Send completed forms to:

PHP Insurance Company, PO Box 853936,
Richardson, TX, 75085-3936

Or Fax to: (517) 364-8416

ATTN: Enrollment Department

Change Form Q PHP Insurance Company

oyee must sign this form for anything other than a termination of employment.

sit appears on'ID Card)
Last r
O\, ver

s

Date of
Birth /

Social Securit

Number 372/ 0 /9‘{“‘

1 B2

Name

; rimied o Y
Change Address to:

Change Name from:

han. verage

Effective Date of

i Addiﬁdns:

[J Add Medical Coverage

' lealif‘ying cvént rcason;
[ Birth O Adoption [] Marriage
[ Loss of other coverage [] Other (specify):

Addition:
/ /

[J Add Dental Coverage

. Terminations:

[ Denta!

All coverage [] Medical

Effective Date of
Termination:*

Reason:
%’I‘crminau’on [ Death [ Now meligible
Divorce [ Dissatistied [ Other (specify):

For employee and all
covered dependents
[ For dependents listed

\0/3\/\1

Effective Date of change
/ /

below

3. Changes: Reason

I} Change to COBRA cover.

Social Security Date of Medical Insurance available from
First Name M.I Last Name Number Birth Gender| Relationship his/her employer?

Oadd

[ODelete / / / /

[OChange

[JAdd

[ODelete / / / /

[OChange

CJAdd

[ODelete / / / /

[OChange

D. Coordination of Benefits (Failure to complete this section may result in delays in enrollment or claim paymen
On the day your coverage begins, will any family members above be covered by other medical, dental or Medicare insurance?
ONo [Yes if yes, please complete this section and attach a copy of the card. Please use extra paper if more than one additional policy will be in force.
Coverage type: Name of Policy Holder
[ Medical Insurance Policy Holder Datc of Birth

/ /

[] Dental Insurance [] Medicare

Insurance Company Policy Policy Holder’s
Name & Phone number Number Employer
Medicare Please list everyone covered by other insurance Coverage Medicare Part A
Policy Number Dates / / Effective date
/ /

Reason for Medicare: [ End Stage Renal Disease Medicare Part B Medicare Part C Medicare Part D

UDisability  [J Overage 65 [ Over age 65 and working | Effective Date Effective Date Effective Date
— — — S — L — N — N 4
(this form must be signed by the employee unless canceling coverage due to employee termination

ACCURACY OF INFORMATION: On behalf of myself and anyone enrolled on or added 1o this application ("Us”). ] understand and agree that any omissions or incorrect statements knowingly made
by Us on this application may invalidate my and/or my dependents’ coverage. NOTICE OF ENROLLMENT RIGHTS: [ understand that if I decline enrollment for myself or my dependents (including
my spouse) because of other health coverage, [ may be able to enrolil mysclf and my dependents i this policy if 1 or my dependents lose eligibiity for that other coverage (or if the cmployer stops
contributing towards my or my dependents’ other coverage). However, | must request enroliment within 30 days afier my or my dependents’ other coverage ends (or after the employer stops contributing
toward the other coverage). [n addition, I understand that if | have a new dependent as a result of marriage. birth, adoption or placement for adoption, [ may be able to enroll myself and my dependents.
However, [ must request enrollment within 30 days afier the martiage, birth. adoption or placement for adoption. To request special enrollment or obtain more infonnation, | can contact PHP at

517.364 8500.

Employee Signature

Date Signed / /

_F. For Employer Use Only — must be completed in order to process . :
Group Group Sub Group Class Effective
Name /‘{\QJ\)\A.\.‘W‘M POD_\.CF Number L~000 15 4, Number OO0 Number Date )} /1,307 ‘q’

Employer Representative Printed Name: Ma\ BI\SLQQ
‘ - |

Employer Representative Signature (rcquired)Mf //%7 Date Signed: o / é ¢ /\ }

* By checking this box, I certify that the affected individual was notificd of the loss of coverage prior to the termination date.
1—ph I pmmn.org or call the PHP Enrollment Departme;

7

[10)

Medical wyetage is a product of PHP Insurance Company Dental Insurence 15 a procduct of Delta Dental Plan of Michigan

2712



Send completed forms to:

PHP Insurance Company .

PO Box 853936, 23

Richardson, TX, 75085-3936 Enrollment Form O PHP Insurance Company
Or Fax to: (517) 364-8416

ATTN: Enrollment Department PLEASE PRINT LEGIBLY
Application for: )E Medical [ Delta Dentat l Waiver of Coverage: 1 decline coverage for:
[ Employee & all dependents O Spouse only {J Dependents only

Reason: [] Covered under another health plan [ Other (specify):

[ A Eniploye; ity inforn S = = ==
Employee’ First Middt Social Security |

L;n;f N{z:xe:es );\ J—L\ Nl;:ne /i /_51/‘,‘ = lnilziaic/ ‘4 { Number - 1 6 ’/ 4 - /054
5 City, . Stat Zi

Address / '%Z 4 J 5/(/@ PO Box Apt. No. ‘ Troveese {4y | MT 4 96 8¢

Home Work -~ Email j Language preference

Phone ( y Phone (517 ) 24/ - 8473 J‘/S#f,,/bi,[%fa @ Lol ol = hn ) Sh

Date Gen Ethnicity Marital Status: [] Single Marricd [cLbivorced

o Birtn 4 ﬁdﬁ 7 /?7{ wWhi %c/f [ Widowed [ 'Separated

Independefit Confractor? Primary Carc Physician Current Patient?
Y/N

Social Security ' Priary Care Physician " Current.

First Name M1 Last Name Number Relationship | Gender | Date of Bigh First & Last Name Patient?
1 : Y/N
Armoocn & Fde  |380-0-15Wibe | F [4/5/98] bonnit Lyo-
2 / ‘ 1w 7/ Y/N

LA&A/A Jo Lohh - b 37535 3084 Douihter| F 4‘/548/ i
* Jote ,nL:M F Fta 284474418 Do, | © /fz/:%# g

Y/N

5 Y/N

, 5 e to on may result in delays in enroliment
On, the day your coverage begins, will any family mi red by other medical, dental or Medicare insurance?
No_[T] Yes Ifyes, please complete this section and attach a copy of the card. Please use extra paper if more than one additional policy will be in force.

Coverage type (please attach copy of other medica! insurance card): Name of Policy Holder

[] Medical Insurance ] Medicare {7 Dental Insurance Policy Holder Date of Birth

Insurance Company Policy Policy Holder’s

Name & Phone Number Number Employer

Medicare Medicare Part A Medicare Part B Medicare Part D Medicare Part C
Policy Number Effective Date Effective Date Effective Date Effective Date
Reason for Medicare: [ ]End Stage Renal Discase Please list everyone Coverage

[ Disability [JOverage6s [J covered by other insurance: Dates:

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 this application may invalidate my and/or my dependents’ coverage. NOTICE OF ENROLLMENT RIGHTS: I understand that if | decline enroliment for myself
or my dependents (including my spouse) because of other health coverage, | may be able to enroll myself and my dependents in this policy if I or my dependents lose eligibility for that other
coverage (or if the employer stops contributing towards my or my dependents’ other coverage). However, | must request enrollment within 30 days after my or my dependents’ other coverage
ends (or afler the employer stops contributing toward the other covera ggJ. In addition, | understand that if | have a new dependent as a result of marriage, birth, adoption or placement for
adoption, I may be able to enroll pugfelf apd’my de; S S¥eT,4 must request enrollment within 30 days after the marriage, birth, adoption or placement for ado%))t’on To request
special enroliment or obtai fopdation, | aStomer Service at (517} 364-8500, /

o Date Signed /ﬂ 3d /'267[7

rpleted in :

Sub Gro&p

27 ‘ ’ " Group Nuﬁxbe}: o Class Effective
Name' &f\A&‘\Of\T %Ob‘\‘l e ’ Looo !s'q L " Number OO0 . Number Date:‘ 0 ,! - ! ?
Qualifying Qualifying event reason: [_] Open Enrollment Full Time [JUnion [J Salaried
cvent date ew Hire [} Return [] Status Change Part Time Non Union ] Hourly
iQ- \’“ \'-P Other (Specify) E

Employer Representative Printed Name: m i (,\"\4&&
Employer Representative Signature {required): ; / >

%" 5\/\0 0 Phone Numbef- &/ 2! 3 2{,:{//5/4/ 135
_ Y/ ZO

//) i Date Signed:
VA > om— ST = e

Rt Marbiea roverage it ¢ product of PHP insusance Company Dreral b save 15 a product of Dedta Deatal Plan of Michigan



