Lincoln Benefit Trust
Self Funded Health Benefits

Employee’s Last Name First Name

Enrollment Application
& Change Form

(Please print or type)

. GENERAL EMPLOYEE INFORMATION | TR :

Mi

FOR OFFICE USE ONLY

School District:

2018

Effective Date:

& New Enrollment

0 Add Dependent (O Address Change

)

O Enroliment Change O Open Enroliment
U Name Change

O other (explain

Highmark PPO Group #:

Highmark Classic Blue Group #

Social Secunty # Date of Birth Sex
Home Phone # Date of Hire Marital Status.
Present Address City State Zip Code

Deilta Dental Group#

Davis Vision Group#

New Group #:

LIf changing status or information, please indicate type of change (check all that apply)

a Name 1 AddressiPhane JAdd Dependent 1 Other (describe)

[. ENROLLMENT / CHANGE INFORMATION
First Name & Middle Initial Social Security Date of Birth | Sex Elect (add) Disabled
(show last name only if different from smployee) Number or Remove? | Dependent? PPO Dental | Vision
- N 0 Elect
Employee (Indicated Above) -=--------~--. .- - =====-=------{Indicated Above} - -~---- 25 D Remove
Spouse 3 Elect
J_Remove
 3on 2 Elect
3 Dau 2 Remove
- 3en 3 Elect
J Dau J Remove
dSon 2 Elect
1 Dau J Remove
d Son 0 Elect
JDau J_Remove
d Other O Elect
Describe J Remove

If a Dependent does not live with you or the last name differs from yours, please explain.

lil. MEDICARE INFORMATIO

: e . Effective Dates
?
Medicare Recipient Health Insurance Claim # Hospial (Par A) Nedical (Part B Disabled
0 Yes O Yes
d No J No




L) 2 RA DR it U e ] DR & 9

Compiete f YOU nave any other Aeaith care coverage with another insurance company Complete f DEPENDENT has ather neaith care toverage with another insurance company
Name of Employes Name of Insurance Co 1D / Policy # Name of Dependent Relationship to Empioyee Name of insurance Co

V.- EMPLOYEE AUTHORIZATION

AUTHORIZATICN: | cenrtify that the informaticn pravided an this farm is frue 1o the best of my knowledge Any person who knowingly and with intent to defraud any insurance company or other person files an for

or nent of claim containing any
materially false information or conceals for the purpose af misleading, information concerning any fact matenal therets commits a fraudulent insurance act, which is a crime and subjects such persen to criminal and civil penafties. | acknowledge and agree that any
perscnally identifiable heaith :nformation about me or my anroiled dependents :*Protected Heaith Information”™) is protected by The Heaith Insurance Portability and Accountability Act of 1996 (HIPAA) and ather piivacy [aws, and that, in accordance wth those laws, Lincoin
Benefit Trust and t's plan administraters may use and disclose Protecied Heaith Information for payment, treatment and health care operations. | understand that his form anrolls those sligible persons listed above in the benafit slan described in the agreement between the
pian and my employer. | authonzae any payroll deductions raquired for the ‘coverage 3nd recognize that | must formaily enroll my dependents an this form or they will not be covered.

TO ELECT COVERAGE (must sign if coverage is elected)

1. I hereby apply for benefits provided by my Employer's Group Plan. | reserve the nght to revoke this authenzation at any time upon written notice,

2. I hereby certify that the Dependents listed are my dependents as defined in the Summary Plan Description. | agree to notify the Plan Adninistrator of any changes in status of any dependent or of any additional dependents | may
acquire

3. In the event my dependents or | suffer illness ar njury because of an act or omission of a third party. | agree to so advise the Plan Administrator

4. | hereby authorize my physician to release medical infarmation fo the heaith plan insurer or administrator

TO ACCEPT COVERAGE
\haebymuewewmyer'onmesaarjmmsdapmzne::nbawmedbyme’iu‘odhmeﬁmfamem:fmyheamcaemﬂts. Emderstandhatmiess[emasenmamwmmmg::ti.e..rrmage,m.deahdaqxuseorm,
bmarampmdacmu,mmdemﬁcwmofa spousezdmmherevensasde(meduy'?eP‘anAmmma%oﬂ,me.dwmffemmParm:sﬁeo:wmnelnmydﬂmgemybmeﬁtelm‘

Employee Signature Date

TO DECLINE COVERAGE (must sign if coverage is declined)
TO DECLINE EMPLOYEE COVERAGE

lunderstand that | am eligible for benefits under the Group Health Plan. | certify that benefits under such Plan have been explained in detail. After careful consideration. | decline coverage under such Plan for myself.

Employee Signature Date

TO DECLINE DEPENDENT COVERAGE

| understand that my dependents are eligible for benefits under the Group Health Plan. | certify that benefits under such Plan have been explained in detal. After careful consideration, | decline coverage under such Plan for my
dependents,

Employee Signature Date

Signature Title Date




