                     


	 FORMCHECKBOX 
 PPO (Network Name)                                                                              OR                     FORMCHECKBOX 
 EPO (Network Name)

	TYPE OF COVERAGE:

(Check All That Apply)

	                      FORMCHECKBOX 
 MEDICAL
 FORMCHECKBOX 
 SINGLE           FORMCHECKBOX 
 EE+CHILD(REN)

 FORMCHECKBOX 
 EE+SPOUSE   FORMCHECKBOX 
 FAMILY   FORMCHECKBOX 
 NONE


	 FORMCHECKBOX 
 DENTAL

 FORMCHECKBOX 
 SINGLE               FORMCHECKBOX 
 FAMILY             FORMCHECKBOX 
 NONE
	 FORMCHECKBOX 
 LIFE

 FORMCHECKBOX 
 LONG TERM DISABILITY

 FORMCHECKBOX 
 SHORT TERM DISABILITY

	LAST NAME
	FIRST NAME
	MI
	SEX   FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	  DATE OF BIRTH

MO          DAY         YR
	 SOCIAL SECURITY  NUMBER

	STREET ADDRESS


	CITY                                                            STATE                         ZIP CODE



	NAME OF EMPLOYER                                                             


	HIRE DATE

	OCCUPATION
	 FORMCHECKBOX 
 SINGLE             FORMCHECKBOX 
 WIDOWED
	 FORMCHECKBOX 
 MARRIED          FORMCHECKBOX 
 DIVORCED
	ANNUAL SALARY (Life Insurance Only)


	NAME OF BENEFICIARY (Full Printed Name)


	 RELATIONSHIP   

	INDIVIDUALS TO BE COVERED

           NAME                                                     RELATIONSHIP                    Medical                 Dental                                                          BIRTHDATE

	                                                              Spouse                            FORMCHECKBOX 
                  FORMCHECKBOX 

	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F

	                                                                                                       FORMCHECKBOX 
                  FORMCHECKBOX 

	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F

	                                                                                              FORMCHECKBOX 
                  FORMCHECKBOX 

	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F

	                                                                                              FORMCHECKBOX 
                  FORMCHECKBOX 

	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F

	                                                                                                       FORMCHECKBOX 
                  FORMCHECKBOX 

	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F

	COVERAGE EFFECTIVE DATE:                                                                                                                        LIFE INSURANCE AMOUNT:


                             DO YOU OR ANY OF THE INDIVIDUALS ABOVE HAVE OTHER GROUP COVERAGE?   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
IF YES _____________________________________________               ___________________________________________________

                                   INDIVIDUAL COVERED                                                                NAME OF INSURANCE CARRIER

IF YES _____________________________________________               ___________________________________________________

                                   INDIVIDUAL COVERED                                                                NAME OF INSURANCE CARRIER

IF YES _____________________________________________               ___________________________________________________

                                   INDIVIDUAL COVERED                                                                NAME OF INSURANCE CARRIER

 FORMCHECKBOX 
 AUTHORIZATION OF COVERAGE: I certify that the above information is complete and true and that those listed as such are legal dependents. I also authorize payroll deduction(s) from my salary for my contribution toward the cost of any of the Plan coverages.  I acknowledge I must enroll during my eligibility period and if not, I will only be able to enroll during the Plan’s next open enrollment period as designated by my employer. Or, if I acquire a new dependent as a result of marriage, divorce, birth, adoption, or placement for adoption (qualifying events as defined by ERISA) enrollment must occur within 30 days of the event.  Pre-existing conditions will not be covered for twelve to eighteen months unless proof of continuation of medical coverage is provided. Any person who knowingly and with intent to injure, defraud, or deceive any benefit plan, files a statement of claim or an application containing false, incomplete or misleading information is guilty of a felony of the third degree.
              ________________                          ______________________________________________________________________

                        DATE                                                                       SIGNATURE -  DO  NOT  TYPE OR PRINT
 FORMCHECKBOX 
 DECLINATION OF COVERAGE: I acknowledge I have been given the right to apply for these coverages, however, I am electing not to enroll. By declining these coverages, I understand that neither I, nor my eligible dependents can enroll until the Plan’s next open enrollment period, or if a qualifying event occurs  as defined by ERISA (described above), and that more severe pre-existing conditions could apply.

              _________________                         _____________________________________________________________________

                        DATE                                                                       SIGNATURE -  DO  NOT  TYPE OR PRINT 

PRIVACY/CONFIDENTIALITY NOTE:  The information contained on this form is legally privileged and confidential.  It is intended only for the use of    the employer and/or claims administrator. If you are not the intended recipient of this form, you hereby are notified that any dissemination, distribution, downloading or copying of the contents is strictly prohibited. If you are the intended recipient(s) you will need to secure the contents conforming to all applicable state and/or federal requirements relating to the privacy and confidentiality of such information, including the HIPAA Privacy guidelines.  FBA does not accept any liability for any errors or omissions in the contents of this form.   

A copy of this completed form should be retained for your files and THE original returned to your Human Resources Office or your Benefits Administrator

First Benefit Administrators 





First Benefit Administrators 





First Benefit Administrators 








