Preferred Health Systems Insurance Company (“PHSIC™) N
High Deductible Health Plan Enrollment Form - B;:":‘hr: Lan

PLEASE TYTE OR FRINT
S5M Empleyee's Legal Last Mame Legul First Name it
Serzet Address City State Zip Code
Hume Phone Wk Fhone Birth Dane Male Single Wour Employer/Company Mame Crroug Mumber
Fernale Murried
Coamvrnon Law Marricd

PLEASE LIST SPOUSE ¥OU WISH TO ENROLL IN MEMMCAL COVERAGE (if commuon law married attach affidavit)

Last Mame Firsl Name M1 Birth Dase Sox 55N
PLEASE LIST CHILDREN AND OTHER ELIGIBLE DEPENDENTS VOU WISH TO ENROLL IN MEDICAL COVERAGE
Last Mame First Nume ML [ List adbdress if different) Birth Deate Sex | 88N Belutionship Full Time Colhege Student
{Plense atlach schedule)
I Yes [C Mo
Last Marme Fiest Wume M1 [List nddress if differenty Birth Dae Sex | 85N Relationship Full Time College Student
{Please attach scheduls)
¥z | Mo
|ast Mamz First Name W1 [ List ndbdress if different) Birth Dae Sex | 85N Relstionship Full Time College Smdemt
(Please aitach schedule)
_¥ez L No
Lagt Marme First Mame M1 [List address if different) Birth Date Rox | BEM Relilionship Full Time College Studem
(Please attach schedule)
Yes Mo
Last Mame Ficst Nume I [ Lign aadbliess if dilTerent) Birth Date Sox | BSM Rekionship Full Tirme College Stusdent
(Please pitach achedule)
Yes [1No

Are vou o any person Listed above otally disabled? I Yes | Wo 1'z0, who is disabled?

Atter you are enrolled in PHSIC, will you or sny person above be covered by cther health msurance? [ Yes | Mo [F ves, whal insurance

Insurance Company phane numlser Polievholder's Mame Pelicyholder's Date of Birth Polievholder's 1D

Mames of hose covered

When selecting a qualificd high deductible health plan, 1 understand that 1 am required o establish a federally qualiCied health sovings account on the effective date of the palicy. _ (please witta) T hereby apply for enrollment for e
individunlis) listed above. | nuthorize my emplover do deduct from my eamings my conteilution t the premivm, | hereby consent to the release of infermatien o medical reconds concerning services or supplics provided to me oo my
covered depersdents by any health care provider. allied healih professional, hespital or medical care institution to PHSIC o its designes for the purpose of quality or ulilizaben review or puyment of a clainu Acopy of this consent is availabl
upon reguegl, The congent is valid For the duration of the coverage T represent that the information [ have provided on this form is correct and that [ do hereby agres (o the terms and conditions set oot in the plan

Employes's Signature [hate;

MUST BE COMPLETED BY EMPLOYER

Date of Emphoyment; Please check one of the following: Mew Hire____ Open Enrollment_____ Loss of other group coverage Date of loss Oithet Mease list repsod such as:
e of Qualifving Event

change in Bimily stifus, PT o FT, Loss of other coverage,

Effective Crate of Covernge Employver Signature Title Diate.
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