ENROLLMENT/CHANGE FORM

MUTUAL
N - F Me cltment Change ' Termination { !
HEALTH SERVICES® D MNew Enr L) Change L3
Reasan for Change:
RHPLOVER: DIviSION: 7] Certified {7 Certified Admin
CRESTWOOD LOCAL SCHOOLS [] Classified [ 1 Exempt Classified {1 Classified Admin
EMPLOYEE NAME: Last, First, Middle:
ADORESS; Number & Street: Apt, #:
Cirp: Srare: Zip: Phone:
[ Male Hire/ReHiRe DATE: Date oF BirTH: SociaL Sec.# : CURRENT MARITAL STATUS IF STATUS CHANGE:
FF | [ Isingle Cwidowed | Dateofchange
emaie Ulmarried [ divorced t Pl

"Social Security numbers are reguired for all participants (employee and dependents) of the plan. This number will not
appear on your ID card. CMS Reporting requires the plan to report this information to Medicare administration.

BENEFIT SELECTIONS | ELECT TO HAVE MY EMPLOYEE
T—— CiSmere []Famy [ ]Wane CONTRIBUTION TAKEN:

PRESCRIPTION Clsmete [ Famiy [ wave BY ELECTING PRETAX: | understand that | cannot change my Benefit Plan election unti
e the annual open enrolfment untess | have a qualifying change in family status according to

[ Pre-Tax {1 Post Tax

DENTAL Uswere [JFamy [ Walve IRS regulations. | also understand that by making this efection, | authorize my employer to
VisIoN [IsineLe [7] Famiy L] WaE enroll me In the Benefit Plan(s} | have selected and to deduct from my wages pre-tax the
LIFE INSURANCE [ LiFs Ins. U] Lire OnLy required contributions for the coverage herein elected.
DEPENDENTS TO BE ENROLLED
1.AST NAME, FIRST NAME, Niip T RELATIONSHIF® SEX BiRTH DATE SociaL SEcurITY #' BENEFITS
Spouse: M Oo
M OF Ov_ [IRx
Child: Owm £JD
tm OF Ov ORx
Child: iw D
LM LiF Clv [ORx
Child: Om O
DM CIF v ClRx
Child: Om [JID
Um OF Ov R
“Proof of eligibility may be required. *Relationship examples: Spouse, Son, Daughter, Stepchild, Adopted Child, Other (specify).
L No members of my family are covered by any other ptan of insurance.
OTHER INSURANCE [ iThe following members are covered by other insurance plans as noted below.
EMPLOYEE SPouse . CriLp: CHith:
Policy Holder's Name:
Insurance Company:
Coverage Tier: [JSingLe [ FamLy Clsinele [ Famwy [Smete ] Famiy [1Smele [ Famiy
Coverags Type: [ Mepicat [ DenTaL L1 Menical [ Dentas Cseoicas [ DeNTAL [IMepicat T Denra
' T Rx (] vision FRx [ vision Mrx [T vision Rx ] Vision

Authorization: | hereby cerlify that the information on this application is true and accurate 1o the best of my knowledge and betief. | realize hat any material
misstatement, misrepresentation or amission may be grounds for voiding or retroactive termination of coverage. | hereby authorize and direct any holder of
medical information (including, but not limited to, diagnosis, freatment, advice, and prognosis) about me or any individual receiving coverage pursuant fo my
enrollment herein to provide such information to Mutual Heaith Services. | hereby represent that | am the parentiegal guardian of alt dependents enrolled
heraby who are under 18 years of age and that | have the consent of each individual enrolled hereby wha has attained the age of 18 to authorize the release of
such information.

Signature of Employee Date Signed

COMPLETE THIS SECTION ONLY IF YOU WISH TO WAIVE PART OF THE COVERAGE OFFERED
Waiver: | hereby certify that | have been given an opportunity to participate in the Employee Benefit Plan. The benefits of the plan have
been thoroughly described to me, and 1 decline to participate. | understand that if, at a future date, | wish to apply for the benefits so
waived, | may do so only as designated by the Plan Document.

Waiver of Coverage for: 1 MEDICAL ] PRESCRIPTION 1 DENTAL T visiON
Signature of Employee Date Signed
Signature of Employer Date Signed

*** LIFE INSURANCE - SEE REVERSE SIDE ***




