Med-Gap Fund Enrollment Form

Hand Print — Black Ink Only
This is an electronically processed form. Please PRINT in the boxes in capital letters: ABCDEFG...12345 DO NOT TOUCH LINES

Req. Eff Date Hire Date
Group Name MO / DD/ YEAR MO / DD/ YEAR
Last Name (Primary Insured) First Name MI M/F MO / DD/ YEAR AGE SSN
Last Name (Spouse) First Name MI M/F MO/ DD/ YEAR AGE SSN
Student
Last Name (Dependents) First Name MI M/F MO/ DD/ YEAR AGE Y/N
] ] ] Please indicate yes in student status
at left for full time students between
L L L age 19-25.
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Med-Gap Fund Enrollment form



Address

Med-Gap Fund Enrollment form

Work Phone



City State Zip Home Phone

HEEEEEEEEEEEEEEEEpEEEEEREEEEe EEEEEEEEEE

(Check one box) ¢ Employee ¢ Employee + Spouse ¢ Employee + Children ¢ Employee + Family

Are all proposed insured now covered under a Major Medical or comprehensive Health Plan? ®yes € no

If “NO” list persons not eligible for coverage:

Authorization, Agreements, Representations and Understanding

I realize that any false statement or misrepresentation that is material to the risk or hazard assumed may result in loss of benefits under this plan.

I understand that no agent can: a) accept risks; b) modify; or ¢) waive any rights or requirements of the employer’s plan. The acceptance of any Summary Plan Description or Plan Document issued
on this enrollment form shall be an acceptance and ratification by me of all corrections, additions or changes made by the employer’s Plan.

I understand that coverage is effective on the effective date selected by the employer and when the Summary Plan Description is received and accepted by me.
I understand that the Summary Plan Description provides limited benefits, specifically only the benefits which the employer has selected and are set forth in the Summary Plan Description.

WARNING: Any person who knowingly, and with intent to injure, defraud or deceive the employer, makes a claim for proceeds of the employer’s Plan containing any false,
incomplete, or misleading statements shall be guilty of a felony.

X

Signature of Proposed Insured Date
X

Signature of Agent Agent’s Printed Name Agent Number
Dated City State
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