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BENEFIT SELECTION
MEDICAL
[ ] 523.69 Employee Only

D $48.08 Employee + One

$64.20 Employee + Family

RO to o1l hewefits.
HNO Bs checked, sign and date the botiom of the form,

This coverage is ool available o residents
of New Hompshire, Hawail, or Peerto Rico.

You MUBY enroll in the Medical Insurance Plan before sdding any
additional besefits, Your coverage level for the additions] henefits will
be identical to your medical plan selection.
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$2.35 Employee Only
$4.00 Employee + One
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SHORT-TERM DISABILITY
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$4.20 Employes Only

Short-Term Disability is not available to perzons who work in

BENEFICIARY INFORMATION

For Term Life \ Accidental Loss of Life, Limb & Sigit, please write
in your beneficiary information.

NAME OF BENEFICIARY

Michelle Rol\licom

RELATIONSHIP
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Accidental Loss of Life, Limb & Sight is part of the Medical Benefit.

California, Hawaii, New Jersey, New York, or Rhode Island.
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1 have read the benefit packet and understand its Hmittions, I understand that open enrollment is only available for a limited dme and I
understand that making no benefit selection is a declination of coverage.
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Here is my enrollment form
I have 4 dependents

Owen 653-40-0014
Ian 653-50-8087
Paige 677-37-2246
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