
Apptication for: plMedical pelta Dental Waiver of Coverage: I decline coverage for:

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

! Dependents only

A. Employee & Farhily lnfomation ]-

il:iKn:'Fail il;i. rhil\lrl llYtlli' n i"#ti**r \t o[aq
iffi::,. lr r 9 )sboen p.n PO Box

U

Apt. No. l"hvrq't l,^rn
t'fi 4qa rs

f'ffil,cn,(4n b?dd;'L( )

Hmail"th[ 0 l"nolr t/ a aw\rril.(nvA
.anguage preterence

vnans.V^\
3if:"n |,lt o7-4?)o'P' I 

rrnniciu Marital 9tatus: -^.- 
f

L__l ulvorced
"EDsindte| | wrooweo

! Married
n Separated

Independent Contraclor?

I Yes Ft" ,"*(ggh&,ffir0ru fa rnitr,t*' ffi;'a ffi5t #,ffi,,.""
Currtn\ Patient?

cJ*
Plegse [iCt familv memben{io"be covered urd&"ihis policv, Plea$4rfiaCtr aOditionat form if needed. Wriielame as ii.Soeld,anoear ot lD Card.

Flrst Name M.t. Last Name
Social Secunty

Number Relationshio Gender Date of Birth
Primary Care Physician

First & Last Name
Cunent
Patient?

I Y/N

2 Y/N

Y/N

4 Y/N

S Y/N

B. Coordination of Benefits *.(fig$bre to complete th.is Sittion mav resu.lhinde&a STfil-i*r rollrntrut-oi++lcim navm
p11the day your coverage begins, will 4ny family members above be covered by other medical, dental or Medicare insurance?
MNo Ll Yes If ves, please complete this section and attach a conv of the card. Please use extra Daoer if more than one additional oolicv will be in force.

Name of
Policy Holder

Policy Holder
Date of Birth

/Coverage type (please attach copy ofother medical insurance card):

! Medical Insurance ! Medicare I Dental Insurance
Insurance Company
Name & Phone Number

Policy
Number

Policy Holder's
Employer

Medicare
Policv Number

Medicare Part A
Effective Date

Medicare Part B
Effective Date

Medicare Part D
Effective Date

Medicare Part C
E,ffective Date

Reason for Medicare: !End Stage Renal Disease

! lisability D Over ase 65 l-lOuer aee 65 and workine
Please list everyone
covered bv other insurance:

Coverage
Dates:

C*EmplW&E Signature - fhis farm must be sisned bv the emnlovee even if waivin& coverage. 1 4t ,..)

ACCUR{CY OF INFORMATION; On behdf of myself md myone enrolled on or added to this application ("Us"), I understmd and agree that any omissions or incorrect statements
kuorvingly made by Us on this application may invalidate my and/or my dependents' coverage. NOTICE OF ENROLLMENT RIGHTS: I understmd that if I decline enrollment for myself

ends(orafertheemployeIStopScontibutingtowaIdtheothercoverage)'
adoption.lmaybeab|etoenr9/1y;e|fandm}dependentS'However,ImuStre{ueStenro11mentwithin30daySaferthemanage,bifh,
speiral enrolf ment o, oorur" {orl Jft$-atjtn. tcan contacrf IIP Cusrofmr36f,fie al r 5 17 | J64-8500. | /_- r C)n " I ftit ^-r'f- *-/---- 

- 
Daresigned I cJ' lyEmplolee Signature -< |

D. For Emplover Use onlv - must Fe completed:in ordCr to pfuceii ' , " "

Group
Narne:

Group Number: Sub GrouP

Number

LIASS

Number
Effective,
Date. 1 y'

t/
Qualllylng
event date

Qualilying event reason: [i Open Enrollment

fl'Ne* Hire E Retum ! Starus Change

l-l othe. (Specift)

E|Full Time

E Putt ri-.
llUnion
SNon Union

Salaried
Hourly

tr
w

F-mployer Represenrarive printed Name: Mrrhr*l lSiih'| - Ynon"Nu^urr(€1132L411V-r.
Date Signed: lS lt L 

,')>
Fmp|oyerRepresentatireSignaturet,,qui,,a|:-..--f'-.'f

For cuesti$irt resardine this form. olease e.mail- nhn.enrollmena(Aolisrhin.ors oi cail the PHP -Enrollmenl DeDarlment at (5l'n 364-SJ20

Send completed fbrms to:
PFIP insurance Company
PO Box 853936,
Richardson, TX, 75085-3936
Or Fax to: (517) 364-8416
ATTN: Enrollment Depafimenl

Enrollment Form

PLEASE PRINT LEGIBLY

C PHP Insura*t* fompany

7/l1 Med'cal coler.ge is aF)dud oI PIP Insurdce CoDtaD\ DcDbl Insudnce rs aproduct ofDclta Derlal Plan ofMchigaD



Application for: [} Medical EDDelta Dental Waiver of^Coverage: I decline coverage for:
g

ff,fEmployee & all dependents ! Spouse only
Reason: ! Covered under another health plan n Other (specify):

! Dependents only

A. Ern'ployee & Familv-Ilformation ...;,. ,:--...,;:- i

[:il. l(q"l-hq, I ;yllll' € SocialsecuritY r Lo- r5 ,7 t t 1
t"tlana. nq-

Street . ^ F
Address Ll tb Holmt s 6t), PO Box

State

MiApt. No.
Zip-qffitL

Home I Work
Phone(?3{ )175-(6\11 phon. (X17 ) 3al-Llrqq 'Tii'no.k-alhv11 n cr(ywJi corn

Lansuase oreference

E-'no-Uith

3il;"n ot lso lrcl 
cendel 

I ''?*i J.c Marital ustatus: I ltlSingle ' n
l-l widowed n

v4anied I Divorced
ieoarated

Independent Contractor?

I Yes MNo
Primarl Care Physician

Last Name/First lnitial Ciw/Phone

Current Patient?
Y/o

Please list family members to be stivdfed under this potittT PleaCC attach additftiialftiffifffi{rfied. Write ntmC ss la ahordd appe* on tD Cttd.

First Name M.l. Last Name
Socral Security

Number Relationship Gender Date of Brrth
Primary Care Physician

First & Last Name
Cu[ent
Patient?

Y/N

2 Y/N

3 Y/N

4 Y/N

5 Y/N

B. Coordinatisn of Benefits * iFailure to comri*eie ihis section mav result in heij in enrollment or claim paflmentsl
On the day your coverage begins, will qny family members above be covered by other medical, dental or Medicare insurance?
ElNo n Yes If ves, please complete this section and attach a copv of the card. Please use extra paper if more than one additional policv will be in force

Name of
Policy Holder

Coverage type (please attach copy ofother medical insurance card):
n Medical lnsurzince l--l Medi"a." [-l Dental Insuranoe

Policy Holder
Date of Birth

Insurance Company
Name & Phone Number

Policy
Number

Policy Holder's
Emolover

Medicare
Policv Number

Medicare Part A
Effective Date

Medicare Part B
Effective Date

Medicare Part D
Effective Date

Medicare Part C

Effective Date
Reason for Medicare: llEnd Stage Renal Disease
[-l Disabilitv l-'l Over aee 65 l-louer ase 65 and workins

Please list everyone
covered by other insurance:

Coverage
Dates:

C. Emblotee'Signature --ihiC torm m{st:fudtisned bv themffiee eten if taitins Coneitsi.f1'i *'"*? *: ri}*, ,,,
ACCURA.CY OF INFORMATION: On behalf of myself and myone enrolled on or added to this application ("Us"), I understmd md agree that my omissions or incorect statements
knowingly made by Us on this application may invalidate my and/or my depe ndents' coverage. NOTICE OF ENROLLMENT RIGHTS: I understand that if I decline enrollment for myself

ends (or afer the employer stops

adoption, I may be able to
specral enrollment or obrain morgzfnfo-marion. I car cog,lacr PIIP Custotner Sen ice al (517) ]b4-8500.

^ // -H /-/' ,r.t..
Lmplulee Signature Date Signed V5/ l\
D. For Emplov'er.Us€ onlv i,i.fCt be cMpleted in order to process ,4;,:: :t ": -- i,@ ;' : ' '
Group
Name:

Group Number: Sub GrouP

Number

UIASS

Number
Effective
Date:

Qualrtytng
event date

.Qualifying event reason: ! Open Enrollment

fifNew Hire ! Retum ! Status Change

n Othe. (Specifi')

o4jFull rime
! Part Time

llUnion
pNon Union

I Salaried

p Hourly

Employer Representarive Printed \ame: lu\i&riil -8,4V ehone Numue(:f1 714L9'/?r<,
Emp|oyerRepresentatireSignature,,",,,,"oDateSigned:,1s,/t8f'}J
,For questions res$tdius this form. please e-mnil - nho.enrulllirifr#nhnmm.orq or call the PHP Enro*lmenl Department at (5Ifl 364-8320

Send completed forms to:
PFIP lnsurance Company
PO Box 853936,
Richardson, TX, 75085-3936
Or Fax to: (517) 364-8416
ATTN : Enrollment Department

Enrollment Form

PLEASE PRINT LEGIBLY

i;} Pl-tP Insurance {ornpany

7 | 11 Medical co\ erage r s a pr.duor .1 PI P lnntrancc Conipanl Denbl lrsuarce is a foducl ofDcla llental lrlan ofMchrgin


