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STEP 3: Enroll Now.

Choose Your Enrollment Method (seiect one)
Your Group Number: 2582

A) Enroll by Phone: Call 1-877-5652-5015 to enroll.
Benefit Specialists are available Monday-Friday, 5:00am
to 6:00pm MST.

B) Enroll Online: Visit wwwi,starbridgeselect.com to enroll
quickly and securely from the gonvenience of your
personal computer.

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

First Name_ (_If OLSJ'HI’\ Initial M
Last Name x.,b oo
Date of Birth__7///&! Gende(M ) F
Soc. Sec # W}-ﬁm Datef/fi{/07 Unit #____

pddress (217 S, ?/d&ét”r‘ Hoce
city Sk Falls_stae SD 70 59D

Which Plan or Plans?
Check your desired plans. Prices reflect cost per paycheck. Once
enrofled, changing to another plan fevel may only be done annually.

___ Iwant the Level 2 Plan
_X | 'want the Level 1 Plan
_ X 1 want the Dental Plan

Who Do You Want to Cover?

Check only one, even if multiple pians are chosen.
___ | want to cover myself only

I want to cover myself and 1 dependent
X 1 want to cover my family

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

Gender Relationship

Full Name Gender Relationship

Beneficiary

%wﬂlr eive benefits in the event of your gleath.
7 ’ e

7/ y el IV u%

Print Full D!amé P Relationship 1o You

X 7 LY o/07
¥ Sign Hefe 1o Enroll " Date
Authorization: | hereb?re ¢t to participate i the Starbridge Select Insurance Pian for pengfits

medle avaible under Internat Revenue Code Section 79, 105, 106, 125 and thesa Sections
as amended. | undarstand that the Plan wil automaticaly conver to pre-ax status any eligble
yiol deductions which are provided through ihe Piart. I understand that by ﬁ)amCI fing in
hiS Plan my Social Securty benesits may be Teduced since these premiums Wil be deducted
Eﬁﬁm rqy salary is taxed. This election wil remain in effect for the Plan Year. My election
NNOT be changed during the Plan Year in accordance with Intemal Revenue Service
Guidefines unless a (ﬁ]&l ing event ocours which includes: rarmage, dvorce, legal separation
deaih of spouse, birth or legal acoption of chid, death of child, spausal change of ,emplo,ymen{
affecting insurance coverage, eligibiity o Medicars or Medicaid or change in residence
affecting insurance coverage. Any person who knowingly and with ntent o injure, defraud, or
decee any insurer, fles' a statement of claim ar”an applicaticn containm% any false
ncomplete, or misieading information s guity of & crime and may ba subject 1o fnes and
coniimement in prison. :

Declination Notice: No, § do not wish to enrcll in the covera%e offered above WAVER OF
COVERAGE: Failure to elect coverage (for yoursefl andVor any ot your de ndents) during the
QOpen Enroliment Period may resultin no Coverage until the ne) Open Exrolment Peridd. it
mzy 1t be necessary o watt for the next Open Enrolment Period ¥ you qualify as a Special
Envolise. Pleasa fill out top, sign, and date.

Signature if Declining Coverage Date




