Once you've enrolled, you'll also receive access 1o Healthy
Rewards, a discount health and wellness program.

You can save up to 60% on fitness center memberships, weight
management programs, healih-related magazines, and much more!

STEP 3: Enroll Now.

Choose Your Enroliment Method (select one)
Your Group Number: 2582

A) Enroll by Phone: Call 1-877-552-5015 to enroll.
Benefit Specialists are available Monday—Friday, 5:00am
to 6:00pm MST.

B) Enrolt Online: Visit www.starbridgeselect.com 10 enrofl
quickly and securely from the convenience of your
personal computer.

C) Enroliment Form: Simply complete this enrollment
form and turn it in 1o your manager.

First Namel / [0_! 4] 7-: Initial 7:
Last Name(a ab\r ral

Date of Birth_1 @ Gender{M ) F
Soc. Sec # ire Date Unit #
Addresf: ] ’

130l M- Clevelaued Hre#9
City £ZQQX Eﬂﬂ'ﬁ State iLZip S ,3_[6 2

Which Plan or Plans?
Check your desired pians. Prices reflect cost per paycheck. Once
enroflad, changing to another plan level may only ba doneg annuaily.

| want the Level 2 Plan
L—Tvant the Levei 1 Plan
| want the Dental Plan

Who Do You Want to Cover?

Check only one, even if multiple plans are choser!.
__ |'want to cover myself only

[ want to cover myseif and 1 dependert
! want to cover my family

D?Pendents

If adcfitional spaces are nesdad, please attach separate sheet.
Full Name Gender Relationship Date of Birth
Full Name Gender Relationship Date of Birth
Beneficia

Parson whg wil receive benefits in the event of your death.

Lodla P. loxe Couyn€es

Print Full Name Relationship to You ~
7
XLl an I (o bove ¥
Sign Here To Enroll Deste

Authorization: | hereby dct to parficipate i the Starbridge Select Insurance Plan for bengfts
made avaiiable under Internal Revenue Code Section 79, 105, 106, 125 and these Sections
as amended. | understand that the Plan wil automatically convert fo pre-tax status any efigible
E}ayroll deduciions which are provided fhrough the Pian. | understend that by participating in
his Plan my Social Securty benefits may be reduced since these premiums i be deducted
nefore my salary is taxed. This election wil reman in sifect for the Plan Year, My glection
CARNOT be ciangad during the Plan Year in accordance with infernal Revenue Senice
Guicelnes unless a qualifying event occurs which includes: marriage, divorce, legal separafion
dealh of spouse, bith or legal adoption of child, death of chitd, spousal change of emp!oymen{
affacing nsurance coverage, eligiity to Medcare or Medicaid or chenge residence
afteciing insurance coverage. Any person who knowingly and with intent to njure, deiraud, or
deceive ary nsurer, fles a statsment of claim or an appication conia\nm% any false
ncomplete, or misiading information Is quity of a crime gnd may be subject To fines and
confinament in pson.

Declination Nogice: No, | do not wish fo enoll in the covera%e offerad above WANER OF
COVERAGE: Failure to elect coverage flor yoursait andor any of your dependents) during the
Ouen Enroliment Peniod may resull n no Coverage unti the next Goen Enroliment Feriod. I

may ot be necessary to wat for the next Open Envoliment Poaod I you gualify as a Special
Enrollee. Pleass fil out top, sign, gnd date, p

’ 4
x Blatdn 6//3 >

Signature if Daclining Coverage W Date




Once you've enrolled, you'll also receive access to Healthy
Rewards, a discount health and weliness program.

You can save up to 80% on fithess center memberships, weight
management programs, health-related magazines, and much more!

STEP 3: Enroll Now.

Choose Your Enroliment Method (select one)
Your Group Number: 2582

A} Enroll by Phone: Call 1-877-552-5015 to enrol.
Benefit Specialists are available Monday-Friday, 5:00am
to 6:00pm MST.

B) Enroll Online: Visit www.starbridgeselact.com to enrol!
quickly and securely from the convenience of your
personal computer.

C) Enroliment Form: Simply complete this enroliment

form and turn it in to your manager,

First Narne M&fﬂ as Initial P
Last Name_1.00L0 ,

Date of Birth 1. [9. T lo Gende{M) / F
Soc. Sec # 50437147 Hire Date Unit #

Address ?;t&g’_r\l. Cypress p\au& _
City Sravol, ’Wu& State SV Zip D“{(DL:\L
Which Plan or Plans?

Check your desired pians. Prices reflect cost per paycheck, Once
enrolled, changing to another plan level may only be done annuafly.

— lwant the Level 2 Plan
~. | want the Level 1 Plan
A, T want the Dental Plan

Who Do You Want to Cover?

Check only one, even if multinle plans are chosen.

«.. | want to cover myself only
— 'want to cover myself and 1 dependent
—— want to cover my family

Dependents
If additional spaces are needed, please attach separate sheet.

Fuil Narme Gender Relationship Date of Birth

Full Name Gender Relationship Date of Birth

Beneficia

Person who will receive benefits in the event of your death.

MATY Yol K oW CisAeC

Print Full Name Relationship to You
X Attnss, [ ob.15. 0%

o Sign Here To Enroll Date

Authorization; | hereby eeet fo naricipate in the Starbridge Select Insurance Plan for bengfits
mae available under Intercal Revenus Code Section 76 105, 108, 125 and thess Sections
& amended. | uncerstand that the Plan wil aufomaticaly convert fo pre-tax status any ligible
Fayrol! deductions which are provided through the Pia. | understand that by pammcf)atmq i
his Plan my Secial Securtty benefits may be reduced since these Fremmms wil be ceducted
before n%y salary is taxed. This election wil remain in sffect for the Pian Year. My election
CANNOT” be changed during the Plan Year in accerdance with Internal Revenue Service
Guidelings unless A Dualifying event ocours which includes: marriage, dworce, legal separation
death of spouse, birth or iegal adopiion of chid, death of ohid spousal change f employmen
affecting Insurance coverage, eligiolity to Medicarg or Medicad or change in fesidence
affeciing insurance coverage. Any person who knowingly and with intent to irjure, defraud, or
decene any insurer, fles A stalement of clam or an applcaton conta!nmq any faise
ncompiste, or misleading informatian is quilty of a crime and may be subect To fres and
confinemart in prson,

Declination Notice: No, | do nof wish to enoll in the coverang offersd atove WANVER OF

RAGE: Failure 10 elect coverage ffor yoursak and/or any o Four degandents) during the
Open Enrcliment Period may result n ne coverage unti the next Open Enrolment Period, t
may not be necessary to walf for the next Open Enrolment Period 7 you quafy as a Spaial
&nrollea. Please fil aut top, sign, and date,

X

Signature if Declining Coverage Daie




