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ENROLLMENT FORM ESC/MEC ES P2DM v18.2
A. REQUIRED EMPLOYEE INFORMATION B. MEDICARE INFORMATION
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Name Home Phone Medicare benefits?
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C. LIMITED BENEFIT PLAN SELECTION - * Payroll Deducted Weekly Rates

You MUST enroll in the Fixed Indemnity Medical Insurance Plan before adding any additional benefits in Section C.
Your coverage level for the additional benefits in Section C will be identical to your fixed indemnity medical plan selection.
This plan is underwritten by BCS Insurance Company.
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For Term Life / Accidental Loss of Life, Limb & Sight, please write in your beneficiary information. Accidental Loss of Life, Limb &
Sight is part of the Fixed Indemnity Medical Benefit.
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D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth  Sex Relationship
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'F. REQUIRED SIGNATURE YOU MUST SIGN AND DATE EVEN IF YOU DECLINE COVERAGE

I have read the Benefits Summary and the Limitations and Exclusions for the Fixed Indemnity Medical Plan. | understand that | have been
offered ACA compliant coverage (MEC Wellness/Preventive), and open enrollment is only available for a limited time. | understand that
making no benefit selection is a declination of coverage. .
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This is an Essential StaffCARE Enrollment Form.



