CWA LOCAL 1181 SECURITY BENEFITS FUND

c/o Administrative Services Only, Inc
PO Box 2010 Dept 47
Lynbrook, NY 11563
1-800-537-1238

ENROLLMENT FORM

[ ] NEW MEMBER [ | CHANGE OF ADDRESS [ | NEW DEPENDENT INFORMATION

ELIGIBILITY STATUS: ACTIVE-FULLTIME D RETIREE

IF YOU ARE ENROLLING FOR THE FIRST TIME OR CHANGING YOUR MEDICAL
PLAN YOU MUST ATTACH A COPY OF YOUR MEDICAL PLAN ID CARD

iSepiel BE MEMBER INFORMATION

SOClAL SECURITY NUMBER DATE OF BIRTH

LAST NAME FIRST NARE Bl

ADDRESS APT HO cITY STATE Zip

GENDER: []MALE [] FEMALE MARITAL STATUS: [JSINGLE [JMARRIED [JDIVORCED [JSEPARATED
| HOME: CELL: EMAR AGDRESS

| ARE YOU, YOUR SPOUSE OR DEPEMDENT CHILOREN COVERED BY ARDTHER

DENTAL PROGRAM? CJves Owo OPTICAL PROGRAM? CIves (wo  PRESCRIPTION PROGRAM? [ ves [Iwo ,
e ———— - — _ — = 1

| Notice of HIPAA Special Enroliment Rights
i you sre declining enmaliment for yoursel§ or your depandsnis (including your spouss) becsiss of olber health insurance or group Realth plan coverage,

| you may be able to enroll yoursall and your dependents in this plan 7 you of your depandents lose aliphility for thal ot covesagn (o if i smployer
‘ elops cowfilrihubing lovdeards yowr of your degaendents”’ other covesage).
|

In addition, & you heve a new dependont &5 a resull of marriags, birth, adoption, or plecement for sdoption, you may be sbis in enmdl your dependents

Tumugﬁl&mﬂmﬂmﬂu%mﬂmﬂmn_mﬂmmWFﬂm |

MEMBER SIGNATURE

| | HEREBY CERTIFY THAT ALL THE INFORMATION PROVIDED ABOWE IS COMPLETE AMD ACCURATE TD THE BEST OF MY KNOWLEDGE. |
| UNDERSTAND THAT FAILURE TO FROVIDE COMPLETE AND ACCURATE INFORMATION MAY RESULT IN A DENIAL DR SUSPENSION OF BENEFTTS. IN
| ADDITION, ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR THE FUND OR FILES A STATEMENT OF

CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION, OR GONCEALS FOR THE PURPOSE OF MESLEADING, INFORMATION COMCERNING ANY

FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME.

! MEMBER'S SIGNATURE:




Sl URI1} [ ISPOUSE - PLEASE ATTACH COPY OF MARRIAGE CERTIFICATE

[ ] DOMESTIC PARTNER - FLEASE CONTACT ADMINISTRATIVE SERVICES ONLY, INC EDR A
DOMESTIC PARTNER ENROLLMENT FORM

SOCIAL SECURITY NUMBER DATE OF BIRTH

4 -] / |

FIRST NAME LAST NAME T GENDER

[1MALE []FEMALE

15 SPOUSE/DOMESTIC PARTNER EMPLOYED? | | YES [ NO IF YES, EMPLOYER NAME:

DOES THIS EMPLOYER PROVIDE COVERAGE FOR IF YES, PLEASE PROVIDE NAME OF INSURAMNCE COMPANY

DENTAL? DO vyesOwno

OPTICAL? O yes [ no

PRESCRIPTION DRUGS? O yes I NO

Gl B DEPENDENT CHILD INFORMATION - coPIES OF BIRTH CERTIFICATES, ADOFTION CERTIFICATES, OR
FROOF OF LEGAL GUARDIAMEHIP MUST BE ATTACHED.
Chiddren are afigible when they are "Dapendant Childran® as defined in, Le., your unmarried children, slapchiidren If the signesture of vour spouse
{i.., the natural parent) is inclsded In the Ensollmant Foem for the benafit, or kepally adoptad childsen; provided such children are dependent upon
wou for financial support and maintznance and are (1) at feast 14 days old b undsr age 28, or (2) age 26 or oléer and dissbled, provided fhat they
bacame disabied befor altaining sge #3 and cannat suppart thameshes bacauss of menial or physical handicap,

As to all other benefils provided for children, your chiidren (including stepchiidren, legally adepted childesn, and foster children placed with yiow by
&n authorized placemant agency ar court ardar) ara aligithe when thay ame less than twenty-sic years ald

If your child i mentally ill, developmentally disabied or mentally ratardad, or has & physical handicap when covernge would end bacause of the
child’s sge, coverage (other than |Ife} may be continuad if, within thify-one days alter the data bensfits wouwld nomally cease, you submit prood of
your child's incapacity to Administrative Sarvices Only, Inc.

NAME

DATE OF BIRTH SQCIAL SECURITY NO

[Im [JF |L _ i

I5 THE DEPENDENT CHILD LISTED ABOVE ELIGIBLE TO ENROLL (N ANOTHER EMPLOYER SPOMSORED HEALTH PLAN Yes Ko

(M CJF i
IS THE DEPENDENT CHILD LISTED ABOVE ELIGIBLE TO ENROLL [N ANOTHER EMPLOYER SPONSORED HEALTHPLAN _ Yes Mo
CIm [IF £ ]j [~ 1
| 15 THE DEPENDENT CHILD LISTED ABOVE ELIGIBLE TO ENROLL IN ANOTHER EMPLOYER SPONSORED HEALTH PLAN Yes e

. M [IF '._ll )

IS THE DEPENDENT CHILD LISTED ABOVE ELIGIELE TO ENROLL IN ANOTHER EMPLOYER SPONSORED HEALTHPLAN __ Yas
Om CIF 1[

]
15 THE DEPENDENT GHILD LISTED ABOVE ELIGIBLE TO ENROLL IN ANOTHER EMPLOYER SPONSORED HEALTHPLAN _ Yes Mo

- LT E

15 THE DEPENDENT CHILD LISTED ABOVE ELIGIELE TO ENROLL IN ANOTHER EMPLOYER SPONSOREDHEALTHPLAN __ Yes Mo
ENROLLMENT FORM 10-01-2021




