Local 103, I.B.E.W. — Health Benefit Plan
Group Health Enroliment

Member Information:

/ / - -
Last Name First Name Ml Date of Birth Social Security Number
Address Apt. # City State Zip Code
( ) - / /
Telephone Number Email Date Completed

Marital Status: O Single 0 Married
Sex: O Male [0 Female

Are you covered by any other Medical, Dental, Prescription or Vision Plan? O ves O No
If yes, what is the name of the plan?

Dependent Information:

My dependent coverage is for: O spouse Only [ spouse and children
|:| Children Only |:| None

Is your spouse now covered by any other Medical, Dental, Prescription or Vision Plan? [JYes [ No
If yes, what is the name of the plan?

[ Husband L wife / / - -

Last Name First Name Mi Date of Birth Social Security Number
L paughterld son / / - -

Last Name First Name Mi Date of Birth Social Security Number
O DaughterD Son / / - -

Last Name First Name Mi Date of Birth Social Security Number
O DaughterD Son / / - -

Last Name First Name Mi Date of Birth Social Security Number
O DaughterD Son / / - -

Last Name First Name Ml Date of Birth Social Security Number
O DaughterD Son / / - -

Last Name First Name Ml Date of Birth Social Security Number
O DaughterD Son / / - -

Last Name First Name Mi Date of Birth Social Security Number
O DaughterD Son / / - -

Last Name First Name Mi Date of Birth Social Security Number
O DaughterD Son / / - -

\Last Name First Name MI Date of Birth Social Security Number
O DaughterD Son / / - -

Last Name First Name Ml Date of Birth Social Security Number
Member Signature: Date Completed: / /

SOCIAL SECURITY NUMBERS ARE REQUIRED BY FEDERAL LAW FOR ALL DEPENDENTS OVER ONE YEAR OF AGE.
NEWBORNS MUST BE LISTED UPON DELIVERY TO BE COVERED.



