
Gender
[   ] F
[   ] M

Medical, Pharmacy, Dental 100, Vision (includes life insurance) - Individual  - Group

Employee Postal Address: Street Address, PO Box, City, State, Zip Code Home Phone Work Phone Mobile Phone Date of Birth

Month ___ / Day ___ / Year ____

Division Number

Type of Change: Are you covered under other health plan?

[   ] Yes        [   ]  No

Name of Insurer which provides the other 
Plan

Policy Number Effective Date of Other Plan

Month ____/Day_____/Year_____

Type of Benefit of Other Plan
[   ] Medical  [   ] Dental 
[   ] Pharmacy   [   ] Vision

E-mail Medicare Number (MBI) Employer's Name Employment Date

Month ____/Day_____/Year_____

[   ] Retired 
[   ] Handicapped 
[   ] COBRA 

Month____/Day____/Year_____
Month____/Day____/Year_____
Month____/Day____/Year_____

Tobacco use*

[   ] Yes        [   ]  No

Coverage Selection: 

[   ] Individual  [   ]Family   [    ] Couple

Effective Date

Month _______ / Day _______ / Year _________

Medical, Pharmacy, Dental 100, Vision
 Medical  Dental  Pharmacy Vision Medical, Pharmacy, Dental 200, Vision

   Dental 300 (only dental option for Global Essential) Dental 400 Life Insurance  Medicinal Cannabis Assigned benefit package number _______________

Social Security or Contract Num. (Required) Employee or Insured's Last Name Employee or Insured's Name M.I. Group Number

Select if you prefer another language, other than spanish:  English  Other:    Select if you want format:    Braille Yes Electronic  Yes
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Age
Effective date of the 

other plan
Month/Day/Year

*Tobacco use - means use of tobacco an average of four (4) or more times per week within a period of no more than six months. Includes tobacco products, with the exception of tobacco use for religious or ceremonial purposes. Also, tobacco use is defined based on the last time
the tobacco product was used.       **Please complete if you are over twenty one (21) years old.

[   ] Individual
[   ] Couple
[   ] Family

[   ] Medical
[   ] Dental
[   ] Pharmacy
[   ] Vision

[   ] Yes  [   ]  No

[   ] Yes  
[   ]  No

E-mail**

Mobile 
Phone**

[   ] Yes  
[   ]  No

E-mail**

Mobile 
Phone**

[   ] Yes  
[   ]  No

E-mail**

Mobile 
Phone**

[   ] Medical
[   ] Dental
[   ] Pharmacy
[   ] Vision

[   ] Individual
[   ] Couple
[   ] Family

[   ] Medical
[   ] Dental
[   ] Pharmacy
[   ] Vision

[   ] Yes  [   ]  No

[   ] Individual
[   ] Couple
[   ] Family

[   ] Medical
[   ] Dental
[   ] Pharmacy
[   ] Vision

[   ] Yes  [   ]  No

[   ] Yes  
[   ]  No

E-mail**
[   ] Individual
[   ] Couple
[   ] Family

[   ] Yes  [   ]  No

[   ] Medical
[   ] Dental
[   ] Pharmacy
[   ] Vision

Mobile 
Phone**

[   ] Yes  
[   ]  No

[   ] Individual
[   ] Couple
[   ] Family

[   ] Yes  [   ]  NoE-mail**

Mobile 
Phone**

[   ] Yes  
[   ]  No

E-mail**
[   ] Individual
[   ] Couple
[   ] Family

[   ] Medical
[   ] Dental
[   ] Pharmacy
[   ] Vision

[   ] Yes  [   ]  No

Mobile 
Phone**

Relationship 
Description

[   ] Individual
[   ] Couple
[   ] Family

[   ] Medical
[   ] Dental
[   ] Pharmacy
[   ] Vision

Handicapped
(Yes / No)

[   ] Yes  
[   ]  No

[   ] Yes  [   ]  No

Social Security 
Number (Required) 
or Contract Number

Is your 
dependent 
insured by 

another plan?

Name of Insurer 
which provides the 

other plan

Policy 
Number

Type of Coverage 
of the other plan

Type of Benefit 
of the other 

plan

E-mail**

Mobile 
Phone**

Include: Legal spouse, children until they reach the age of twenty-six (26), natural children, foster children, adopted children, children by adjudication of custody of a court and stepchildren, minors whose custody, parental authority or guardianship has been granted or adjudicated to grandparents or other relatives who are primary insurers 
of this policy, any child over twenty-six (26) years of age who suffers from physical or mental disability and who does not have Medicare benefits (Part A, B or both). In addition, you can include consensual partners and / or same-sex consensual partners if authorized by the employer.

Participant 
Code Last Name / Name / Middle Initial Tobacco use* Sex

F / M
Date of Birth

Month/Day/Year
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This form, once completed, includes privileged and confidential information and therefore, the information included is for the exclusive use of the person or entity addressed. If you receive it by mistake, you are not authorized to review, spread, distribute or photocopy it. If you received 
this information by mistake please notify immediately at 787.758.2500 to make arrangements for return or destruction of documents.

I authorize the payment of any and all benefits payable under the policy at any licensed health care provider who treats me and/or my dependents.
MCS Life Insurance Company has the obligation and commitment of keeping the privacy and confidentiality of your protected health information (PHI) according to the Health

Insurance Portability and Accountability Act of 1996 (HIPAA).  MCS Life Insurance Company as Plan administrator can disclose PHI without the insured's authorization to fulfill functions related to your treatment, payment of medical services and health care operations. For more
details regarding HIPAA and Privacy Practices access to mcs.com.pr, select HIPAA, 

 In accordance with the dispositions of Act 230 of August 9th, 2008, provides the following: "Any person who knowingly and with the intention to defraud present false information in an insurance request or, presents, or help or make a fraudulent complaint for the
payment of a loss or benefit, or presents more than one claim for the same damage or loss, will commit a serious crime and if convicted, will be sanctioned for each violation with a fine no less than five thousand ($5,000) dollars, nor greater of ten thousand ($10,000) dollars or
imprisonment by a fixed term of three (3) years, or both.  If aggravating circumstances exist, the term of imprisonment could be increased up to a maximum of five (5) years; if mitigating circumstances mediate, it could be reduced a minimum of two (2) years.

I hereby certify that I was provided appropriate orientation regarding benefits under all the Health Care Plan alternatives offered by my employer.

 1. An insured can name one (1) or more beneficiaries to receive the amount payable upon his/her death. The appointment or change of beneficiary should be done: in writing, signed by the insured and registered in MCS Life Insurance Company.

I certify that I read the information included in this form or that it was read to me, that the same is true and correct. I authorize any provider, hospital or other medical services facility, insurance company or other institution to provide the information MCS requires.

Employee signature Date Employer signature Date

If your employer chose a product which includes life insurance, write the name and benefit % corresponding to the persons you designate as beneficiaries for life insurance. Your employer receives and maintains a copy of this information provided for the designation of beneficiaries 
of your insurance, in case there is a claim. If your employer did not choose a product that includes life insurance, this benefit does not apply to your coverage. Life insurance will be available for the principal insured over 18 and under 65.

Primary Beneficiaries Relationship Date of Birth
Month / Day / Year Benefit Contingent Beneficiaries Relationship Date of Birth

Month / Day / Year Benefit

Are you or any of your dependents covered by Medicare? Effective Date (Month / Day / Year):

[   ] You
[   ] Spouse or partner
[   ] Dependent
[   ] Dependent
[   ] Dependent
[   ] Dependent

Part A  ____ / ___ / _____    Part B  ____ / ____ / _____  Part D  ____ / ____ / _____
Part A  ____ / ___ / _____    Part B  ____ / ____ / _____  Part D  ____ / ____ / _____
Part A  ____ / ___ / _____    Part B  ____ / ____ / _____  Part D  ____ / ____ / _____
Part A  ____ / ___ / _____    Part B  ____ / ____ / _____  Part D  ____ / ____ / _____
Part A  ____ / ___ / _____    Part B  ____ / ____ / _____  Part D  ____ / ____ / _____ 
Part A  ____ / ___ / _____    Part B  ____ / ____ / _____  Part D  ____ / ____ / _____

______________________________ 
______________________________

Medicare Number (MBI)

You
Spouse or partner
Dependent ______________________________
Dependent ______________________________
Dependent ______________________________
Dependent ______________________________

If your spouse or partner and/or dependents have other health 
plan, indicate if he/she is an active or retired employee

If your spouse or partner and/or dependents are retired, indicate retirement date Do you and/or any of your dependents have End Stage Renal Disease (ESRD)?
(Note: This information will be used only to coordinate benefits with Medicare.)

Spouse or partner
Dependent
Dependent
Dependent
Dependent

[   ] Active      [   ] Retired    
[   ] Active      [   ] Retired    
[   ] Active      [   ] Retired    
[   ] Active      [   ] Retired    
[   ] Active      [   ] Retired    

Retirement Date  Month ____ / Day ____ / Year ______
Retirement Date  Month ____ / Day ____ / Year ______
Retirement Date  Month ____ / Day ____ / Year ______
Retirement Date  Month ____ / Day ____ / Year ______
Retirement Date  Month ____ / Day ____ / Year ______

[   ] You
[   ] Spouse or partner
[   ] Dependent
[   ] Dependent
[   ] Dependent
[   ] Dependent

From:  Month _____ / Day ______ / Year _________
From:  Month _____ / Day ______ / Year _________
From:  Month _____ / Day ______ / Year _________
From:  Month _____ / Day ______ / Year _________
From:  Month _____ / Day ______ / Year _________
From:  Month _____ / Day ______ / Year _________
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•To respect the enjoym
ent of other people at the service offered in health facilities.

•
The

patients,their
fam

ily
m

em
bers

and
com

panions
are

responsible
for

m
aking

the
corresponding

arrangem
ents

so
thatthe

needs
of

the
hospital,ofother

patients, of the m
edical faculty, and other em

ployees are not affected by your particular actions.
•To recognize the risks and lim

its of m
edicine and the possibility of m

istakes by the healthcare professionals.
•To not engage in behavior or disturb the peace in the health facilities.

•To inform
 if you have another health plan.

•To inform
 the authorities about any im

proper action or fraud that you have know
ledge of in regard to the physician-hospital health facilities and services.

•R
esponsibility to com

ply w
ith the operational and adm

inistrative procedures of your health plan, health services provider, and the governm
ent health benefit

•To be inform
ed of the type of coverage, options, benefits, lim

its, exclusions, referrals and grievance filing, review
 and solution procedures of your health plan.

•To pay the assigned deductible, as indicated on your card.
•To respect that the services of this plan are for the person enrolled. The unlaw

ful use of the M
C

S Life Insurance C
om

pany H
ealth C

ard is prohibited by law
.

•
To

provide
the

necessary
inform

ation
about

health
plans

and
to

collaborate
w

ith
the

provider
regarding

your
respective

financialarrangem
ents

w
hen

it
is

necessary to pay in a tim
ely m

anner all accounts and bills sent to you.

•To receive services from
 a specialist per the list of M

C
S Life Insurance C

om
pany providers according to the referral procedures established by your health plan.

•To read your contract or booklet of benefits coverage.

•
To

provide
your

physician
w

ith
health

inform
ation

as
com

plete
and

exact
as

possible,
about

your
current

health
condition,

prior
illnesses,

m
edicines,

hospitalizations and other related issues.
•To inform

 your physician of the unexpected changes in your health condition.
•To provide a copy of your advanced directives or guides in w

riting, if they exist, of your w
ishes to receive or not receive m

edical treatm
ent in order to prolong

•To keep yourself in a good state of health by calling and visiting your prim
ary care physician.

•To follow
 the m

edical treatm
ent agreed by your physician.

•To inform
 your health professional if you anticipate problem

s in the prescribed treatm
ent.

•The
patients

are
responsible

forrecognizing
the

im
pactthattheirlifestyle

is
having

on
theirpersonalhealth

and
to

assum
e

the
initialpersonalresponsibility

for
their ow

n health and care.
•To participate in all decisions related to your health care.

•The
rightto

requesta
receiptforincurred

expenses
orthatitbe

provided
forthe

paym
ent,partialand/ortotal,ofdeductible

orothers,atthe
m

om
entofm

aking
paym

ents,including,as
a

m
inim

um
the

nam
e

ofthe
facility

orservice
provider,license

num
berand

specialty,date
ofrendered

service,nam
e

ofpatient,nam
e

of
person paying the services if it is not the patient, am

ount paid per service, and signature of the officer authorized by the facility or provider.

•In
the

case
ofa

patientdiagnosed
w

ith
a

term
inalcondition

before
the

term
ination

date
ofthe

plan,and
the

providerhas
been

offering
m

edicaltreatm
entrelated

to that condition before the term
ination date, the transition period w

ill be extended during the rem
aining tim

e of the patient’s life.
•To be treated in any Em

ergency R
oom

 in Puerto R
ico 24 hours a day, 7 days a w

eek, w
ithout the need for authorization from

 your prim
ary care physician or

•To receive equal, considerate and respectful treatm
ent from

 all m
em

bers of the healthcare industry.
•N

o
patientw

illbe
discrim

inated
againstbecause

ofthe
private

orpublic
nature

offacilities
orbecause

ofany
consideration

ofrace,color,gender,age,religion,
nationalor

ethnic
identity

or
origin,

politicalideology,
future

or
present

m
entalor

physicaldisability,
genetic

or
m

edicalinform
ation,

socialcondition,
sexual

orientation or paym
ent ability or form

 of paym
ent of the user or consum

er of said services and facilities.
•Every

provider,physician-hospitalinstitution
and

every
insurance

entity
w

illprovide
to

every
patientspeedy

access
to

his
orherfiles

and
records.

The
patient

has
the

rightto
receive

a
copy

ofhis
orherm

edicalrecord
in

a
period

notexceeding
five

(5)days,in
the

cases
in

w
hich

the
m

edicalfile
is

requested
to

a
physician-

hospitalinstitution,this
file

shallbe
delivered

in
a

term
no

greaterthan
fifteen

(15)w
orking

days,through
the

paym
entofa

reasonable
costw

hich
shallnotexceed

seventy-five (.75) cents per page up to a m
axim

um
 of tw

enty-five ($25) dollars per m
edical record.

•
To

have
sim

ple,just
and

efficient
procedures

or
m

echanism
s

available
to

solve
the

differences
w

ith
their

healthcare
plans

and
any

m
edicalcare

facility
or

professional and also to have available a w
ay of appealing any decision.

•To find adequate m
edical services for your condition in an easy m

anner.
•To receive m

edical services w
hen you request them

 and for them
 to be m

edically necessary; that they be included in your benefit coverage.
•

N
o

health
insurance

plan
m

ay
im

pose
gag

clauses
to

their
physician-hospitalhealth

service
providers

or
penalclauses

or
other

contractualm
echanism

s
that

interfere w
ith the ability or capacity of providers to com

m
unicate w

ith said insured and beneficiaries about available treatm
ent options.

•To
file

a
grievance

before
M

C
S

Life
Insurance

C
om

pany
atany

m
om

entthatyou
m

ay
feeldissatisfied

w
ith

the
services

you
are

receiving.You
should

referto
the

back of your card w
here you w

ill find the phone num
ber of C

ustom
er Service.

•To contact the O
ffice of the H

ealth Prosecutor at 787-977-0909 or w
ith the C

om
m

issioner of Insurance O
ffice at 787-304-8686 for help at any tim

e.

In the cases of term
ination or cancellation of a fem

ale patient w
ho is in the second trim

ester of her pregnancy at the m
om

ent of the plan term
ination and the 

provider has been offering m
edical treatm

ent related to the pregnancy before the term
ination date of the plan, the transition period regarding the services 

related to the pregnancy w
ill be extended until the discharge date of the m

other from
 the hospital due to the delivery or the discharge date of the new

born; of 
the tw

o, w
hatever happens later.

•To be treated w
ith respect and recognize your right to dignity and privacy

•To receive inform
ation from

 your physician, as w
ell as participate in all decisions related to your m

edical care including the rejection of m
edical treatm

ent.
•To receive from

 your physician all the inform
ation related to your condition, available treatm

ent options and their costs.
•To discuss m

edically necessary treatm
ent options for your condition, regardless of the cost and/or if the service is covered.

•Your healthcare provider shall respect and obey your decisions and preferences regarding your treatm
ent.

•To receive orientation from
 your physician about advanced directives or guides of your preference and the m

ethod to establish them
. To m

ake use of these
•To choose the m

edical group, prim
ary care physician, specialist, laboratory, pharm

acy and x-rays of your preference, that are included in the health care provider
•To change the m

edical group or prim
ary care physician follow

ing the processes established by M
C

S Life Insurance C
om

pany.
•Your m

edical inform
ation shall be kept under strict confidentiality by your healthcare providers, in accordance w

ith to the privacy standard of the H
IPAA.

•Subjectto
any

prem
ium

paym
entrequirem

ent,in
case

ofcancellation
orterm

ination
ofa

plan
orprovider,the

patientm
ay

continue
to

receive
the

benefits
ofsaid

plan
during

a
transition

period
ofninety

(90)days,counting
from

the
term

ination
date

ofthe
plan

orprovider.The
patienthas

the
rightto

be
notified

by
the

entity
about said term

ination or cancellation, w
ith thirty (30) calendar days before the date of term

ination or cancellation.
In case of term

ination or cancellation of coverage for a patient w
ho is hospitalized at the tim

e of the term
ination date of the plan, and the discharge date has 

been scheduled before said term
ination date, the transition period w

ill be extended from
 this date until ninety (90) days after the date in w

hich the patient is 
discharged.

•To receive high quality health services

I,
____________________________________

w
ith

identification
num

ber
_____________________________,

w
illcom

ply
w

ith
the

obligations
established

in
Article 16 of Public Law

 N
o. 194 of August 25 of 2000, w

hich reads as follow
s: 

Every
insured

person
is

required
to

fam
iliarized

them
selves

w
ith

the
“Patient’s

R
ights

and
R

esponsibilities
Act”oran

adequate
and

reasonable
sum

m
ary

ofsaid
Act,as

prepared
orauthorized

by
the

D
epartm

entofH
ealth.As

proofofcom
pliance

w
ith

such
requirem

ent,priorto
signing

any
contract,every

insured
person

is
required

to
sign

a
w

ritten
statem

entorw
aivercertifying

thathe/she
w

as
supplied

w
ith,read,and

w
as

fam
iliarized

w
ith

the
“Patient’s

R
ights

and
R

esponsibilities
Act” or w

ith the sum
m

ary approved by the D
epartm

ent of H
ealth.

Ifyou
have

any
questions

orneed
guidance

on
yourrights

orresponsibilities
please

contactthe
O

ffice
ofthe

Patient's
Advocate

at787-977-0909
orw

ith
the

O
ffice

ofthe
C

om
m

issionerofInsurance
at787-304-8686

forhelp
atany

tim
e.

Ihereby
w

aive/release
M

C
S

Life
Insurance

C
om

pany
from

any
liability

thatm
ay

arise
from

 m
y non-com

pliance w
ith w

hat is provided in this docum
ent and in Article 16 of Public Law

 N
o. 194 of August 25, 2000.

I received an adequate and reasonable sum
m

ary of the Patient’s R
ights and R

esponsibilities Act.
Authorized R

epresentative N
am

e: ______________________________
Authorized R

epresentative Signature: ____________________________
Authorized R

epresentative C
ode:  ______________________________

Prim
ary Insured Signature  ____________________________________

Prim
ary Insured N

am
e:                  ______________________________

D
ate:  ______________________________

M
CSC 
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