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Q Adding dependent(iistname(s) below) | EFFECTIVE DATE OF CHANGE

Q Termlnation of em

) loyee coverage
Q. Manlage N p!
Q Birth 9 QO Namechange (check reason below)
O Adoption (attach adoption decree) Q Leftemployment
QO Newstudent (attach cutrent class schedule) PYdas fame_ N Q Moved out ofarea
Address change (list new address below) Current name Q Payroll deduction too high
COBRA coverage {list name(s) below) 0 Otherinsurance
Q Orlginal COBRA effectivedate ) Deleting dependent(s) (llst here with reason): Q Otherreason (list here)

Converslon (list name(s) below)
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Soclal Security No. Employee's Last Name First Middle Date of Blrth o
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0o oo

Street Address City State Zip

Sex QMale QFemale
Home Phone Work Phone Marlta} Status

O single  Q Widowed
*By glving my e-mall address | autherize WHP to electronically send nawslettars and other communlcation regarding myaccountvia this Internet address. | Q Mamled Q Divorced

.. EMPLOYEE & DEPENDENT FAMILY MEMBERS TO BE COVERED BY"THE HEALTH PLAN .

= Have youbeen| Is dependent is
Name Date of Birth Sex | Relationship Primary Care Physiclan treatedby | afullime | dependent
‘If1ast name different, please list full name. Mo , Day, ¥r to Employee| Select One for Each Family Member | this physidan? | student? disabled?
i : 18¥es, attach required verification,
Qs Q Yes O Yes Q Yes
iplonee Employes
" oF . . Om | an | awe
pouse | o ] am . Spouse .D Yes Q Yes Q Yes
SSNo., 4 QF , . Q No O Ne Q No
fendar | o am QYes | QYes | QO VYes
- S5N6: i oF a No QNo | ONo
F s DM QYs QYES UYes
“§S Nb.,- QF Q No. Q No D No
2 d ~ ] am . QYes | OYes | Q Yes
"S5 No. oF QN | ONo | ONo
——— L | QN | ONo | DNo |
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Are Quse na alo en gre 0 a 2 edica anla Die C e Oilo 0
Isspouse employed? OYes O No  If yes, spouse’semployer:
Does spouse have medical coverage through employer? QYes Q1No
Policyhoider's Name mqhdda;swomofauﬂl“ Policyholder’s Sodal Security | Policyholders Emplayer Policyholder’s Work Phone
| | :
Insurance Company List Family Members Covered Under This Policy Relatlonship To Pollcyholder
Policy Number
Are you coverad under Medicare? [ Yes QNo ls your spause covered under Medicare? QYes QNo
If yas, list Medlcare No. If yes, list Medlcare No.
Part A Effective Date: Part B Effective Date: Part A Effactive Date: Part 8 Effective Date:

lunderstand that WHP may collec t personal info rmation about me from outside sources, and thatb oth personal and p dvileged Information may becollected and
disclosed to cutside pertles without my authorlzation as permitted by lew. By slgning thls Enrollment Form, lagr eetoabide by all of the tarms, cond Itions, rig hts
and respansibilities as d efined In the WHP Memb er Hand bookand Agreement.
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