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DO ANY OF THE PERSONS LISTED ABOVE HAVE ANY OTHER GROUP MEDICAL/HEALTH COVERAGE? D YES I___I NO

If yes, please provide person's name and name of other insurance carrier

ELECTION OF HEALTH CARE COVERAGE UNDER THE EMPLOYER FUNDED PLAN ADMINISTERED BY THE HEALTH PLAN, CLAIMS SUPERVISOR

I hereby elect coverage for myself, and for those eligible members of my family listed on this enrollment application, for the benefits offered through the Employer Funded Plan ("Plan"). Eligible family
members may include my spouse, children as defined within the Employer Funded Plan Participant Handbook, and unmarried children of any age if prior to reaching age 26, they are incapable of self-
sustaining employment by reason of mental or physical handicap and chiefly dependent upon me for support and maintenance. All persons listed on this application, including myself, shall be referred to
as the "family unit."

Iagree for myself and other members of my family unit to be bound by the benefits, deductibles, copayments. exclusions, limitations, and other terms of the Plan. as is or as amended, as defined within the
benefit provisions of the Plan. Furthermore, I agree to provide to the Plan any legal or other documentation to verify eligibility (i.e marriage license, birth certificate, driver license, voter registration)

I understand on behalt of myself and eligible dependents, that certain information may be disclosed to other entities. (This disclosure is further explained in your Employer's Privacy Notice).
If I am required to contribute a part of the premium, I hereby agree to pay, in advance, the amount due to the Employer.
I hereby state that all information furnished by me here is true and complete to the best of my knowledge and shall be deemed representations.

INSURANCE FRAUD WARNING: "Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing false or
deceptive statements is guilty of insurance fraud."
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