North Central Illinois Laborers’ Health and Welfare Fund

4208 W. Partridge Way « Unit 3
Peoria, IL. 61615

0 , ENROLLMENT/CHANGE FORM
‘i”“éui 5 viEtatt ""“;"

FOR OFFICE USE ONLY (TO BE COMPLETED BY FUND OFFICE)

GROUP ' BENEFIT PLAN

SUBGROUP EFFECTIVE DATE OF COVERAGE ELECTION

EMPLOYMENT STATUS: [JACTIVE [JRETRED [ISURVIVING SPOUSE  [JCOBRA LABORERS LOCAL #

APPROVED BY SIGINATURE [X)

CONTRACT CHANGE [ MOVED [ LEFT EMPLOYMENT

CICANCEL CONTRACT [IDECEASED [ TERMINATED [J SWITCHED HEALTH PLANS TO:

A. MARK PLAN OF CHOIKCE
CIBLUE CROSS BLUE SHIELD PPO  [JHEALTH ALIANCE PPO [3JHFN EPO/PPO

8. MEMBER DEPENDENT CHANGE

[CJINTTIAL ENROUMENT [ PHYSICIAN CHANGE MARITAL STATUS [ SINGLE
[ OPEN ENROLLMENT [ ADDRESS/PHONE CHANGE CIMARRIED I LEGALLY SEPARATED
[JADD DEPENDENT(S) {1 DELETE DEPENDENT(S} C3DIVORCED O WIDOWED
CINAME CHANGE: FORMER NAME —
| C. MEMBER INFORMATION
NAME {LAST, FRST, MIDDLE) MAIDEN NAME OF APPUCANT OR SPOUSE SEX SOCIAL SECURITY #
CIMALE JFEMALE
MAIUNG ADDRESS cny STATE I3 COUNTRY
AGE | BIRTH DATE PRIMARY CARE PHYSICIAN CURRENT PHYSICIAN | EMPLOYMENT DATE HOME TELEPHONE WORK TELEPHONE
OYes [OINO

D. FAMILY INFORMATION

List oll family members to be covered. Print name as it should appear o LD, card. Indicate dependent address [if different} in the space below.
Student status information will be required for all fomily members which exceed age stated for Qualified Dependents in the Certificate.
[Atlach documentation of student's fulktime status: e.g. class schedule, lefter from college admissions office, elc).

NAME {Last, First, Middle} “ SOCIAL SECURITY # | RELANON SEX BIRTH DATE FS\TJ&DTE%E ’ PRIMARY PHYSICIAN EST. PANENT? |  CURRENT
OMOF YONLCI | OYON
OMOF Y Q NO jOYDN
oMmOr YOND {OYDON
OMarF YONO | OYDN
E. OTHER HEALTH INSURANCE INFORMATION *** [THIS SECTION MUST BE COMPLETED)***

On the day your coverage begins wil any family members, including thase not listed above, be covered by another health benefit plan, Medicare, Medicaid? [3¥es [TNo.
If yes, fill out this section. Use extra paper if more than one odditional policy will be in farce.

Coverage  [JMedical Insurance [ Medicare [see below) | "narance Company Name ond Prane Number Policy Number
Type: 1 Medicoid 3 Dental Insurance
Palicy Coverage Dates: Name of Policyholder

Policyholder's Birth date | Family Members Covared
o

Palicyholder’s Employer Name Policyholder’s Employer Address

Policyholder's Employer Phone Number

Names of family members covered by Medicare Medicare 1.0, Number Part A Effec. Date Port B Effec. Date Is Medicare eligibility due fo:

[ Xidney Faitwe [} Disability []Age

Is your spouse employed? [“Yes [ JNo Nome and Address of Spouse's Employer
f yes, s health insrance offerad? [OYes [IMNo  1f yes, complete athached fem

F. AUTHORIZATION AND RELEASE
{Mease read the Authorization and Release which appeers below, Please sign your neme and dete the form in the spoce provided ot the end of this poge. Even
though your signature oppears 5t the end of this Pege, you are ceriifying that you have read and agres to the terms of the entire Authorization ond Release).

|, the undersigned applicant, apply for the healthcare coverage offered under the Plan of benefits established by the Plan Sponsor, for mysef and any of my sligible
dependents listed on this application.

Date Applicant's Signature
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