Your Events Account Summarnry Find a Provider Information and Tools

Open Enrollment Sign Up Exit Event
Event

Here's where vou provide us with information about vourzelf and any eligible dependents, and add or remove
About ¥ou coverage for the available benefitz indicated below. Pleaze enter all information accurately.

“our Doctor

[ Add More Dependentz ]

Enroliment Summary

Primary Member Information

* denotes & required field

* First Name: |Jack M| | Medical Benefit
. 01D12007-125312007
* Date of Birth: (09 | /(25 | /{1968 (mmiddinyyy) 01/01/2007-12/31/2007
3 F54 Benefit
* Gender: @ make O female 01/01/2007-12/31/2007
1 Dizability Benefit
* Address line 1: | 123 Knoll Crest Road | 01/01/2007-12/31/2007

Life Insurance Benefit
010142007-1203142007

* City: |Mt. Washington | How Do |...

Addres= line 2;

* Siate / Province: m *Eip:!DSSSS i+4i

* Country: | United States W

* Primary Phone #: | (603)999-9999 |

* |z thiz a US/Canadian phone number? (&) ves () No

Dependent Information

Check The Box(ez) Below to
* Firzt Name: |Jar|E MI: i | Add Coverage For This Dependent

" [smith |
Last Hame: |Srr||th |E-uf’r'r:-c |_| Medical Benefit

* Date of Birth: (02 |/|03 |/|1968| (mm/dd/yyyy) 01/01/2007-12/31/2007

+ Gender: O ® Dental Benefit
B LN B e e 01/01/2007-12/31/2007
* Relationzhip: E”:""EE = How Do |
* |z thiz perzon over the dependent {:} E}
cutoff age and a ful-time student? M= o [

Delete Dependent ]

* |z thizs person over the dependent {:} 'E:'
cutoff age and dizabled? ye= Sl

Dependent Information

Check The Box(ez) Below to
* Firzt Name: |;|.;.5|-| r..”.i | Add Coverage For This Dependent

" [smith
Last Hame: |Srr||th |E-uf’r'r:-c |_| Medical Benefit

* Date of Birth: (02 |/|03 |/(1987| (mm/dd/yyyy) 01/01/2007-12/31/2007

Dental Benefit
Gender: @ male O female [ o1/01/2007-12/31/2007
* Relationzhip: C_I-u_lu:l = biow Do |
* |z thiz perzon over the dependent E} {:}
cuteff age and a fultime student? ye= L [

Delete Dependent ]

* |z thizs person over the dependent {:} 'E:'
cutoff age and dizabled? ye= Sl

Other Coverage Information

* Are yvou or any dependents covered by another health plan? {E} ves {:} no

If you answered yes, please provide the following:

Name of the other health plan: |ABC Healthplan

* Are yvou or any dependentz covered by another dental plan? {:} ves -E} no

If you answered yes, please provide the following:
I |




