| Health Science Campus | Rocket#
. __HEALTHCARE Election Formi: Medical; Rx, Dental, Vision
TOLEDO
SECTION |I: PERSONAL INFORMATION
Employes’s Full Name  First M.l Last Social Security Number
Home Address Home Phane Number Oaytime Phone Number
SECTION Il: REASON FOR COMPLETING FORM
Date of event: / / (return form within 30 days of event date)
Qualifying status change (please specify)
DHired/Newly Eligible I:lBinh/Adoption/Legal Guardianship’ DLoss of Other Coverage’
DOpen Enrollment DMarriage1 DAddition of Domestic Partner Coverage?

l:)Other1 (please describe):

[ JAddition of Dependent due to Eligibility'

'Documentation may be required.

2Affadavit required.

SECTION 1ll: HEALTH PLAN COVERAGE SELECTION
A. Dl elect Medical coverage -- make plan selection below

[Jaetna conp For HR Office Use'Only- .~ :
DParamount Healthcare (PHC) C.Dl elect Dental coverage IDOH L FT :
Dl waive Medical coverage DI walve Dental coverage ;Group # S PIT
f ~ Coverage Level'- * Ded Code
B. Dl elect Pharmacy (Rx) coverage D.DI elect Vision coverage ‘Med/Rx '
DI waive Pharmacy {Rx) coverage |:]I waive Vision coverage ‘Dental N
|
Vision

SECTION IV-A: EMPLOYEE AND ELIGIBLE DEPENDENT ENROLLMENT INFORMATION

(Please list self and all family members to show new coverage)

Chooso coverago for empicyee
Relationship and each eigible dependent: PCP

to Employee Birth Date Gondor Medical Rx Dental Vision { PHC
(860 below) (M/D/Y} M F Socinl Secunty Number Yes Noll Yos No J Yes No § Yes No i$ solocted)

Namo
Employee (in SECTION |) 1

“If depondent’s address differs from employee’s address, provide dependent's address in SECTION IV-C on beck. Additional dependents may be addod on back as wefl

if you or your dependents have other coveragoe, ploaso list on back under "Other Covorago™

Please use the following numbers and lstters to indicate Relationship to Employ
1 Employee 2 Spouse 3 Dopendont Child (under age 24 unless fully disabled). 4 Domestic Partner
3A  Dependont Child of Employee
3B Dopendent Child of Employes’s Spouse
3C  Dopondent Child of Employee’s D ic Partnor
NOTE: If Depondent Child is between the age of 19 and 24, a Dependant Verification Affadavit is required
AUTHORIZATION

| horaby apply to The University of Toledo Healthcare Benefits Program for the coverage indicoted above. | have read and understand the matorial oxplaining the terms and conditions of The Univorsity of Toledo
Hoalthcare Plans. | declare that any individual for whom | am requesting healthcare coverage moets the definition of an eligible dependent. | understand that any person who knowingly and with intent to defraud
applios for coverage or files a claim containing any matorially false information is guilty of fraud and is thereby subject lo disciplinary action, up to and including lermination of benefils and/or employmont as well as
possible prosecutien for insurance fraud. | undi 1d that my elections may not be changod or voluntarily cancelled at any time during the plan year unless a qualifying stalus change occurs, as dofinod by tho
plan. The Bensfits Offico must receive notification on the appropriate form(s) within 30 days. | understand that the kind of coverage for which | am making application containg coordination of benefits, workers'
compensation and subrogation pravisions, and | acknowledge The University of Toleda's right to enforce these provisions. | authorize The University of Toledo to deduct the required semi-monthly contribution
from my pay on a pre-tax and/or after tax basis. | understand that The Univers.ty of Toledo's contribution amount for coverage for Domestic Partner and his or her dependent(s) is considered imputed incomo and

1 will be taxed on that value. 1 cortify that all Information provided on this form Is truo and corroct to the bost of my knowledgo,

Signature Dato



FHLE URNIVERSITY O

TOLEDO

1822

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

Cheoose covorago for employee
and each oligible dopondent PCP
Relationship Birth Date Gendor Moedical Rx Dental Vigion (i PHC
Name to Employee {M/D/Y) M F J| Socia! Secunty Number | Yes No BYes No HYes NoJ Yes No ig seloctod)}
“If dependent’s address differs from employoo’s address, provide dependent's address in SECTION IV-C below.
SECTION Iv-C: DEPENDENT ADDRESS INFORMATION (if different from employee's addross)
If you indicated in SECTION [V-A or V-8 that any dependent's address d.ffers from tho employoo's nddress, please provide that dependant's nome and mailing
addross below:
Dependent's Name
Stroot Address
City State Zip
Dependent's Name
Stree! Address
City State Zip
OTHER COVERAGE
Policy Holder Name Effective Dote Policy Number

Insurance Company

Family Members Covered

i you have quastions, contact the Office of Human Resources Benelfits Department at (419) 530-4747
Rotum completed form to: Office of Human Roscurces, Benefits Department, Transportation Center,Mail Stop 205 Fax: (419) 530-1492



