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' Gmup ¢

21 New Emrollee (1 Add Pependent

Fvent: [1Marrage U1 Rirth o Adoption
O Court Order (See Instructions)
{1 uit for Adoption
Cl0thet (See Instructions) Explain:
1udicate Event Dadey _ /. f ..
Add CHealth [ Dental
Coverage: [ Term Lile O Nependent Life

O Shaovt Term Disability (8TD)

[ Leng Term Tiaabiliy (LTD)
Ul Chunge Primary Gare Physician (PCP) or Primary
Care Dentlst (PCDY, Reaso;

Sucial "u..c.urlly‘Nl.lmht’l‘

e

) Cancel Enrollee Canccl Dependent
List names of those canceling in seclion 4 below

O bivorce [0 Death

[7) Tarminated Employment
Indicate Event Date: / /
[l veaith O Dental

O Term Life [ Dependent Life
{7J1LID

M Change Addrcﬁs/Numc

[ Declination of Goverage {refer to scction 10}

" Category

Eveni:

Cancel
Coverage:

Birth Date (Mo Day Yr)

BlueCroas Blucshicld
of Texas

O Marrled O wirth or Adoption
O Suit for Adopton {0  Court Order
{2 Luss of Coverage (provide Centification of Goverage)
L Other. Explain:
Indicate Event Date! A e

Arc you applying az a result of a Special Ensollment
Event? [ Yes CINo If yes, Indicate Event Date;

ENROLLMENT APPLICATION/CHANGE FORM

FORT DEARBURN LIFE
{NSLTRANCE COMPANY

<

Health (select one)

— PLAN A
—— PLAN B
— PLAN C

CSECTION 3 — SELECT YOUR COVERAGE

Enrollees {(select one)

O Employee Only BlueChotcc® Network
i1 Employeo/Spanse [-1 BlueChoice Solutigng™
M Employee/Child (rend Network

O Family

Ll 1Do N(') ' APPLY

PPO Network (select one)

Last Name Firsl Middle Socinl Socurity Numbes
e f J I ! ——
fex Employment Date (Mo Day Ye) | Name of Employer Payroll No. | Work Phone No.
I Male O3 Female i ( )
Home Address — No, and Sireet Address City State Zip Do vou wsully work #f least 30 kours [ Home Phone No.

a wiek for this employer? O Y [IN

{ }

Compleie only if you are applying fur I

Emplnyucfﬂnfﬁ“ﬂe'ﬂ Name

mﬂapendunﬂ Namne [ Husband 13 Wifc

ﬂ covevage. Primary Lunguage:
o vou have a dlbal:.iluy affecting your ability to u:m:mmix ale o 'N-‘ld-‘

) Yu. [} No n(hu.,fiho upr.-cla] cc:mmuﬂi

71 Checks here 10 reguest a spanish Membor Handbook

l'Jn]:e;;;H;:lTl's Socinl Seg\lrity Nn ) DOB (Mo TJ:lly ¥r} - ﬁ}stnc Address, If different — No. and Siregt Name City Slate Zip

_“hll);‘lténdnlmt’; Name‘ EI_S(‘H‘I ﬂ aughler .

_UE'I')Ll'ldLI'I.lb Suciul HEcnrity Nn. DOB (Mo 1day Yi) Home Addresg, if different — No. and Sireet Nume City Stale Zip
Dependent's Social Seeurity No BOB (Mo Day ¥r} | Home Address, if different — No.and Stredt Nume Clty Btate Zlp
Dapandant‘; Name Uson [ l"l.';-:llgllltr .

Dependent's Social qecuﬂi‘;ﬁ;r DOB (Mo [)gy Yi9) ‘}-i“nnm Address, if clli’ﬁ:'.rua-.ntwL No. and Sirest Nama Clty Btute Zlp

Spouse Volun
6 mos. to older

Dep Child Yolume — 15 ¢
Students §

wGmos f__ L,

Shart 'l'cnnﬂi\u\llily (81

I Apply 1 1 Do Not Ap

PHmary | Natge Inlttal las Name Relatepshiy Date of Bleth

Benefloiary S / )
Contlngent Pirst MM Inittal N‘ Relatlonship Date of Birlh Social Securit™
Reneftelary !/ /

EB/GMET 1002

£750.044 nAns
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. ENROLLMENT APPLICATION/CHANGE FORM

CRection # " Dept ol Ser.:urﬁy Numbet
R BluaCross BlueShield 0 FORT DEARBORN LIFL
P @W of Texas INSURANCE COMPANY
Category .

Arc you applying as a result of n Special Enrnllment

SECTION 1 — ENROLLMENT EVENTS

1 New Enrolles {1 Add Deperident ] ¢ancel Enrollee 7 Cancel Dependent
Fvent: [JMarriage [0 Birth or Adoption List names of those canceling in sectlon 4 below Event? (1Yes [ Ne If yes, Indicate Event Date:
B(‘;u::x;: ijlr;'pgi‘jcc Inslruclinna) Event: [CIDoree [ Death 0 Marred [3  wivth or Adoption
Suit for Adoption
L1Othet (Sec Instructions) Explain: 1 Terminated Employment C1 Sult for Adeption 1 Coust Order
E H /
indicate Event Date: ./ [ — Indicute Event Date ” /— £ Loss of Coveruge (provide Cenification of Coverage)
Add 1 Health [0 Dental Cancel U3 Health O Dental
Coverage: [1Term Wfe () Dependent Life Coverage: O Tetn Life [0 Dependent Life O Other, Explatn:
O $hort Term Disahiltty (STD) [18Th iJLID

7 Long Term Disability (1T}

[} Change Primary Care Physician (PCP) or Primary £ Change Addresa/Name .
Cawe Dentist (PCD), Reason: [ peclinatlon of Coverage (refer to section 10)

. GECTION 2 — PLEASE TELL US. ABOUT YOURSELF

Last Name First

Indicate Event Date: [ S

Middle Rirth Date (Mo Day ‘rr) gocial Security Number

"gen Employment Datc (Mo Day Yr) | Name of Employer Payroll Mo, | Work Phonc No, ’
CMale T Female | ; i ‘ ( )
Home Address s No. and Sireel Adrl ress Lty State 2p £ you usualty work t least 30 hours | Home Phone No.
a week for this employer? C1Y N { )

1

PP Network (select one)
BlucChojce™ Nelwork

Health (select one) Enrollecs (select one)

[ Employes Only

— PLAN A [71  tmployce/Spouse 1 BlueCholee Solutlons™
—_— PLAN B 1 Employee/Child(ren) Nenwvork
—— PLAN C [ Family
-~ Ll 1 DO KOT APPLY )
Complete only if you are applying far HMO coverage. Primary Language: [ Check here w request a Spanish Member Handbook

Comn nlcmion mm--l 1

Do yal have 4 dimbﬂu) wifacting your ability o commumicate or risud? Ul Yoes
- SECTION. 4 -~ COVERAGE OPTIONS: i

Employec/Enralice’s Name

l'mpendcm‘s social Securlty Nu‘ DOB (Mo Dy ¥r) Home Address, I different — No. and Street Name City State Zip

mpendmm Nurre []Son LJDuugme'

Dependent’s Sucj.u] securlty No. OB (Mo Day Y1) Homo Address, 1if dlfferent — No, and Street Name Clty Slite Zip

nepmumﬂ, Nnme M&on 1] Damghu‘f |

-Dcpc_‘ndcm‘s Soedub Security Mo, DOB (Mo Pay Ye) | Home Address, If different —= No. and Streat Name Clty e Zip

Dependent's Name [ Son LI].):\IIB“;‘““"

Dependent’s Social Security No,

\ ‘ Sulary I3 Hourly Wage Rate $__ " per [ Howe 01 Week [ Munth ] Yeur

Group Basic Life & AD&D 121 TApply &} ! Do Not Apply  Amounl £ \ Gronp Suppla m,ma.l [lf(. 03 T Appy, 11 1 Do Nat Apply  Amount §____ 5,

Spousc Yolurwg_ .. Dep Child Yolume - 15
6 mos. to older Sdents §

v & mos. §

Irimiry { Nume tnltial Last Name Date of Blrth Securlty No
Beneficlry / /
Contingend First Name Initial Lashdyame Relationship Dute of Bleth Social Becuriiy™sp.
Beneficlary / /

EE/CHGY 1803 IRl PE Y]
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METROPOLITAN LIFE INSURANCE COMPANY
ENROLLMENT FOR GROUP DENTAL COVERAGE

Metlife
TO BE COMPLETED BY EMPLOYER

Group Name:

Group Number: Subdivision: Branch:

Effective Date of Coverage Cancellation Date of Coverage

TO BE COMPLETED BY EMPLOYEE

Pleasa print clearly and be sure to sign and date this form. Return your completed form to your employer's officea.

Your Name:

{Last) (First) {Miadie Initial)
Yaour Address:

{Streat) (City) (State) {Zip Coaa)

(Mo./Day/Yr)
Social Security Numbaer: : Date of Birth: P
(Mo./Day/Yr)
Work Status: (D Active 3 Retired Date of Employment: | |
(Mo./Day/Yr1.)

O Orlginal COBRA Effective Date: ] |

Sex: O Male [ Female Marital Status: [0 Single 0 Marrled D Oivorced 0O Widowed
I receivad and read a copy of my employer's current aniouncement of the group plan.

- | want to be covered under the group plan for which | am or may become aligible.
O | want personal covarage only. [ | want personal and dependent coveraga.

My Dependent Coverage is for: O Spouse  [1 Spouse and Child(ren) [l Child{ren) Only
(Mo./Day/ ¥t}

Spouse’s Name; Date of Birth: ]

Name of Child{ren): Date of Birth: |

Date of Birth: [

Date of Birth: |

Date of Birth: I

+ | authorize my employer to deduct from my pay any required contributions to the cost of this
coverage,

O | do not want to be covered far the group dental benefits for which | am eligible.

| declare that the information given above is true and complete to the best of my knowledge and betliel, and that |
am actively at work on the date of this enrollment.

»Signed (Employee) Data

G1000.DENTAL-ENROLL MARZ2R SCREIDE/DN



