ﬁ'MS Q1ONEZ, ;

w e (GMS Mine Repair & Maintenance, Inc.

Internal Office Only: Con VEY ot
bvison | ENROLLMENT « CHANGE OF STATUS - TERMINATION REPORT

PLEASE INDICATE (CHECK ONE): New Enrollee [ ] Change of Status | Late Enrollee [ ]  Termination []

EMPLOYEE’S INFORMATION (PLEASE COMPLETE FOR ALL REQUESTS):

1. Employee’s Name 7. SSN or ID Number
2. Home Address 8. Group Number 3017
9. Date of Employment
3. Home Telephone ( ) 10. Effective Date of Coverage
4. Marital Status Single [ Married [] Divorced [ Widow [] 11. Remarks
5. Date of Birth
6. Gender Female [] Male []
PPO DESIRED: MEDICAL COVERAGE DESIRED:
OneNet PPO [] BeechStreet []  MultiPlan [] Employee Only [] EE+ Child [ EE + Spouse [] Family [

DEPENDENT’S INFORMATION (PLEASE COMPLETE FOR ALL REQUESTS):

[ Enroll the following dependents [J Terminate dependents listed below [ Terminate all dependents enrolled in plan
Name(s) of Dependents Relationship to Employee Social Security Number Gender Date of Birth
1. FO MM
2. FO MM
3. FO MM
4. F[O M [
5. FO MM
6. FO MM
7. Ifany child is over age 18 and is enrolled as a full-time student, please indicate:
Name & address of the school date of full-time enrollment to
Name & address of the school date of full-time enrollment to

COORDINATION OF BENEFITS INFORMATION (COMPLETE FOR ALL ENROLLMENTS OR CHANGES OF STATUS):

1. Is your spouse employed? Yes [] No []

Spouse’s Employer: Business Phone:

Address:

Is your Spouse covered under his/her Employer’s Group Health Plan? Medical Yes [] No []
If you have children, are they covered as dependents under another Health Plan? Medical Yes [] No []

If Questions 2 or 3 is answered Yes, please complete the following:

Name of Insurance Company:

Address:

Certificate or ID Number:

MEDICAL AUTHORIZATION:

| hereby authorize release of any medical information necessary to process claims to or from Self Funding Administrators Corporation
to or from any insurance company, employer, hospital, clinic, physician or pharmacy. This authorization shall apply to me and/or my
covered dependents. | also authorize Self Funding Administrators Corporation to pay eligible benefits directly to any hospital or clinic
that has rendered service to me or my dependents while covered under this health plan.

A photostatic copy of this Medical Authorization shall be considered as effective and valid as the original.

Employee’s Signature Today’s Date




TERMINATION OR CHANGE OF STATUS (COMPLETE FOR TERMINATION OR CHANGE REQUESTS ONLY):

Actual Date of Event Effective Date of Change or Termination

Check event necessitating change or termination:
____ Marriage

Divorce

Birth or Adoption of Child

Death of Employee

Death of Spouse or Child

Rehire

Employee’s change from part-time to full-time employment
Termination of Employment

Termination or commencement of Spouse’s Employment

Spouse’s change from part-time to full-time Employment

Unpaid Leave of Absence by Spouse

Significant change in health coverage due to Spouse’s Employment

____ Open Enrollment Other:
____Unpaid Leave of Absence by Employee
Employee’s Signature Today’s Date
CHANGE OF NAME OR ADDRESS:
REASON FOR CHANGE: [ Name Change [ Address Change EFFECTIVE DATE OF CHANGE:
New Name Home Phone ( )
New Address
City State Zip

Employee’s Signhature

Today's Date

WAIVER OF COVERAGE:

This is to certify that | have an opportunity to participate in the Group Insurance Plan offered by my employer and that | have declined

to participate in the following coverage.

[J Employee Medical Coverage

[] Dependent Medical Coverage

| fully understand that by this refusal | will not be entitled to any benefits under this coverage; and that, if | desire to participate in such
coverage at a later date, | must furnish, at my own expense, evidence of insurability satisfactory to the Insurance Companies.

Employee’s Signature

Today's Date

PLEASE NOTE: IF THE INFORMATION CONTAINED IN THIS FORM CHANGES, PLEASE LET US KNOW IMMEDIATELY BY SENDING
US AN UPDATED FORM. THIS WILL HELP US TO PAY YOUR ELIGIBLE CLAIMS FASTER AND MORE COMPLETELY. THANK YOU.

SPECIAL INSTRUCTIONS:




