HEALTH & DENTAL INSURANCE ENROLLMENT FORM

Empioyee Nclme '

Dept. Code
Home address (street} City State 4p Coda
Deparirnernd Social security nurmber
Hire date Deife of birth Sex Marites status

| authorize my employer to make the following deductions from my payroll. T understand that this elec-
tion and salary reduction is for the period through the end of the current calendar year and cannot be revoked

or changed except as provided by IRS guidelines. Premium deductions for medical and dental will begin the
month ptior 1o the effective date.

WAIVER: | decline medical coverage. | understand that if | decide to enroll at a later date due to loss of other
coverage, | must request enroiiment within 30 days after my coverage ends. In addition, if | have a change in

dependents as a result of marriage, birth, adoption, or placement for adoption, | may be able 1o enroll myself
and my dependents, provided that | request enroliment within 30 days after the marriage, birth, adoption, or
placement for adoption.

MEDICAL COVERAGE [_| pre-tax [_ ] after-tax

M singie

m Single + 1

Il Family

$80.00 per month
$198.00 per month
$291.00 per manth

| do not wish medical coverage

DENTAL COVERAGE [ |pretax | |after-tax

[T single $12.00 per month
[ ]single + 1 $34.00 per month
[ JrFamily  $46.00 per month

[ 11 do not wish dental coverage

Slncﬂ‘ure

' Spousr ' -fost Namr*

First ncime

“Micdle

Dot of Bith

Cover under
CMeadical
C_IDental

Dependent - Last Name

First name

Miciclie

Date of Birthy

Relatiorshi

Cover under
[CMedicat
T Penial

Dependent - Last Name

First name:

Midcie

Date of Birth

Relationship

Cover under

Cedical
[ hental

Depondent - Last Name

First name

Mididle

Date of Birth

Relationship

Cover under

[CMedical
[Thentat

Bependent - Last Nome

First nome

Midclie

Date of 8ith

Redctlonship

Cover under
CiMedical

[ 1Dental

: i ¥ to make the following deductions from my payroil H understand that this election and salary reduction
is for the penod ihrough ihe end of the calendar year and cannot be revoked or changed except as provided by RS guideiines.
tunderstand | must forfelt any amounts rermnaining in my Flexible Spending Account(s) after reimbursernent for efgible expenses incurred
during the plan year, and that funds cannot be fransferred from one ctccount To another,

[j Medical reimburserment (moxirnum $5,000) Annuat
_ _ _ I Arnount: 3
D Dependent core reimbursement (maximum  $5.000) Annuci
Armount: §
Signature Date




