Main Campus Rocket #
HEALTHCARE Election Form: Medical, Rx, Dental, Vision

THY UNIVIRSITY OF

TOLEDO

1672

SECTION I: PERSONAL INFORMATION

Employoo's Full Name  First M Last Social Security Numbor

Homo Addross Home Phone Number Daytime Phone Number

SECTION lI: REASON FOR COMPLETING FORM

Date of event: / / (return form within 30 days of event date)
Qualifying status change (please specify)
D Hired/Newly Eligible DBinhlAdoption/Legal Guardianship' D Loss of Other Coverage'
DOpen Enroliment DMarriage’ DAddition of Domestic Partner Coverage®
DOther' (please describe): | |Addition of Dependent due to Eligibility’
'Documentation may be required. 2Affadavit required.

SECTION lll: HEALTH PLAN COVERAGE SELECTION
A. Ell elect Medical/Rx coverage -- make plan selection below

DFrontPalh PPO For HR Office Use Only

DPPOM PPO (Michigan Network) B.|:]l elect Dental coverage DOH FiT
[Jmmo pPo [J1 walve Dental coverage Eclass PIT
DPHC POS Coverage Level Ded Code
[mmo epo Med/Rx

DPHC EPO C.l:ll elect Vision coverage Dental

DAetna CDHP DI walve Vision coverage Vision

| waive Medical/Rx coverage

SECTION IV-A: EMPLOYEE AND ELIGIBLE DEPENDENT ENROLLMENT INFORMATION
(Please list self and all family members to show new coverage)

Addross Choose coverage for employes and

Relationghip)| different from and oach aligible dependont: pPcP

to Employee| Birth Date Gender omployoo?* § MedicaV/Rx Dental Vision (It PHC
Name {see below) (M/D/Y) M F Social Secunty Number Yes No § Yes No Yos No Yos No is selectod)
Employee (in SECTION I) 1
*If depedent’s address differs from employee’s atdress, provide dependent’s add in SECTION IV-C on back. Addtiong! dependents may be added on back as wel.
If you or your dependeonts havo other co ge, pl list on back under “Othor Coverage”™
Ploase use the following numbers and letters to indi Rolationship to Employ

1 Employee 2 Spouse 3 Dopendent Child (urder age 24 untess fully disablod). 4 Domastic Partner

3A  Dependont Child of Employee
3B  Dependsnt Child of Employee’s Spousc
3C Dependont Child of Employes's Domestic Partnor
NOTE: If Dependent Child is botween the ago of 19 and 24, a Dependent Verification Affadavit is roquired

AUTHORIZATION

1 horeby opply lo The University of Toledo Healihcare Benefits Program for tho coverage indicated above. | have road and undorstand the material explaining the torms and conditions of The University of Toledo
Healthcare Plans. | daclare that any individua! for whom | am requesling healthcare coverage meats the definition of an eligible dependent. ! understand that any person who knowingty and with intent to dafraud
applies for coverage or files a claim containing any materially false information is guilty of fraud and is thereby subject to disciplinary actien, up to and including terminaticn of benafits and/or employment as well as
possible prosecution for insurance fraud. | understand that my elections may not be changed or voluntarily cancetled at any time during the plan year unless o qualifying status change occurs, as defined by the
plan. Tho Benofits Office must receive notification on the appropriate form(s) within 30 days. | understand that the kind of coverage for which | am making application contains coordination of benefits, workers’
compensation and subrogation provisions, and | acknowiodgo The University of Tolodo's right to enforce those provisions. | autherizo The University of Totedo to deduct the requited semi-manthly contribution
from my poy on a pre-tax and’or ofter lax basis. | understang thal The University of Yolodo's contribution nt for go for O ic Partner and his or her dependent(s) is considored imputed income and

1 will be taxed on that valuo. | certify that all information provided on this form is truo and corroct to tho bost of my knowledge.

Signature Date



Main Campus

HEALTH Election Form: Medical, Rx, Dental, Vision
TOLI“]:ZDO

SECTION IV-B: EMPLOYEE AND ELIGIBLE DEPENDENT ENROLLMENT INFORMATION (cont'd)
Use the space below to record additional eligible dependent information as needed.

Addross Chooso coverage for employes
differont from and each eligibls dependent: PCP
Relationship Birth Dote Gender employee?* §l Medical/Rxj] Dantal Vision {IfPHC
Name to Employoo {M/D/Y) M F J Social Securily Numbter § Yes No §Yes No fYes Nolf Yes No is selacted)

*If dependent's address ditfers from employee’s address, provide dependent's address in SECTION IV-C bolow.

SECTION (V-C: DEPENDENT ADDRESS INFORMATION (if different from employee's address)
If you indicated in SECTION IV-A or IV-B that any depondont's address differs from the employos’s address, please provide that dependent's name and mailing
addross below.

Dependent's Name

Stroot Address

City State Zip

Depondent's Name

Stroot Addrass

City State 2Zip

OTHER INSURANCE

Policy Holder Nams Effective Dato Policy Number
Insurance Company Family Msmbers Covered

It you have quasticns, contact the Offico of Human Rescurcos Beneafits Deportment at (419) 530-4747
Roturn completed form to: Office of Human Resources, Benefits Department, MS #205, 15115 South Toworview Bivd , Toledo, OH 43606  Fax: (419) 530-1492



