Emp l@ye e Benefit Systems Third Party Administration Services

MEDICAL, DENTAL, VISION & COBRA ENROLLMENT AND CHANGE FORM

THIS APPLICATION IS: [ Néw [JChange  []Medical [J Dental [J Visisn [ COBRA

EMBLOYER ' 'DEPT FIQL. EMPLOYEE NO.
DATE OF HIRE. EFFECTIVE DATE MARITAL STATUS' | SBX
: [0 swae [ maLe
NAME. o -
B 1 MARRED. U] FEMaLe
BOCIAL SECURITY # BIRTHDATE EMAIL ADDRESS
STREET ADDRE_SS Cl:['\f ST‘.&TE ZiF

THIS REQUEST FOR COVERAGE IS FOR: {IF YoU CHGOSE To WAIVE COVERAGE, PLEASE COMPLETE THE WAIVER AT THE BOTTOM OF THE PAGE]

MEDICAL: [ SiNGLF_:‘ |} EMF'LO-YEE?SPQUSE O EMPLGYEE/CHILD{REN) L—_I FAMILY O WANE COVERAGE
DENTAL: O siGLe [:J__ EM_PLDYEEISPO_USE" O EMPLOYEE!CH'ILD(REN__J__ O FAMILY D_'WA]VE‘COVERA’GE’
VISION: O SINGLE O EMPLOYEESPOUSE: [0 EMPLOYEE/GHILD(REN) O FaMLY [ WAIVE COVERAGE
COBRA:  [] SINGLE [J EMPLOYEE/SPQUSE [ EMPLOYEE/GHILD(REN) [3 FAMILY  CTWAIVE COVERAGE
PLEASE LIST ELIGIELE DEFENDENTS. BELOW:
' ‘BIRTHBATE.
NAME SOCIAL SECURITY # T bl BEX.
(reqwred'j M. i oaY ¥R,
SPOUSE 3 | Male
D Female
CHILD ] | mate
I:] Fernaie
CHILD 3 | mals
D Femalg
CRILEY ] | Mate.
D Female
SHILD ! ] | Male
j . Female
DCCURANCES AFFECTING CONTRACT BENEFITS: | MAME QF AFFECTED PARTY DATE OF EVENT
L] warmiso D_. DIVORCE O spoconmnue aotTcHLA
E]_ DEATH D BIRTH ’ {mdudes«fcnnatudnabave}
D OTHER 'pl_easa ewplain:

COORDINATION OF BENEFITS WITH SPOUSE’S MEDICAL, DENTAL, VISION & COERA INSURANCE (IF APPLICABLE)
If your spouse oranyone named-on this- application has:medical, dental’or vision: insurance - thraugh anather company where the employer pays any parion of the
cost or makes payrolt deducﬂcns please camplete the fo!!cwmg

EFFECTIVE DATE

M:_.]'E .EMPLOYER
THELRANCE COMPAKY HANME POLICY # WITH INSURANCE COMPANY
[NSURANCE COMFANY AD0ORESS " CONTRACT TYPE

{1 singe 1 Family

WAIVER
1 cortify that I'have been informed that an smployer sponsored Group Health CareBenefit is availakle fo.-me thraugh-my empilog._rer_ | have voluntarity waived D
secical [ Dertar [} vision coverags- [} COBRA ..

| HEREBY-REQUEST torbe enrolled-and awhorize deductions, if any. Tram'my wages for my share'of the cost of the bénefiis for which | am eligible, or may be
eniitfed, underthe Broup Pelicy or Pohctes 1ssued i understand this election form. canhot be revoked:or changed during the pran year unless lhere iga quakf:ed
change'in status as; def‘ned in.the Plan.

SIGNATURE DATE

Eraployée Benefit:Systems « 214 Korth Main Street » Burlington, 14 52601
Phane; 800-373-1327 » Fax; 319-758-8563 » www.ebs-tpacom
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