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Fixed Indemnity Medical Benefits_Plan2

\/SI 21 9301 ESG 1 DFFILL USE CiNLY LD(_.m IDN Rehire Date __ __ /7 _ /__ _

ENROLLMENT FORM FSC CUUNAC-MN) P1 viB.2
P e A et TSI FRINT USING BLACK or BLUE INK (Must Be Filled Out) R

Name . qornalSecurtty# .HomePhone  Gex
an_ Szumlakowski 33[-86-30%2 T173-921-3227 @

Addre®s Apt. #‘ o

6023 W. Mejrose St

City | State ) le Date of Birth

CChicagoo oo L bOOR4 o1/ 1953

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? [ves X o, i Yes please cantinue.
Medicare Haalth Insurance Claim Number (HICN) . Medicare Effective Date

Narme of Covered Parson (=)

C. LIMITED BENEFITS PLAN SELECTION' CoE : Payroll Deducted Weekly Ratesw

You MUST select 2 coverage level befare any benefits in '::ec:tlon C. Your COVET’:IQE' level for the all benefits in Section C will be
identical. The Fixed Indermnnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabilily plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life: [PE— Cornpany,

SELECT COVERAGE LEVEL D DEMNITY  penrar VISION TERM UFE | PO TEAM
Ernployae Only [j /2025 T8 sea7 JB| ©os242 [T 8060 gl se20 O
Employes +1 E/ $41.10 $12.34 5492 %0.90
Emphyea + Fami-ly D - 55488 [ $20l'3ﬁl ) =“ 5'6 5& S 51 ':80 oo o “
NO to ALL Benefits || E‘ﬂ:s |:|N;3 E’ch [ INe E’Yes D No nges I:INO Eﬂes DNC)

’Thlq coverage is not available to residents of NH, HI, or PR. *5TD is nul available tl:\ persons who work in C,."-\ HI, N, NY or RI.

For Term Life / Accidental Death & Dismemberment, plea.e wrlte In your beneficiary information. Aceidental Death &
Dismemberment is patt of the Tarm Life Benefit.

Name Grq Z_,)/ma Jzu\,“ la L(DWCM,L l  Relationship N _Fe

 D. REGIHRED DEPENDENT INEORMATION

Name ' Socsal Security # ' Oa '-a fiBirth . Sex Rela mmhup
‘ G«ra Z)/ N 53 Ui Im_k_@” _,k_( jf‘;hé’d, %262 , ’ Zl ‘?fs— I__, bﬁ/pﬁusﬁ |:| Child l:] Domestic Partney

Name SDCIaf Security # , Ddte of Birth - SQ\{ . Retationshin
e / / N I |L ] |:| Spouse{ | Child D Domestic Partner

MName SUleI u,urlty # Ddl.l:,' uf B!flh Sex RelaLiDnbhlp
R N !/ . r_—l Spouse [:I Child |:| Domestic Partner

Name “Sacial Security # | Date of Birth | Sex ' Relationship
A [spouse ] child[ JDomestic Partner

E. REQUIﬁED SIGNATURE - YOU MUST SIGN AND DATE EVEN |F YOU DECLINE CDVE.RAGE

| have road the benefit packet and understand its lirmitations. | understand that opon c‘-nmllmrn’r in only avallablr* for
a limited time and | understand that making oo henelil sefacion is a declination gfjcoverage.

DATE 7 _J P SIGNATURE

This is an Essontial StafCARE Cnrollment Form.



