
Send completed forms to:
PFIP Insurance Company
PO Box 853936,
Richardson. lX. 75085-3S36
Or Fax to: (51'l) 364-8416

Enrollment Form * Pl'iP Insurance {ompany

ATTN: Enrollment Department PLE,ASE PRINT LEGIBLY
Application for: S Medical I Delta Dental Waiver of Coverage: I decline coverage for:

! Employee & all dependents n Spouse only
Reason: I Covered under another health plan n Other (specify):

! Dependents only

A. Lmployee & Famitv Informafion t.i
Emplol'ee's
Last Name L- ri il'Y

Middle ,r\
Initial t )

SocialsecuritY 
|ri:; q1 < rq \

First .1., t
Name .//pef; M inr:l-t

City --1".J i '
L J( ' L"Jn, .n

State
ltA -,./l r-L

Zip' tl,?{a }
Street
Address / -5 

t4q + f ,ln{f,- Apt. No.PO Box
Home I Work
Phone i $y tt ).Kl i ') r'. r- | Phone t

Email J
/' 4r,,.f-*".1:ttin rn@) -* ^^ r,'f t" ",*'t

Language preference
/^l
1,1)l!/:A

Dare . l Gender
of Birrh /i - , 7. x, | :1

Ethnicitv r4tAl.s- /<

Marital 
-Status: Sinlle " M Married llf Divorced

Widowed n Separated
lndependent Contractor?
n Yes nNo

':-\ ' 
f.L)r t.U ll;o,,_ 5, f

Lasl Narne l-irst Ini(ial J v "

Primary Care Physician

Lcini,t;', lftJ
(t; t7)3(,4'gb'g{) Curreqt Patient?

{?z N

P|ease|istfami|ymembe*to.becoveredunderthispo|ic'y.Please"tt"ctrautii

First Nanre M.l. Last Name
Social Security

Number Relationship Gender Date of Birth
Primary Care Physician

First & Last Name
Cuffent
Patient?

I f#, 4 LF*t*'^* 47./'an-nq't lr,,1r- I
f 5-l-*r II

\ f,t,rn,:lr ;: t, I f\,,,r..
0yN

2 lt/a
i \-.Iil,t'r,, rn { ..1 r :51.L8.A(N fl4 {-l'ts / \ ,7 ,

i. .! , \^1 1)t- / i-i
0p/ N

J Y/N

4 Y/N

J Y/N

B. Coordination of Bwcfits - lF.ailure tochrfiplete this section may result in delays in enrollment or claffif SfoEtents)
On the day.your coverage begins. will qny family members above be covered by other medical, dental or Medicare insurance?
XNo lYes Ifves,pleasecompletethissectionandattachacopyofthecard. Pleaseuseextraoaoerifmorethanoneadditionalnolicvwillbeinfbrce.

Name of
Policy Holoer

Policy Holder
Date of Birth

'Coverage type (please attach copy ofother medical insurance card):
fl Medical lnsurance l-l Medicare l--l Dental Insuranoe
tnsutarrce Cotnp"at y 

-l-P"l"L

Name&PhoneNumbef .lNumber
Policy Holder's
Employer

Medicare I Medicare Part A
Policy Number I Effective Date

Medicare Part B I vedicare Part D --' I Medicare Part C
Eff-ective Date I Effective Date I Effective Date

Please list everyone
covered bv other insurance:

Reason for Medicare: lEnd Stage Renal Disease

I Disabilitv ! Over age 65 nOver aee 65 and working
Coverage
Dates:

C. Erf"plovee Signature;+**fhis form milst-bebisned bv the emdCIvtr.eileaif"ruaiviriifroverag€.
ACCURACY OF INFORMATION: On behdf of myself and anvone enrolled on or added to this application ("Us"), I understmd md agree that any omissions or incorrect statements
knorvingly made by Us on this application may invalidate mv and/or my dependents' coverage. NOTICE OF ENROLLMENT RIGHTS: I undentand that if I decline enrollment for myself

adoption, I may be able to
special enrollmenl or obtarn rnore in&m],!,{ion. I can contacl PI-[P Customer Sen ice al l5 | 

-) ]6,1-8500.

Lmplor ee Signature

D. For Em,ploler Use onlv =filust be eompleted in order to process , a:1

Group
Name:

Group Number: Sub GrouP

I r )O( ) I q9{-, Number /P"6}
L lass

Number
Effective
Date:

Qualifying
event date

Quglilying event reason: ! Open Fnrollment
.KN." Hire n Retum ! Sratus Change
l-l other (Specifu)

FlFull Time

n Part Time
LlUnion
n Non Union

E[ Salaried'! 
Hourly

Phone Number '517 
--321'?/q/

oatesienea: 3k2y' A

For ouestions resardins this form. nlease e-mail- oho.enrallmenr@-nhnmm.oru or call fhelPllP Enrollment Denartn&u**t {517} 364-s32$

Medrcal coverds€ rs a Foducl ofl']lp hNuraDcc Compani DeDlll Lrsuanoc rs a F)dnct of Della Dnul l'lan oi Mlchgan


