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D
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a
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L
D

EA
TH

A
N

D
D

IS
M

EM
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salary
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m
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existing
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b
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n
B
ased

on
your

plan
benefits

and
your

age,you
m

ay
be

required
to

com
plete

an
additionalevidence
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d
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late
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period
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e.G
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m
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w
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late-entrantpenalties
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lose
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due

to
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ination
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plan,loss
ofem

ploym
ent,death
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P
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or
w
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a
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ordered
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be

provided
for
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eligible
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P
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eligible
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w

ithin
30

days.
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Late
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proofofinsurability
do
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to

P
re-P

aid
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P
re-P

aid
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anaged

D
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uard
dentalH

M
O
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D
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only
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e
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w
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q

Y
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q
N
o

Ifyou
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w
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your
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covered
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vision
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q
Y
es

q
N

o
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P
O

R
TA

N
T

N
O
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n
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w
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ata

later
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m
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n
Y
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plan
includes

a
O
ne

Y
ear

Lock-In/Lock-O
utP

rovision
-
Y
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to
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w
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m
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in
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plan's

next
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enrollm
entperiod.
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n
Ihereby

apply
for

the
group

benefit(s)
thatIhave

chosen
above.

n
Iunderstand

thatIm
ustm

eeteligibility
requirem

ents
for

allcoverages
thatIhave

chosen
above.

n
Iunderstand

thatIm
ustbe

actively
atw

ork
or

m
y

life
and/or

disability
coverage

w
illnottake

effectuntilIhave
com

pleted
a

w
aiting

period
(as

defined
in

the
G
roup

P
lan)

offulltim
e

service.This
requirem

entdoes
not

apply
to

eligible
retirees.

n
Iunderstand

thatm
y

dependent(s)
cannotbe

enrolled
for

a
coverage

ifI
am

notenrolled
for

thatcoverage.
n

Iunderstand
thatlife

insurance
coverage

for
a

dependent,other
than

a
new

born
child,w

illnottake
effectifthatdependentis

confined
to

a
hospitalor

other
health

care
facility,or

is
hom

e
confined,or

is
unable

to
perform

the
norm

alactivities
ofsom

eone
oflike

age
and

sex.

n
Iagree

thatm
y

em
ployer

m
ay

deductprem
ium

s
from

m
y

pay
or

add
prem

ium
s

to
m

y
dues;ifthey

are
required

for
the

coverage
Ihave

chosen
above.

n
Iunderstand

thatthe
prem

ium
am

ounts
show

n
above

are
estim

ations.
Ifthe

prem
ium

am
ounts

show
n

above
and

the
deductions

for
prem

ium
s

show
n

on
m

y
paycheck

stub
do

notagree,m
y

paycheck
stub

w
ill

prevail.Iunderstand
thatthe

prem
ium

am
ounts

m
ay

be
am

ended.
n

I
a
tte

st
th

a
t
th

e
in

fo
rm

a
tio

n
p
ro

vid
e
d

a
b
o
ve

is
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e
a
n
d

co
rre

ct
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th
e

b
e
st

o
f
m

y
kn

o
w

le
d
g
e
.

n
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n
y

p
e
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n
w

h
o

w
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te

n
t
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d
e
fra

u
d

o
r
kn

o
w

in
g

th
a
t
h
e
/sh

e
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cilita

tin
g

a
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u
d

a
g
a
in

st
a
n

in
su

re
r,

su
b
m

its
a
n

a
p
p
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tio
n

o
r
file

s
a

cla
im

co
n
ta

in
in

g
a

fa
lse

o
r
d
e
ce

p
tive

sta
te

m
e
n
t
m

a
y

b
e

g
u
ilty

o
f

in
su

ra
n
ce

fra
u
d
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