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Please complete the entire application using dark black ink.

This Section To be
completed by Your Employer Group Name Group Number Division Number Class

Instructions—Please complete the entire application using dark black ink, If you're part of a new group and aren't applying for coverage at this lime, please S8

complete sections 2,5, 6, and 8. If you're part of a new group and are applying for coverage, please complete the entire application, including the Health =R

Information Questionnaire, S =]

O  NewEmployee 0 Change: Effective Date of Change ==

O NewGroup O Add O Delete Coverage for (name) —

0O COBRA/State Continuation 0O Other (Please describe)

O Enroll for Coverage Previously Waived/Declined 0O COBRASte Continuation coverage ended 0O MNewborn O Adoption

{Please check reason for enrolling) O Lostcoverage throughspouse  Date: O Marriage O Other
Please include copy of Certificate of Greditable Coverage from your prior carrier.

Your Social Security Number Your Occupation

Your Name @
Last Frs Wl BT Brfhiale HelghWeghi [

Your Address _____ e e e I g

Your Telephone Number : =

Iarital Status: O Single O Married; date of marriage Former Name ;:

O Divorced; date of divorce O Widowed; date widowed =
Hrs. Worked per Week Date Hired/Rehired (circle one) to full-time Annual Earnings §
e e ————
Please complete this section if you're enrolling dependents for coverage.
Spoust Last First, Midicthe fritial Relationship | Bivif Dt Sew Socki Secunify No. HeiphtWeight

1.

9 Dependents

3.

Are any dependents proposed for coverage over age 18, attending school full-time, and providing less than 50% of their own support? OYes ONo

If Yes, Name of Student Name of School Anticipated graduation date

Is anyone named in this application now disabled or unable to perform normal work- or age-related activities? O Yes DO No
If yes, please identify names, conditions, dates of disablility, and name and address of attending physician,

Please check the coverage(s) you're apphying for below, Availability of coverage(s) is based on your group's selected plan of insurance. If anyone
named in this application is waiving/declining coverage, please complete Section 6 on other side.

fungesia @ ‘“‘""'54,:3:# (£ ]

Type Applying For Waiving/Declining this Coverage For
Group Medical Coverage O  Myself O My Spouse O Myself O MySpouse
O  MyDependents O MyDependents
Please list the name of the Preferred Provider Network you choose {if applicabls)
Megup Term Life Coverage O Myself O Myself
(InciMwgg ADED if selected by your employer)
Group DepamwgL Term O  MySpouse O My Dependents O My Spouse O Myl ndents
Life Coverage @
Group Short Term E
Disability (STD) Coverage [ty self QO  Mysel =
Group Voluntary Short Term 3 MyS™eg $ *Can't exceed 60% of pre- a Poelf é
Disability (STD) Coverage disability Basic Weekly Earning oD
Group Voluntary O Myseif $ or multiple of salary O Myself =2
Term Lite Coverage O MySpoused O MySpouse =
(Includes Voluntary AD&D O Dependent O My Dependents =
if selected by your employer) @
Group Supplemental
Term Life GCoverage O Mysef & O My Spouse § O Myself O My Dependents
{Includes Supplemental AD&D if selected by yge®Employer) O My Dependents O My Spouse
Group Long Term Disability O J®elf P15l f
(LTD) Coverage
Group Dental Covergg O Myself O My Spouse O Myself O  MySpouse
(Underwritter fys®ta Dental) O My Dependents O My Dependents
Please |isi® name of the provider you choose for Delta Care (DHMO)
T Vision Coverage O Myself O My Spouse O Myself O NMgguse
I;I l'u'l_y Dapgnnglﬁ_" O My Dependents
For Office | |
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