@ UNIVERSITY OF NOTRE DAME APPLICATION FORM

EMPLOYEE INFORMATION

NAME (Last) (First) (MI) Home Phone Office Phone MARITAL STATUS CHANGE: REASON FOR CHANGE:
( ) ( ) [ married O Employee Name Change [J Terminate Dental [J Newborn/Adoption
Address: SOCIAL SECURITY NUMBER [ single Oadd Dependent Spouse [ Terminate Vision [J Marriage
- - [ Divorced CJAdd Dependent Child(ren) [J Terminate Dependent Spouse [ Divorce
City: State: Zip: EMPLOYMENT DATE (MM/DD/YY) [ separated Oladdress Change [ Terminate Dependent Child(ren) [J Employment Change
/ [J widowed JTerminate Medical [] Other

BENEFITS
MEDICAL CARE Type of Coverage E 2 If you selected No Coverage: DENTAL CARE Type of Coverage VISION CARE Type of Coverage
O Meritain PPO O ‘_b,vlndi\'/iduval You must certify that you have medical insurance coverage elsewhere O Delta Premier O  Individual [JEyeMed O Individual
O Meritain Select HMO ] Ind+One Spouse's Employer Name: |Name of Other Insurance Company: O Delta Preferred PPO POS O Ind + One 1 decline O ind+one
O Meritain CHA HMO . . OO Family O | Decline O Family O Family
] No Coverage
EMPLOYEE AND FAMILY INFORMATION
DATE OF BIRTH Disabled FULL-TIME MED DENTAL [ VISION
NAME: First, Ml Last SSN MM/DD/YY Relationship SEX Y/N STUDENT YIN Y/N Y/N
Om O Yes O ves O ves|d  Yes [0 ves
OF O No U No u No|E  No |0 No
Cm O VYes O Yes O ves|d  Yes [0 ves
CF ] No J No =] NolH  no [ No
Cm O VYes O Yes O ves|O  ves|O ves
CF ] No J No O No| OJ No| O No
Cm O VYes O Yes O ves|O  ves|O ves
CF ] No J No O No| OJ No| O No
Om O Yes O Yes O ves|O  ves|O ves
CF ] No J No O No| OJ No| O No
Cm O VYes O Yes O ves|  ves|O ves
CF [0 No ] No O No| [(J No| [ No
Have you ever been in the medical plan you've selected before? [dYes [INo
Will you, your spouse or dependent(s) be covered by Medicare or any other medical Insurance at the time you are enrolled in this plan? g Yes Cho If yes, please complete the following:
Spouse's or Dependent's Employer Effective Date
Name of Medical Insurance Company Policy #

Name(s) of individual(s) covered by other insurance

If | elect coverage, | hereby authorize all hospitals, physicians, medical service providers, pharmacists, employers and all other agencies or organizations (including insurers and pre-paid health plans) to permit NAA, Advantage, Partners, DeltaPremier, HRI, or EyeMed or their representatives to see or obtain a copy
of all medical, prescribed drugs, HIV and mental health diagnoses, and employment and insurance coverage records which pertain to me or any member of my family. This information will be used in connection with claims for benefits and utilization review and will be kept strictly confidential. This authorization
shall remain valid for the term of this coverage. | understand that if a member is injured through the act or omission of another, the above insurers will require reimbursement for the benefits provided in an amount not to exceed any damages collected (where permitted by law). | understand that | am responsible for

reporting to my employer promptly any change in my marital status, in the number of my eligible dependents or any change in my residence. | understand that all benefits for myself and my eligible dependents will be provided in accordance with the Group Policy.

EMPLOYEE SIGNATURE HR - ACCEPTED BY:

HR ONLY:
Effective Date: Term Date: OA Oc ORr (g



