16. TO BE SIGNED BY ENROLLEE (AND SPOUSE IF DEPENDENT COVERAGE ENROLLMENT REQUESTED)

I have read this entire enrollment form and I declare all information, statements and answers herein to be true and complete. 
I certify that I am a member of the Association identified on the reverse side of this enrollment form.

This certificate does not cover charges for treatment of an illness that was diagnosed or treated during the six (6) months
 immediately before coverage became effective under this certificate until the certificate has been in force for at least 12
 consecutive months or for late enrollees, 18 consecutive months. Credit will be given for the time period for which you have
maintained continuous qualifying prior coverage to reduce your specific preexisting condition limitation period. “Treatment”
means the management and care of an illness, and includes medical and surgical care, diagnostic evaluation, giving medical
advice, monitoring and taking medication.

__________________________________________ ________________________________ ___________________
Enrollee’s Signature Telephone Number Date

__________________________________________ ________________________________
Spouse’s Signature (if enrollment requested) Date

17. Enrollment Instructions

a. Mail completed enrollment form to: 

Marsh Affinity Group Services
333 S. 7th St.
Suite 1600 
Minneapolis, MN 55402

or you may fax it to Attention: Jenny Hedtke at 1-888-287-4741

b. Coverage will begin on the first of the month following BCBSMN receipt of the enrollment form

c. Payment mode - a monthly bill will be issued after completion of the enrollment process. First months premium is not due 
with the enrollment submission.


