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The Terms of Appointment for the Research Fellowship Program require participants to have coverage 
under a health insurance plan.  Oak Ridge Associated Universities (ORAU) has an agreement with 
Blue Cross/Blue Shield of Tennessee (BCBST) to include Research Fellowship Program participants 
on appointments of one year or longer in a special non-employee classification under the regular 
ORAU employee health insurance plan. 
 
Coverage for participants in our program in limited to medical/health insurance and a prescription 
drug card.  Enclosed is a benefit booklet.  You are not eligible for dental or vision coverage or for the 
Flexible Benefits Plan.  Each state has a list of medical providers (doctors, hospitals, etc.) that 
participate in the Blue Cross Blue Shield Blue Network P plan.  See www.bcbst.com or call  
1-888-698-2686 for provider lists.  You receive the maximum coverage by using providers in the plan.  
If you elect to obtain this insurance coverage as a non-employee, you will be required to pay the full 
premium which is currently $293.60 monthly for single coverage or $803.20 monthly for family 
coverage. 
 
If your appointment period begins prior to the 16th of the month, an amount equal to twice the monthly 
premium will be deducted from your first month’s stipend check with a single premium deduction in 
subsequent months.  If your appointment period begins on or after the 16th of the month, an amount 
equal to a single monthly premium will be deducted monthly from your check beginning with the first 
month.  In either case, no deduction for insurance will be made during the final month of your 
appointment unless you elect to continue coverage past the termination of your appointment. 
 
If you wish to participate in the ORAU group plan, please complete the enclosed application form and 
return it to ORAU with the signed copy of your appointment letter.  Do not fill in the name and address 
of the insurance company and the contract number on the signed copy of the Terms of Appointment 
you return to ORAU.  We will do that for you. 
 
Although health insurance coverage for participants is a program requirement, you are under no 
obligation to purchase your insurance through ORAU.  This coverage is offered for your 
convenience and consideration. 
 
Unless you notify us of your desire to cancel, the health insurance coverage will continue for the 
duration of your appointment.  Please give 30 days notice if you wish to change your BCBST 
insurance coverage in any way: start, cancel, change from individual to family coverage, etc.  By 
federal law there is an option available under which you can continue the coverage for up to 18 months 
past the termination of your appointment.  To exercise this option, we will provide you the forms 
necessary to continue your coverage. 



Blue Cross PCS
Blue Shield         APPLICATION
Of Tennessee ALL BLOCKS MUST BE COMPLETED FOR

APPLICATION TO BE PROCESSED
Last Name First Middle

Street Address

City State Zip Code

Job Title Applicant’s Birthday (mo/day/yr)   [ ] Male         [ ] Female
|__|__|__|__|__|__|

Social Security Number |__| Single             |__| Married Date of Marriage
|__|__|__|-|__|__|-|__|__|__|__| |__| Divorced         |__| Widowed or Divorce

EMPLOYER             Oak Ridge Associated Universities
TYPE OF COVERAGE APPLYING FOR Health Group No.          89513       [ ] INDIVIDUAL    [ ] FAMILY      

                     ($293.60 mo)           ($803.20 mo)                                 ________________________________________________________________________________________________________
I WISH TO: [ ] BECOME A SUBSCRIBER [ ] CHANGE ADDRESS [ ] CHANGE TO COBRA

[ ] TRANSFER TO THIS GROUP [ ] ADD DEPENDENT(S) [ ] CHANGE TO DISPLACED WORKERS
[ ] CHANGE NAME [ ] CHANGE COVERAGE [ ] CHANGE TO RETIREE GROUP

=====================================================================================================
LIST COMPLETE DEPENDENT(S) ONLY IF APPLYING FOR FAMILY COVERAGE.  NAMES MUST BE ENTERED EXACTLY AS THEY APPEAR ON SOCIAL SECURITY CARD

1. First_________________________________Middle________________________________Last____________________________
 Mo     Day    Yr

    S.S. No. |_|_|_|-|_|_|-|_|_|_|_|     Relationship_________________Sex___________ Birth Date |__|__|__|__|__|__|

2. First_________________________________Middle________________________________Last____________________________
 Mo     Day    Yr

    S.S. No. |_|_|_|-|_|_|-|_|_|_|_|     Relationship_________________Sex___________ Birth Date |__|__|__|__|__|__

3. First_________________________________Middle________________________________Last____________________________
 Mo     Day    Yr

    S.S. No. |_|_|_|-|_|_|-|_|_|_|_|     Relationship_________________Sex___________ Birth Date |__|__|__|__|__|__|

4. First_________________________________Middle________________________________Last____________________________
 Mo     Day    Yr

    S.S. No. |_|_|_|-|_|_|-|_|_|_|_|     Relationship_________________Sex___________ Birth Date |__|__|__|__|__|__

5. First_________________________________Middle________________________________Last____________________________
 Mo     Day    Yr

    S.S. No. |_|_|_|-|_|_|-|_|_|_|_|     Relationship_________________Sex___________ Birth Date |__|__|__|__|__|__
================================================================================================

IF YOU PRESENTLY HAVE A BLUE CROSS OR DELTA DENTAL CONTRACT IN EFFECT, PLEASE FURNISH THE FOLLOWING.

ID NUMBER: NAME OF PLAN:

IF YOU OR ANY MEMBER OF YOUR FAMILY IS NOW COVERED BY ANY GROUP HEALTH OR DENTAL INSURANCE
(OTHER THAN BLUE CROSS OR DELTA DENTAL), PLEASE FURNISH THE FOLLOWING:

FIRST NAME OF INSURED PLACE OF EMPLOYMENT

RELATIONSHIP OF INSURED INSURANCE COMPANY
[ ] MYSELF          [ ] SPOUSE       [ ] DEPENDENT

I.D. OR POLICY NUMBER INSURANCE COMPANY AND ADDRESS

I UNDERSTAND THAT THE GROUP INSURANCE THROUGH WHICH I AM ENROLLING WILL BE EFFECTIVE ON
THE DATE SHOWN ON THE IDENTIFICATION CARDS TO BE ISSUED TO ME.

Signature__________________________________________________________________Date______________________________

Effective 7/1/2004
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