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Social Security Number

Nama(_:m__mm__ A ke _ Home Phone @[ﬂm E.-
Street Address SO0 - 25 TN Poto | ST City Msm:e Zip..m

Do you or d@ny dependents have Medicare? [ Yes BdNo If Yes:

Medicare Hezlth Insurance Claim Number (HICN) : Medicare Effective Date DD" DD’ DDEH]

Namés of Covered Person(s) 1. 2 -3

I have read the benefit packet and understand its Keitations. [ understand that open enrollment is only avaﬂable fora Imted
time and | understand that making no madical selecion is a daclinafion of coverage.

| Signature /f/‘—/'\-f’ . '_ — Daie E”@m’@@

MEDICAL BENEFIT SE > 1 j | T < Wm-i*ly hxt«"
e T . ‘Tetm Life and Accidental Death &
D $18 82 Employee Oniy Disriemberment plaase write in your
Beneficiary information.
$38.19 Employee +1 TERM LIFE / AD&D INSURANCE BENEFICIARY
[[] $51.00 Employee + Family RELATIONSHIP
D NO to Medical. . AD&D is part of the Medlcal Benefits

"' You MUST enroll in the Medicat Insurance Plan befere addmg Short-Tenn Disability & Term Life coverag\
* Your coverage level for Term Life will be identicat to your Medical plan selection.
\* For questions regarding banefts please call Essent:al StaffCARE Customer Sennce at 1-866-798-0803 J)

SUPPLEMENTARY BENEFITS |  Veskiy Rates
Employee Cnly Employee +1 Employee + Family

DENTAL [] $5.99 []sttes =[] $1077 Bk No

Erhp'ioyee Only Employee +1 Employee + Family

TERMLIFE [ Yes @ No $0.60 $0.90 $1.80
gg%%}t{f&nn D YCS E’ N() $4.20 8TDis an Employaa Only plan

Short-Tenm Dwabxmy (STD}is not ava:table to parsons who work In Cnl:fomla, Hawau, New Jersey, New York. aed Rhode Islmd
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Name Refationship: [] Spouse [ Domestic Partner L] Child
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Social Security Number LUU‘UU‘DDDD Date of Bi nn_DD’ DD" I:"__JDD Sex @
Nams Relafionship: [ Spause [] Domestic Parther [J Child
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Mail / Fax To: Planned Administrators, Inc. Telephone {866) 798-0303 gg}’"“m tg sy and
PO Box 6702, Columbia, SC 29260 Fax (803) 264-0772 B2 L)t Inburance Company,

Qakbrook Terace, IL.

‘-'.f.frll out thls form ONLY if you are makmg changes in your coverage of termmatmg coverage.

REASON FOR THE CHANGE

DAdd ress Change DName Change [JAdd Dependent(s} DCoverage Change [:]Benef‘ iciary Change _ LJ Termrnate Coverage

o

‘Reasor\.fcher;ml rtatron (enly ‘select one)

pf-.. ﬁ-“"‘ 7

n- Terminatmn of Employment  [JT4- Deceased

- Termination due-to Retrrement [175- Loss of Dependent Status
[1¥3- Termination due to Employee’s DTG— Reduction of Hours

[J9- USERRA/Military

DT7 Non FMLA Leave of Absence DTU Unknown

EfTa- Divorce/legal Separation {] TV- Voluntary Termination
DTS- Termination with

Severance

Medlcare Entitlement
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Hrre Date
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Date of Birth .

Re!atlonshrp . Gender ‘

T $2091 /weck for “Rmployee Only

D ENROLL $599Iweekfnr£mployee0n!y

[ ] cancer

Ie”%‘l-lf' R

$19 77 Iweek fnr Employee Plus Family

. $0.90 /week for Employee Plus One
: D CANCEL $1.80 IweekfoerployuePl' Fumly

D ENROLL $42.44 fweek for Employee PI
B 2.44 W ot Plus One
cAI_"CEL MEDICAL, TERM LIFE and STD 7 mmmukforﬂmplw”“sp"““?
| _ e T e iy

$11.98 fweek for Employee Plus One

ey wk’r'."”z"‘g by Pk

E] CANCEL

' D ENROLL $4.20 jweek for Employee Only

Add/chapge LifE/AaED Benpiciery

Primary Secondary _
Relationship Relationship
tributions from my payroll earnings.If canceling coverage,

t hereby authorize my employer to deduct the requi red
{ understand that | have been offered an opportunity to

take advantage of this offer.| understand that.deductions may continue u

by PAL Deductions will not be refu nded.
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