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On the day your coverage begins, wi any family members above be covered by other medical, denta or Medicare Insurance?  H Yes  H No  lfyes, please complete this

section and attach a copy of the card.  Please use extra paper if more than one additional polity will be in force..,J

Coverage type (please attach copy of other medical insurance card .         inedicalHDental Name of policy Holder:                                            Date of Birth:
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ACCURACY OF INFORMATION:  On behalf of myself and anyone enrolled on or added to this application ("Us"),I understand and agree that any omissions or incorrect statements

knowingly made by Us on thimydependents(includingmyeligibilityforthatothercovermydependents'othercoveramarriage,birth,adoptionorSaSa8pla pplication may invalidatpouse)becauseofotherge(oriftheemployersteends(oraftertheempcementforadoption,IemyahealthOPSConIoyerstmaybend or my dependentscoverage,Imaybeatributingtowardmyopscontributingtowabletoenrollmyself ' coverage.  NOTICE OF ENROLLMENT RIGHTS:  I understbletoenrollmyselfandmydependentsinthispolicyifiormydependents'othercoverage).However,Imustreqardtheothercoverage).Inaddition,Iunderstandthatifandmydependents.However,Imustrequestenrollmenand thanthispOuestenIhaveatwithint if I decline enrollment for myself orIicyifIormydependentsloserollmentwithin30daysaftermyornewdependentasaresultof30daysafterthemarriage,birth

adopEItion or placement for adoption. To request special enroll     nt or obtain more information, I can contact PHP Customer service at 517.364.8500._d___gNH"RfrIviref.Cfj427L{ffasrjRlrfesjNgrved.
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12/2018 Medical coverage is a product of physicians Health plan                        Dental Insurance is a product of Delta Dental plan of Michigan


